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FOR  PERSISTENT  INFECTIONS 

CHLOROMYCETIN 

COMBATS  MOST  CLINICALLY  IMPORTANT  PATHOGENS 


Acquired  resistance  seldom  imposes  restrictions  on 
antimicrobial  therapy  when  CHLOROMYCETIN  (chlor- 
amphenicol, Parke-Davis)  is  selected  to  combat  gram- 
negative pathogens  involving  enteric  and  adjacent 
structures  of  the  urinary  tract.  The  acknowledged  effec- 
tiveness with  which  CHLOROMYCETIN  suppresses  highly 
invasive  staphylococci^*^  extends  to  persistently  patho- 
genic coliforms.®’^®*^^  Experience  with  mixed  groups  of 
Proteus  species,  for  example,  . . shows  chloramphenicol 
to  be  the  drug  of  choice  against  these  bacilli . . 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because 
certain  blood  dyscrasias  have  been  associated  with  its  administra- 
tion, it  should  not  be  used  indiscriminately  or  for  minor  infections. 
Furthermore,  as  with  certain  other  drugs,  adequate  blood  studies 
should  be  made  when  the  patient  requires  prolonged  or  intermit- 
tent therapy. 
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COMPARATIVE  SENSITIVITY  OF  MIXED  PROTEUS  SPECIES  TO  CHLOROMYCETIN 
AND  SIX  OTHER  WIDELY  USED  ANTIBIOTIC  AGENTS* 


80 


*This  graph  is  adapted  from  Waisbren  and  Strelitzer.’®  It  represents  in  vitro  data  obtained  with  cUnical  material  isolated  between  the  years 
1951  and  1956.  Inhibitory  concentrations,  ranging  from  3 to  25  meg.  per  ml.,  were  selected  on  the  basis  of  usual  clinical  sensitivit)'. 
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symptomatic  relief 


plus! 


ACHROCiDiN  is  a well-balanced,  comprehensive  formula  for 
treating  acute  upper  respiratory  infections. 

Debilitating  symptoms  of  malaise,  headache,  pain,  mucosal 
and  nasal  discharge  are  rapidly  relieved. 

Early,  potent  therapy  is  offered  against  disabling  complications 
to  which  the  patient  may  be  highly  vulnerable,  particularly 
during  febrile  respiratory  epidemics  or  when  questionable  middle 
ear,  pulmonary,  nephritic,  or  rheumatic  signs  are  present. 

ACHROCIDIN  is  Convenient  for  you  to  prescribe — easy  for  the 
patient  to  take.  Average  adult  dose:  two  tablets,  or  teaspoonfuls 
of  syrup,  three  or  four  times  daily. 


tablets 

ACHROMYCIN  ® Tetracycline  . 125  mg. 


Phenacetin 120  mg. 

Caffeine 30  mg. 

Salicylamide 150  mg. 

Chlorothen  Citrate 25  mg. 


Bottle  of  24  tablets 

syrup 

Each  teaspoonful  (5  cc.)  contains: 
ACHROMYCIN  ® Tetracycline 

equivalent  to  tetracycline  HCl  125  ing. 


Phenacetin 120  nig. 

Salicylamide 150  ing. 

Ascorbic  Acid  (C) 25  mg. 

Pyrilamine  Maleate 15  mg. 

Methylparaben 4 mg. 

Propylparaben 1 mg. 


Available  on  prescription  only 


LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  NEW  YORK 


♦Reg.  U.  S.  Pat.  Off. 
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''Since  we  put  him  on  NEOHYDRIN  he's  been 


able  to  stay  on  the  job  without  interruption/ 


oral 

organomercurial 

diuretic 


NEOHYDRIN 
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(Phoenix);  Darwin  W.  Neubauer,  M.D.  (Tucson). 

MEDICARE  ADJUDICATION  COMMITTEE:  Frank  W.  Edel, 
M.D.,  Chairman  (Phoenix);  Joseph  Bank,  M.D.  (Phoenix); 
James  D.  Barger,  M.D.  (Phoenix);  Lindsay  E.  Beaton,  M.D. 
(Tucson);  W.  Albert  Brewer,  M.D.  (Phoenix);  Robert  E. 
Hastings,  M.D.  (Tucson);  Paul  B.  Jarrett,  M.D.  (Phoenix); 

C.  C.  Piepergerdes,  M.D.  (Phoenix);  Robert  A.  Price,  M.D. 
(Phoenix);  E.  Henry  Running,  M.D.  (Phoenix);  Stuart  San- 
ger, M.D.  (Tucson);  Morris  E.  Stern,  M.D.  (Phoenix);  Laddie 

L.  Stolfa,  M.D.  (phoenix);  Ashton  B.  Taylor,  M.D.  (Phoenix); 
Charles  E.  Van  Epps,  M.D.  (Phoenix). 

MEDICARE  COMMITTEE:  Frank  W.  Edel,  M.D.,  Chairman 
(Phoenix);  W.  Albert  Brewer,  M.D.  (Phoenix);  Ernest  A. 
Born,  M.D.  (Prescott);  Walter  T.  Hileman,  M.D.  (Tucson); 
Paul  B.  Jarrett,  M.D.  (Phoenix):  ADVISORY  TO  MEDICARE 
— Walter  D.  Bigford,  M.D.  (Kingman);  William  E.  Bishop, 

M. D.  (Globe);  Edward  H.  Bregman,  M.D.  (Phoenix);  Ellis 
V.  Browning,  M.D.  (Springerville);  W.  Scott  Chisholm, 
M.D.  (Eloy);  Charles  B.  Daniell,  M.D.  (Morenci);  Orin  J. 
Farness,  M.D.  (Tucson);  C.  Herbert  Fredell,  M.D.  (Flagstaff); 
T.  Richard  Gregory,  M.D.  (Phoenixh  Ronald  S.  Haines, 
M.D.,  (Phoenix);  Delmar  J.  Heim,  M.D.  (Tucson);  Robert 
S.  Keller,  M.D.  (Safford);  Joseph  M.  Kinkade,  M.D.  (Tuc- 
son); Daniel  W.  Kittredge,  Jr.,  M.D.  (Flagstaff);  Leo  L. 
Lewis,  M.D.  (Winslow);  Charles  S.  Powell,  M.  D.  (Yuma); 
George  D.  Reay,  M.D.  (Douglas);  Kenneth  Reichardt,  M.D. 
(Yuma);  Norman  A.  Ross,  M.D.  (Phoenix);  Stuart  Sanger, 
M.D.  (Tucson);  Milton  C.  F.  Semoff,  M.D.  (Tucson);  Charles 
S.  Smith,  M.D.  (Nogales);  Lorel  A.  Stapley,  M.D.  (Phoenix); 
John  M.  Vivian,  M.D.  (Phoenix);  Lowell  C.  Wormley,  M.D. 
(Phoenix);  C.  E.  Yount,  Jr.,  M.D.  (Prescott). 

MEDICOLEGAL  COMMITTEE:  Jesse  D.  Hamer,  M.D.,  Chair- 
man (Phoenix);  Otto  L.  Bendheim,  M.D.  (Phoenix);  Ian 
M.  Chesser,  M.D.  (Tucson);  John  R.  Green,  M.D.  (Phoenix); 
Walter  T.  Hileman,  M.D.  (Tucson);  Robert  A.  McCulley, 
M.D.  (Phoenixl. 

NURSING  SERVICES,  JOINT  COMMITTEE  ON  IMPROVE- 
MENT OF.  Lucille  M.  Dagres,  M.D.,  Chairman  (Phoenix); 
Francis  J.  Bean,  M.D.  (Tucson);  Bertram  L.  Snyder,  M.D. 
(Phoenix). 

OSTEOPATHY  LIASION  COMMITTEE:  Reed  D.  Shupe,  M.D., 
Chairman  (Phoenix);  Sebastian  R.  Caniglia,  M.D.  (Phoenix); 
Millard  Jeffrey,  M.D.  (Phoenix);  A.  I.  Podolsky,  M.D. 
(Yuma);  Harry  E.  Thompson,  M.D.  (Tucson). 
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POISONING  CONTROL,  AD  HOC  COMMITTEE  ON:  Virginia 
M.  Cobb,  M.D.,  Chairman  (Tucson);  Paul  B.  Jarrett,  M.D. 
(Phoenix);  Maurice  Rosenthal,  M.D.  (Phoenix);  Martin  S. 
Withers,  M.D.  (Tucson). 

PROFESSIONAL  LIABILITY  INSURANCE  INVESTIGATING 
COMMITTEE:  Howard  C.  Lawrence,  M.D.,  Chairman 

(Phoenix);  Ernest  A.  Born,  M.D.  (Prescott);  Jesse  D.  Hamer, 
M.D.  (Phoenix);  Paul  B.  Jarrett,  M.D.  (Phoenix);  Stuart 
Sanger,  M.D.  (Tucson). 

PROFESSIONAL  LIASION  COMMITTEE:  William  B.  Steen, 

M. D.,  Chairman  (Tucson);  Raymond  J.  Jennett,  M.D.  (Phoe- 
nix); Harold  W.  Kohl,  M.D.  (Tucson). 

SAFETY  COMMITTEE:  MacDonald  Wood,  M.D.,  Chairman 
(Mesa);  Donald  F.  DeMarse,  M.D.  (Holbrook);  Paul  B. 
Jarrett,  M.D.  (Phoenix);  Henry  P.  Limbacher,  M.D.  (Tucson). 
SCHOOL  HEALTH,  CO-ORDINATING  COMMITTEE  ON:  Mar- 
cus W.  Westervelt,  M.D.,  Chairman  (Tempe);  Jack  H.  Dem- 
low,  M.D.  (Tucson);  Noel  G.  Smith,  M.D.  (Phoenix);  Robert 

N.  Stratton,  M.D.  (Yuma). 

VETERANS  MEDICAL  AFFAIRS  LIASION  COMMITTEE: 
Hilary  D.  Ketcherside,  M.D.,  Chairman  (Phoenix);  John  L. 
Cogland,  M.D.  (Phoenix);  John  A.  Eisenbeiss,  M.D.  (Phoe- 
nix); Robert  E.  Hastings,  M.D.  (Tucson);  Walter  T.  Hile- 
man,  M.D.  (Tucson);  Frederick  J.  Lesemann,  M.D.  (Tucson); 
C.  Selby  Mills,  M.D.  (Phoenix);  John  F.  Stanley,  M.D. 
(Yuma). 

ADVISORY  COMMITTEE  TO  THE  WOMAN’S  AUXILIARY: 
Charles  S.  Powell,  M.D.,  Chairman  (Yuma);  Melvin  A. 
Phillips,  M.D.  (Prescott);  Donald  A.  Poison,  M.D.  (Phoenix); 
Harry  E.  Thompson,  M.D.  (Tucson). 


Woman's  Auxiliary 

OFFICERS  OF  THE  AUXILIARY  TO  THE  ARIZONA 
MEDICAL  ASSOCIATION  - 1958-58 

President  Mrs.  Charles  S.  Powell 

698— 9th  Ave.,  Yuma 

President  Elect  Mrs.  Melvin  W.  Phillips 

928  Flora  Street,  Prescott 

1st  Vice  President  Mrs.  Hiram  D.  Cochran 

2716  East  4th  Street,  Tucson 

2nd  Vice  President  Mrs.  Robert  A.  Stratton 

1916— 6th  Ave.,  Yuma 

Treasurer Mrs.  Ian  M.  Chesser 

2909  E.  Alta  Vista,  Tucson 

Recording  Secretary Mrs.  Clare  W.  Johnson 

305  E.  Tuckey  Lane,  Phoenix 

Corresponding  Secretary  Mrs.  Ralph  T.  Irwin 

728— 6th  Ave.,  Yuma 

Director  (1  year) Mrs.  Oscar  W.  Thoeny 

721  Encanto  Drive,  S.  E.,  Phoenix 

Director  (1  year)  Mrs.  John  F.  Stanley 

201— 1st  Ave.,  Yuma 

Director  (2  years)  Mrs.  William  E.  Bishop 

605  S.  'Third  Street,  Globe 


STATE  COMMITTEE  CHAIRMEN  - 1957-58 

Chaplain  Mrs.  James  Moore 

305  W.  Granada,  Phoenix 

Bulletin  Mrs.  William  E.  Bishop 

605  South  Third  Street,  Globe 

Civil  Defense  Mrs.  John  Kennedy 

814  East  Palmaire,  Phoenix 

Finance  Mrs.  John  F.  Stanley 

201— 1st  Ave.,  Yuma 

Historian  Mrs.  Brick  Storts 

3228  East  Fifth  Street,  Tucson 

Legislation  Mrs.  Paul  Causey 

2200  N.  Alvarado  Road,  Phoenix 

Today’s  Health  Mrs.  William  A.  Phillips 

633— 8th  Ave.,  Yuma 

Mental  Health  Mrs.  John  Eisenbeiss 

3121  North  17th  Ave.,  Phoenix 

Nominating  Mrs.  Roy  Hewitt 

130  Camino  Miramonte,  Tucson 

Recruitment  Mrs.  Arthur  V.  Dudley 

Rt.  6 Box  876,  Tucson 

Parliamentarian  Mrs.  George  Enfield 

335  West  Cambridge  Ave.,  Phoenix 

Public  Relations  & Safety  Mrs.  Oscar  W.  Thoeny 

721  Encanto  Drive.,  S.  E.,  Phoenix 

Revisions  Mrs.  Jesse  Hamer 

1819  N.  11th  Ave.,  Phoenix 

Student  Nurse  Loan  Fund  Mrs.  Donald  Poison 

1817  Palmcroft  Dr.,  N.  W.,  Phoenix 

Medical  Education  Fund  Mrs.  H.  A.  Hough 

225  Yavapai  Drive,  Prescott 

Newsletter  Mrs.  John  T.  Clymer 

7040  N.  7th,  Phoenix 

Publicity  Mrs.  Juan  E.  Fonseca 

Rt.  4,  Box  290,  Tucson 

COUNTY  PRESIDENTS  AND  OFFICERS  1957-58 
COCONINO  COUNTY 

President  Mrs.  Jay  L.  Sitterley 

206  W.  Hunt,  Flagstaff 

Vice  President  Mrs.  Roy  Young 

Flagstaff 

Secretary Mrs.  Herbert  Fredell 

Flagstaff 

Treasurer  Mrs.  Leo  Schnur 

Sedona 


GILA  COUNTY 

President  Mrs.  Albert  J.  Harris 

185  E.  Cedar  Street,  Globe 

Vice  President Mrs.  James  Hazel 

Box  928,  Hayden 

Secretary-Treasurer Mrs.  Robert  V.  Horan 

Box  1296,  Miami 
MARICOPA  COUNTY 

President  Mrs.  Lorel  A.  Stapley 

7029  N.  2nd  Drive,  Phoenix 

1st  Vice  President  Mrs.  Thomas  Rowley 

114  S.  Miller,  Mesa 

2nd  Vice  President  Mrs.  Robert  B.  Leonard 

3041  N.  Evergreen,  Phoenix 

Recording  Secretary  Mrs.  Seymour  Silverman 

334  East  Medlock,  Phoenix 

Treasurer  Mrs.  Laddie  L.  StoUa 

204  East  Pomona  Road,  Phoenix 
PIMA  COUNTY 

President  Mrs.  John  K.  Bennett 

185  Sierra  Vista  Dr.,  Tucson 

President-Elect  Mrs.  Ian  M.  Chesser 

2909  E.  Alta  Vista  Dr.,  Tucson 

1st  Vice  President Mrs.  Wesley  S.  Fee 

215  Busch  Place,  Tucson 

2nd  Vice  President Mrs.  James  N.  Lane 

Rt.  5,  Box  723,  Tucson 

Recording  Secretary  Mrs.  G.  A.  Janssen 

2934  E.  Stratford  Dr.,  Tucson 

Corresponding  Secretary  Mrs.  J.  K.  Nattinger 

4750  N.  Camino  Luz,  Tucson 

Treasurer Mrs.  Fred  H.  Landeen 

6911  E.  Soyaluna  PI.,  Tucson 
YAVAPAI  COUNTY 

President  Mrs.  William  H.  Marlowe 

520  Highland  Ave.,  Prescott 

Vice  President  Mrs.  C.  F.  Blackler 

22  Mountain  Club,  Prescott 

Secretary  Mrs.  William  Holsey 

Vet.  Adm.  Center,  Prescott 

Treasurer  Mrs.  Joseph  P.  McNally 

208  Grove,  Prescott 
YUMA  COUNTY 

President Mrs.  Robert  M.  Matts 

1425— 7th  Ave.,  Yuma 

Vice  President Mrs.  James  Volpe 

1806— 6th  Ave.,  Yuma 

Treasurer  Mrs.  William  H.  Lyle 

1429— 10th  Ave.,  Yuma 

Secretary Mrs.  Carl  Bengs 

1317— 7th  Ave.,  Yuma 


...  a complete  line  of 

SURGICAL  SUPPORTS 

Fitted  exactly  as  you  pre- 
scribe. 

. . . for  your  patients'  every 
condition  — such  as  back 
strain,  obesity,  post-opera- 
tive, viceroptosis,  cardiac, 
emphysema,  etc. 

Hospital  and  home  calls 
made  at  your  direction. 

Expert  fitters,  private  fitting 
rooms. 

Grove's  Surgical  Supports 
Store 

3123  N.  CENTRAL  AVE. 

PHOENIX  PHONE 

ARIZONA  CR  4-5562 
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• debilitated 

• elderly 

• diabetics 

• infants,  especially  prematures 

• those  on  corticoids 

• those  who  developed  moniliasis  on  previous 
broad-spectrum  therapy 

• those  on  prolonged  and/or 
high  antibiotic  dosage 

• women — especially  if  pregnant  or  diabetic 


¥ 

the  best  broad-spectrum  antibiotic  to  use  is 

MYSTECL.IN-V 

Squibb  Tetracycline  Phosphate  Complex  (Sumycin)  and  Nystatin  (Mycostatin)  Sumycin  plus  Mycostatin 

for  practical  purposes,  Mysteclin-V  is  sodium-free 

for  “built-in”  safety,  Mysteclin-V  combines: 

1.  Tetracycline  phosphate  complex  (Sumycin)  for  superior 
initial  tetracycline  blood  levels,  assuring  fast  transport  of 
adequate  tetracycline  to  the  infection  site. 

2.  Mycostatin— the  first  safe  antifungal  antibiotic— for  its 
specific  antimonilial  activity.  Mycostatin  protects 

many  patients  (see  above)  who  are  particularly  pi'one  to  monilial 
complications  when  on  broad-spectrum  therapy. 


Capmdcs  (250  mff./250,000  u.),  bottles 
of  16  and  100.  Half-Strength  Capsules 
(125  mg./125,000  u.),  bottles  of  16 
and  100.  Suspension  (125  mi?:./125,000 
u.),  2 oz.  bottles.  Pediatric  Drops  (100 
mg./100,000  u.),  10  cc.  dropper  bottles. 


Squibb 


Squibb  Quality— 
the  Priceless  Ingredient 


iN.-»  'MrCOSTATIN-,«  aHO  'SoMYCIN'  ARC  9QUI80  TRaOCMARKS 


MYSTECLIN-V  PREVENTS  MONILIAL  OVERGROWTH 


25  PATIENTS  ON 
TETRACYCLINE  ALONE 

25  PATIENTS  ON 

TETRACYCLINE  PLUS  MYCOSTATIN 

Before  therapy 

After  seven  days 
of  therapy 

Before  therapy 

After  seven  days 
of  therapy 
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Monilial  overgrowth  (rectal  swab)  ^ None  ^ Scanty  ^ Heavy 

Childs.  A.  J.:  British  M.  J.  1:660  1956. 


SYRUP 


CORICIDIN 


Cough  associated  with  a cold  may  not  be  innocuous. 

It  can  be  dry  and  unproductive  — aggravated  by 
pollens,  dust  and  tobacco  smoke— persist  out  of  habit 
— lead  to  distressing  secondary  symptoms. 

To  control  both  cough  and  cold,  Coricidin  Syrup 
provides  sedative,  expectorant,  antiallergic  and  anticold 
agents— a comprehensive  treatment  approach. 

Each  teaspoonful  (5  cc.)  of  palatable  Coricidin  Syrup©  contains: 


Dihydrocodeinone  bitartrate  1.67  mg. 

Chlor-Trimeton®  Maleate 

(chlorprophenpyridamine  maleate) 2 mg. 

Sodium  salicylate 0.225  Gm. 

Sodium  citrate  0.12  Gm. 

Caffeine  30  mg. 

Glyceryl  guaiacolate 0.03  Gm. 


©Exempt  narcotic.  Coricidin,®  brand  of  analgesic-antipyretic. 


SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


CN-J-13107 


■ Relieves  cough  quickly  and  thor- 
oughly ■ Effect  lasts  six  hours  and 
longer,  permitting  a comfortable 
night’s  sleep  ■ Controls  useless 
cough  without  impairing  expecto- 
ration ■ rarely  causes  constipation 

■ And  pleasant  to  take 


Syrup  and  oral  tablets.  Each  teaspoon- 
ful or  tablet  of  Hycodan*  contains  5 mg. 
dihydrocodeinone  bitartrate  and  1.5  mg. 
Mesopin.t  Average  adult  dose:  One  tea- 
spoonful or  tablet  after  meals  and  at 
bedtime.  May  be  habit-forming.  Avail- 
able on  your  prescription. 


lOA 
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both- 
orally  for 

dependable  prophylaxis- 
sublingually  for 
fast  relief 
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FRANOL- 


ASTHMATIC- 

but  cheerful  instead  of  fearful 

New  Isuprel-Franol  tablets  bring 
round-the-clock  relief  plus  emergency 
help  against  sudden  attack.  Anxiety 
stops  when  patients  know  they’ll  get 
relief  in  60  seconds  — relief  that  con- 
tinues for  four  hours  or  more. 

Isuprel  HCl  (10  mg.  for  adults,  5 mg. 
for  children) , the  most  potent  broncho- 
dilator  known,  makes  up  the  outer 
coating.  In  a sudden  attack,  the  patient 
puts  the  tablet  under  his  tongue.  Relief 
starts  in  60  seconds.  A unique  feature 
is  the  “flavor-timer.”  As  the  Isuprel  is 
absorbed  a lemon  flavor  appears.  When 
it  disappears — about  five  minutes  later 
— the  patient  swallows  the  tablet. 

An  unexcelled  combination  for  pro- 
longed bronchodilatation  makes  up  the 
Isuprel-Franol  core:  benzylephedrine 
HCl  (32  mg.).  Luminal®  (8  mg.)  and 
theophylline  (130  mg.).  Swallowed, the 
tablet  works  for  four  hours  or  more. 

Isuprel-Franol  tablets  are  “. . . effec- 
tive in  controlling  over  80%  of 
patients  with  mild  to  moderate 
attacks  of  asthma.”^ 

1.  Fromer,  J.  L.,  and  DeRisio, 

V.  J. : Lakey  Clin.  Bull.  10:45, 

Oct.-Dec.,  1966. 


LABORATORIES 
New  York  18,  N.  Y. 


/&o 


ISUPREL-FRANOL 

tablets  (Isuprel  HCl  10  mg.) 
for  adults; 

ISUPREL-FRANOL 

Mild  tablets  (isuprel  HCl 
5 mg.)  for  children: 

One  tablet  every  three  or 
four  hours  taken  orally  for 
continuous  control  of  bron- 
chospasm  in  chronic  asthma. 
One  tablet  taken  sublingual- 
ly for  sudden  attack.  “Fla- 
vor-timer” signals  when 
patient  should  swallow. 
Bottles  of  100  tablets. 


''Flavor-timer^^  signals  patients 
when  to  swallow  tablets 


ISUPREL 

Immediate  effect  sublingually  — 
for  emergency  use 

LEMON  “FLAVOR-TIMER” 

Disappearance  of  flavor  is  the 
signal  to  swallow 

l Theophylline 
FRANOL  \ Luminal 

( Benzylephedrine 
Sustained  action  — reduces  fre- 
quency and  intensity  of  attacks 


ISUPREL  (BRAND  OP  ISOPROTERENOL),  FRANOL  AND  LUMINAL  (BRAND  OF  PH  ENOBA  R B I T A L ) , TRADEMARKS  REG.  U.  S.  PAT.  OFF. 
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For  Speedier  Return  To  Normal  Nutrition 


and  the  Protein  Need 
in  Renal  Disease 


opinion  holds  that  during  the  nephrotic 


state — provided  the  kidneys  are  capable  of  excreting 
nitrogen  in  a normal  manner — the  patient  should  be 
given  a diet  high  in  protein  (1.5  to  2 grams  per  kilogram 
of  body  weight  daily).  The  purpose  of  such  a diet  is  to 
replace  depleted  plasma  protein  and  to  increase  the 
colloidal  osmotic  pressure  of  the  blood. 

Sharp  restriction  of  dietary  salt  appears  indicated 
only  in  the  presence  of  edema,  but  moderate  restriction 
is  usually  recommended. 

Lean  meat  is  admirably  suited  for  the  diets  pre- 
scribed in  most  forms  of  renal  disease.  It  supplies  rela- 
tively large  amounts  of  high  quality  protein  and  only 
small  amounts  of  sodium  and  chloride.  Each  100  Gm. 
of  unsalted  cooked  lean  meat  (except  brined  or  smoked 
types)  provides  approximately  30  Gm.  of  protein,  and 
only  about  100  mg.  of  sodium  and  75  mg.  of  chloride. 

In  addition  to  its  nutritional  contributions  meat 
fulfills  another  advantageous  purpose:  It  helps  make 
meals  attractive  and  tasty  for  the  patient  who  must 
rigidly  adhere  to  a restricted  dietary  regimen. 


The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  by  the  Council  on  Foods  and  Nutri- 
tion of  the  American  Medical  Association  and  found 
consistent  with  current  authoritative  medical  opinion. 


American  Meat  Institute 

Main  Office,  Chicago  . . . Members  Throughout  the  United  States 


FOR 

initiation  of  diuresis  — prolonged  main- 
tenance"* of  diuresis 

balanced  excretion  of  sodium  and  chloride 


Even  in  the  presence  of  severe  renal, 
cardiac  or  hepatic  damage— 

Any  indication  for  diuresis  is  an  indication  for  ‘DIURIL’; 

1.  Congestive  heart  failure  of  all  degrees  of  severity 

2.  Premenstrual  syndrome  (edema) 

3.  Edema  and  toxemia  of  pregnancy 

4.  Renal  edema — nephrosis;  nephritis 

5.  Cirrhosis  with  ascites 

6.  Drug-induced  edema 

May  be  of  value  to  relieve  fluid  retention  complicating  obesity 


new 


In  edema 


OliL 


an  oral  ly  etfecti\  nonmercurial  agent 
with  diuretic  activity  equivalent 
to  that  of  the  parenteral  mercurials 

1 Gm.  of  'DIURIL’  orally  is  approximately 
equivalent  to  1 cc.  of  mercurial  I.M.‘ 


SHARP  t DOHMC 


MERCK 


Diuril  is  a trade-mark  of  Merck  & Co.,  Inc. 


In  hypertension 


CHLOROTHIAZIDE 


Provides  basic  therapy  to  improve 
and  simplify  the  management 
of  hypertension 


enhances  markedly  the  effects  of  the  antihypertensive 
agents 

reduces  dosages  of  other  agents  below  the  level  of  serious 
side  effects 


smoothes  out  blood  pressure  fluctuations'  ^ 


‘Diuril’,  added  to  the  regimen  is  often  effective  in 
controlling  the  blood  pressure  of  even  highly  resistant 
cases  of  hypertension 

For  smooth,  sustained  antihypertensive  effect,  the 
majority  of  hypertensive  patients  can  be  controlled 
better  when  ‘Diuril’  is  combined  with  significantly 
reduced  amounts  of  antihypertensive  agents 


Recommended  dosage  range:  in  hypertension — one  250  mg.  tablet 
‘Diuril’  b.i.d.  to  one  500  mg.  tablet  ‘Diuril’  t.i.d. 

Supplied:  250  mg.  and  500  mg.  scored  tablets  ‘Diuril’  (chlorothia- 
zide), bottles  of  100  and  1000. 
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announcing 


CHIOROTHIAZIDE 


a major 
breakthrough 
in  the 

management 
of  two  major 
medical 
problems 


MERCK  SHARP  & DOHME 


Cirrhosis 


Edema  of  Pregnancy 


Cardiac  Edema 


Nephrosis 


Obesity  with  Fluid  Retention 


RECOMMENDED  DOSAGE  RANGE:  in  edema — one  500 
mg.  tablet  ‘Diuril*  to  two  500  mg.  tablets  ‘Diuril’  once  or 
twice  a day. 

SUPPLIED:  250  mg.  and  500  mg.  scored  tablets  of  ‘Diuril’ 
(chlorothiazide),  bottles  of  100  and  1000. 


REFERENCES: 
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Chlorothiazide  (Diuril). 
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Non-Mercurial  Diuretic 
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Biol,  and  Med.  55:529 
(July)  1957. 

2.  Ford,  Ralph  V.,  Handley, 
Carroll,  Moyer,  John  H.,  and 
Spurr,  Charles  L.: 
Chlorothiazide,  An  Orally 
Effective  Non-Mercurial 
Diuretic  Agent,  Med.  Rec. 
and  Ann.  57:376  (April)  1957. 
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THESE  DIETS  CAN 

HELP  YOU  MANAGE 
YOUR  PATIENTS  WITH 
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Upon  your  request,  The 
Armour  Laboratories  will 
be  pleased  to  send  you  a 
complimentary  supply  of 
1800  and  2400  calorie  diets 
. . . low  in  carbohydrate  and 
high  in  unsaturated  fats  . . , 
intended  for  use  in  conjunc- 
tion with  ARCOFAC,  the 
Armour  preparation 
designed  to  lower  elevated 
blood  cholesterol. 

Arcofac  need  be 

taken  only  once  a day  . . . 
in  relatively  small 
amounts  . . . and  allows 
the  patient  to  eat 
a balanced,  nutritious 
and  palatable  diet. 

Each  tablespoonful  of 
ARCOFAC  emulsion 
contains: 

Linoleic  acid*.  ...  6.8  Gm. 

Vitamin  Be 0.6  mg. 

Mixed  tocopherols 

(Vitamin  E) ....  11.5  mg. 

*derived  from  safflower  oil  which 
contains  the  highest  concentra- 
tion of  unsaturated  fatty  acids 
of  any  commercially  available 
vegetable  oil. 


Arcofac 


is  available 


in  bottles  of  12  fluid  ounces. 


THE 


ARMOUR 


LAB ORATOR  I ES 


A DIVISION  OF  ARMOUR  AND  COMPANY  • KANKAKEE,  ILLINOIS 
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Protection  Against  Loss  Of  Income  From 
Accident  & Sickness  As  Well  As  Hospital 
Expense  Benefits  For  You  And  All  Your 
Eligible  Dependents. 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 

Since  1902 


(Pulvis  Antisepticus  Fortior) 

Improved 

Antiseptic  Douche  Powder 


FORTIFIED  — with  Sodium  Lauryl  Sulfate 
and  Alkyl  Aryl  Sulfonate, 

DETERGENT  — High  surface  activity  in  acid 
and  alkaline  media. 

LOW  SURFACE  TENSION  — Increases  pene- 
tration into  the  vaginal  rugae, 

HIGH  SURFACE  ACTIVITY  - Aids  in  des- 
truction and  dissolution  of  abnormal  bac- 
teria and  organisms  such  as  Trichomonas 
and  fungus. 

Buffered  to  control  a normal  vaginal  pH. 

ETHICALLY  PKGED,  net  wt. 

10  oz $1.25 

Mfd.  by  G.  M.  CASE  LAB., 

San  Diego,  Calif. 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


ALCOHOLISM 

A hospital  equipped  and  staffed  for  the  accommo- 
dation of  those  patients  in  whom  over  indulgence  in 
alcoholic  beverages  has  created  a problem. 

OPEN  STAFF  to  members  of  the  Arizona  Medical 
Association. 

POLLEN  FREE  REFRIGERATED  AIR 
CONDITIONING  FOR  YEAR  ROUND  COMFORT 

yhe  Otankl'm 

Hospital  License  No.  71 
Registered  A.M.A. 

Member  A.H.A. 

367  No.  21st  Avenue 
PHOENIX,  ARIZONA 

Phone  - Day  or  Night  • AL  3-4751 


Vol.  IS,  No.  1 
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minor 
chemical 
changes 
can  mean 
major 
therapeutic 
improvements 


The  most 
efficient  of  all 
anti-inflammatory 
steroids 


• Lower  dosage 

[Vi  lower  dosage 
than 

prednisolone) 

• Better  tolerated 

(less  sodium 
retention,  less 
gastric  irritation) 


Supplied;  Tablets  of  4 mg.,  in  bottles 
of  30,  100  and  500. 

4:TRA0EMARK  for  METHYLPREDNISOLONE.  UPJOHN 


For 

complete  information,  consult 
your  Upjohn  representative, 
or  write  the  Medical  Department, 
The  Upjohn  Company, 

Kalamazoo,  Michigan. 

Upjohn 
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Established  1904 


Medical  Director,  Charles  W.  Thompson,  M.D.,  F.A.C.P. 
STAFF 

Clifton  H.  Briggs,  M.D.,  F.A.C.S.  Kenneth  P.  Nash,  M.D. 
Ethel  Fanson,  M.D.,  F.A.C.P.  Stephen  Smith  III,  M.D. 

Douglas  R.  Dodge,  M.D.  Harriet  Hull  Smith,  M.D. 

Herbert  A.  Duncan,  M.D.  John  W.  little,  M.D. 


PASADENA,  CALIFORNIA 


Lederle  announces  a major  drug  with  great  new  promise 


a new  corticosteroid  created  to  minimize  the 


major  deterrents  to  all  previous  steroid  therapy 


9 alpha-fluoro-16  alpha-hydroxyprednisolone 

* t 


Q a new  liigli  in  anti-inflammatory  effects  with  lower  dosage 

(averages  less  than  prednisone) 

Q a new  low  in  the  collateral  hormonal  effects  associated 

with  all  previous  corticosteroids 

Q No  sodium  or  water  retention 
()  No  potassium  loss 

Q No  interference  with  psychic  equilibrium 
Q Lower  incidence  of  peptic  ulcer  and  osteoporosis 


Biological  Effects  of  .^I?5L^‘®(Q)©(Q)5?‘S 

with 

particular  emphasis 
on: 


Kidney  function 

Animal  studies  on  aristocort^  have  not  dem- 
onstrated any  interference  with  creatinine  or 
urea  clearance.  Autopsy  surveys  of  organs  of 
animals  on  prolonged  study  of  this  medication 
have  shown  no  renal  damage. 

Sodium  and  water 

ARisTocoRT  produced  an  increase  of  230  per 
cent  of  water  diuresis  and  145  per  cent  sodium 
excretion  when  compared  to  control  animals.^ 
Metabolic  balance  studies  in  man  revealed 
an  average  negative  sodium  balance  of  0.8 
Gm.  per  day  throughout  a 12-day  period  on  a 
dosage  of  30  mg.  per  day.^  Additional  balance 
studies  showed  actual  sodium  loss  when 
ARISTOCORT  was  given  in  doses  of  12  mg. 
daily.^  Other  investigators  observed  significant 
losses  of  sodium  and  water  during  balance 
studies  and  that  those  patients  with  edema 
from  some  older  corticosteroids  lost  it  when 
transferred  to  aristocort.^-®  In  two  studies  of 
various  rheumatic  disorders  (194  cases)  on 
prolonged  treatment,  sodium  and  water  reten- 
tion was  not  observed  in  a single  case.®’"^ 

Potassium  and  chlorides 

There  was  no  active  excretion  of  potassium 
or  chloride  ions  in  animals  given  mainte- 
nance doses  of  ARISTOCORT  25  times  that 
found  to  be  clinically  effective.^  Potassium 
balance  studies  in  humans^’^  revealed  that 
negative  balance  did  not  occur  even  wath 
doses  somewhat  higher  than  those  employed 
for  prolonged  therapy  in  rheumatoid  arthri- 
tis. Hypokalemia,  hyperkalemia  or  hypochlo- 
remia  did  not  occur,  when  tested,  in  194 
patients  with  rheumatoid  arthritis  treated  for 
up  to  ten  and  one-half  months.®’^ 


Calcium  and  phosphorus 

Phosphate  excretion  in  animals^  was  not 
changed  from  normal  even  with  amounts  25 
times  greater  (by  body  weight)  than  those 
known  to  be  clinically  effective.  Human  met- 
abolic balance  studies^  demonstrated  that  no 
change  in  calcium  excretion  occurred  on  dos- 
ages usually  employed  clinically  when  the 
compound  is  administered  for  its  anti-inflam- 
matory effect.  Even  at  a dosage  level  twice 
this,  slight  negative  balance  appeared  only 
during  a short  period. 

Protein  and  nitrogen  balance 

Positive  nitrogen  balance  was  maintained  dur- 
ing a human  metabolic  study  on  mainte- 
nance dosage  of  12  mg.  per  day.^  At  dosages 
two  to  three  times  normal  levels,  positive  bal- 
ance was  maintained  except  for  occasional 
short  periods  in  metabolic  studies  of  several 
weeks’  duration.--^ 

There  was  always  a tendency  for  normali- 
zation of  the  A/G  ratio  and  elevation  of  blood 
albumin  when  aristocort  was  used  in  treat- 
ing the  nephrotic  syndrome.® 


Liver  glycogen  deposition  and 
inflammatory  processes 

An  intimate  correlation  exists  between  the 
ability  of  a corticosteroid  to  cause  deposition 
of  glycogen  in  the  liver  and  its  capacity  to 
ameliorate  inflammatory  processes. 

In  animal  liver  glycogen  studies,  relative 
potencies  of  aristocort  over  cortisone  of  up 
to  40  to  1 have  been  observed.  Compared  to 
ARISTOCORT,  five  to  12  times  the  amount  of 
prednisone  is  required  to  produce  varying  but 
equal  amounts  of  glycogen  deposition  in  the 
liver.  ^ 

Most  patients  show  normal  fasting  blood 
sugars  on  aristocort.  Diabetic  patients  on 
ARISTOCORT  may  require  increased  insulin 
dosage,  and  occasional  latent  diabetics  may 
develop  the  overt  disease. 


Anti-inflammatory  potency  of  aristocort 
was  determined  by  both  the  asbestos  pellet^ 
and  cottonbalP  tests.  It  was  found  to  be  nine 
to  10  times  more  effective  than  hydrocortisone 
in  this  respect. 


Gastric  acidity  and  pepsin 

The  precise  mode  of  ulcerogenesis  during 
treatment  with  corticosteroids  is  not  known. 
There  is  much  experimental  evidence  for  be- 
lieving this  may  be  related  to  the  tendency  of 
these  agents  to  increase  gastric  pepsin  and 
acidity— and  this  cannot  be  abolished  by  vagot- 
omy, anticholinergic  drugs  or  gastric  antral 
resection.^®  Clinical  studies^^  of  patients  on 
ARISTOCORT  revealed  that  uropepsin  excretion 
is  not  elevated.  Further,  their  basal  acidity 
and  gastric  response  to  histamine  stimulation 
were  within  normal  limits. 


Central  nervous  system 

The  tendency  of  corticosteroids  to  produce 
euphoria,  nervousness,  mental  instability,  oc- 
casional convulsions  and  psychosis  is  well 
known. The  mechanism  underlying  these 
disturbances  is  not  well  understood. 

ARISTOCORT,  on  the  contrary,  does  not  pro- 
duce a false  sense  of  well  being,  insomnia  or 
tension  except  in  rare  instances.  In  the  treat- 
ment of  824  patients,  for  up  to  one  year,  not 
a single  case  of  psychosis  has  been  produced. 
In  general,  it  appears  to  maintain  psychic 
equilibrium  without  producing  cerebral  stim- 
ulation or  depression. 
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The  Promise  of 


in  Reduction  of  Side  Effects 


Q It  is  axiomatic  to  affirm  that  the  undesirable 
collateral  hormone  effects  of  corticosteroids 
increase  in  frequency  and  severity  the  higher 
the  dosage  and  the  longer  used. 

It  has  also  become  well  recognized  that  the 
most  serious  of  the  major  side  effects  from 
long-term  corticosteroid  treatment  are  peptic 
ulcers,  osteoporosis  with  fracture,  drug  psy- 
chosis and  euphoria,  and  sodium  and  water 
retention  leading  often  to  general  tissue 
edema  and  hypertension. 

It  is  signihcant  that  of  the  close  to  400  pa- 
tients on  the  lower  dosage  schedules  found 
effective  in  bronchial  asthma  and  dermato- 
logic conditions,  only  1 case  of  peptic  ulcera- 
tion has  developed.  No  other  of  the  above 
side  effects  have  been  observed  even  though 
ARISTOCORT  was  administered  continuously 
to  them  for  periods  as  long  as  one  year. 

The  treatment  of  rheumatoid  arthritis  with 
steroids  appears  to  result  in  the  highest  inci- 
dence of  side  effects.  For  this  reason,  the  side 
effects  associated  with  aristocort  therapy  in 
292  patients  with  rheumatoid  arthritis  are 
below  compared  to  the  reported  incidence  of 
those  from  prednisone  and  prednisolone. 

Peptic  Ulcer 

The  most  recent  study  available  on  the  inci- 
dence of  peptic  ulceration  in  patients  with 
rheumatoid  arthritis  on  long-term  prednisone 
therapy  reported  12  ulcers  in  49  cases  (24  per 
cent).^  Lowest  incidence  of  6.5  per  cent  has 
been  recorded  in  a group  of  patients  on  this 
drug  for  six  to  nine  months.^  Four  of  six 
ulcers,  in  another  series  of  39  patients  on  pred- 
nisone,^ appeared  in  less  than  three  months 
of  therapy. 

The  occurrence  of  peptic  ulcer  in  292  pa- 
tients with  rheumatoid  arthritis  treated  con- 
tinuously for  up  to  one  year  with  aristocort 
is  approximately  1 per  cent  (2  of  the  3 
occurred  in  patients  transferred  from  predni- 
sone). In  the  remaining  532  cases  recently 


analyzed,  only  one  ulcer  has  been  discovered 
in  a patient  who  apparently  had  no  ulcer 
when  he  was  changed  from  another  steroid. 

Osteoporosis  and 
Compression  Fractures 

The  incidence  of  compressed  fractures  of 
vertebrae— and  to  a lesser  extent  in  other  bones 
—is  high  in  patients  on  prolonged  therapy 
with  all  previous  corticosteroids.^  One  group 
of  49  patients^  on  long-term  prednisone  treat- 
ment experienced  nine  vertebral  fractures  (18 
per  cent);  another  series  of  39  developed  eight 
fractures  (20  per  cent),^  four  to  15  months 
after  the  beginning  of  steroid  administration. 

The  occurrence  of  osteoporosis  with  com- 
pression fracture  in  292  patients  with  rheu- 
matoid arthritis  treated  continuously  for  up  to 
one  year  with  aristocort  is  0.33  per  cent 
(1  case^).  Although  these  results  are  encour- 
determination  of  the  true  incidence 
of  osteoporosis  will  have  to  await  the  passage 
of  more  time. 

Euphoria  and  Psychosis 

The  euphoria  so  commonly  produced  by  all 
previous  corticosteroids  has  seemed  a most 
desirable  attribute  to  patients.  In  penalty, 
however,  they  have  often  later  to  pay  for  this 
by  mental  disturbances,  varying  from  mild 
and  transitory  to  severe  depression  and  psy- 
chosis,'* and  toxic  syndromes  producing  even 
convulsions  and  death.® 

Since  the  onset  of  these  complications  is  not 
directly  related  to  duration  of  steroid  admin- 
istration,” the  fact  that  not  one  case  of  psy- 
chosis occurred  in  824  patients  treated  with 
ARISTOCORT,  is  most  encouraging. 


Sodium  Retention— Hypertension- 
Potassium  Depletion 

When  17  patients  were  changed  from  predni- 
sone to  ARisTOCORT,  1 1 rapidly  lost  weight  al- 
though only  one  had  had  visible  edema. ^ 
Sodium  and  water  retention,  hypokalemia 
or  hyperkalemia  and  steroid  hypertension  did 
not  appear  in  194  rheumatoid  arthritis  pa- 
tients treated  with  aristocort.^’*^ 

The  interrelation  between  blood  and  body 
sodium,  and  steroid  hypertension  has  long 
been  generally  appreciated.^®’ Except  in 
rare  instances,  or  when  unusually  high  doses 
are  used  (e.g.,  leukemia),  the  problem  of 
edema  and  hypertension  caused  by  sodium 
and  water  retention,  has  been  eliminated 

with  ARISTOCORT. 

Minor  Side  Effects 

Collateral  hormonal  effects  of  less  serious  con- 
sequence occurred  with  approximately  the 
same  frequency  as  with  the  older  corticoster- 
oids.® These  include  erythema,  easy  bruising, 
acne,  hypertrichosis,  hot  flashes  and  vertigo. 
Several  investigators  have  reported  symptoms 
not  previously  described  as  occurring  with 
corticosteroid  therapy,  e.g.,  headaches,  light- 
headedness, tiredness,  sleepiness  and  occa- 
sional weakness. 

Moon  facies  and  buffalo  humping  have 
been  seen  in  some  patients  on  aristocort. 
However,  aristocort  therapy,  in  many  in- 
stances, resulted  in  diminution  of  “Cushin- 
goid” signs  induced  by  prior  therapy.  Where 
this  occurs,  it  may  be  related  to  reduced 
dosage  on  which  patients  can  be  maintained. 

Reduction  of  dosage 
by  one-third  to  one-half 

In  a double-blind  study  of  comparative  dos- 
age in  patients  with  rheumatoid  arthritis,^^ 
70  per  cent  of  the  cases  were  as  well  controlled 
on  a dose  of  aristocort  one-half  that  of  pred- 
nisone. A general  recommendation  can  be 
made  that  aristocort  be  used  in  doses  two- 
thirds  that  of  prednisone  or  prednisolone  in 
the  treatment  of  rheumatoid  arthritis.  There 
are  individual  variations,  however,  and  each 
patient  should  be  carefully  titrated  to  produce 
the  desired  amount  of  disease  suppression. 

Comparative  studies,  of  patients  changed 
from  prednisone,  indicate  reduced  dosage  of 
ARISTOCORT  in  bronchial  asthma  and  allergic 
rhinitis  (33  per  cent),”  and  in  inflammatory 
and  allergic  skin  diseases  (33-50  per  cent).  ’ ^ 


General  Precautions  and 
Contraindications 

Administration  of  aristocort  has  resulted  in 
a lower  incidence  of  the  major  serious  side 
effects,  and  in  fewer  of  the  troublesome  minor 
side  effects  known  to  occur  with  all  previously 
available  corticosteroids.  However,  since  it  is 
a highly  potent  glucocorticoid,  with  profound 
metabolic  effects,  all  traditional  contraindica- 
tions to  corticosteroid  therapy  should  be  ob- 
served. 

No  precautions  are  necessary  in  regard  to 
dietary  restriction  of  sodium  or  supplementa- 
tion with  potassium. 

Since  ARISTOCORT  has  less  of  the  traditional 
side  effects,  the  appearance  of  sodium  and 
water  retention,  potassium  depletion,  ox 
steroid  hypertension  cannot  be  used  as  signs 
of  overdosage.  As  a rule  patients  will  lose 
some  weight  during  the  first  few  days  of 
treatment  as  a result  of  urinary  output,  but 
then  the  weight  levels  off. 

Patients  do  not  develop  the  abnormally 
voracious  appetite  common  to  previous  corti- 
costeroid administration.  In  fact,  some  patients 
experienced  anorexia,  and  it  is  advisable  to 
inform  patients  of  this  and  to  recommend 
they  maintain  a normal  intake  of  food,  with 
emphasis  on  liberal  protein  intake. 

While  precipitation  of  diabetes,  peptic 
ulcer,  osteoporosis,  and  psychosis  can  be  ex- 
pected to  appear  rarely  from  aristocort, 
they  must  be  searched  for  periodically  in 
patients  on  long-term  steroid  therapy. 

Traditional  precautions  should  be  observed 
in  gradually  discontinuing  therapy,  in  meet- 
ing the  increased  stress  of  operation,  injury 
and  shock,  and  in  the  development  of  inter- 
current infection. 

There  is  one  overriding  principle  to  be  ob- 
served in  the  treatment  of  any  disease  with 
aristocort.  The  amount  of  the  drug  used 
should  he  carefully  titrated  to  find  the  smallest 
possible  dose  which  will  suppress  symptoms. 
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The  Promise  of 


in  Rheumatoid  Arthritis 


Q ARisTOCORT  therapy  has  heen  intensely  and 
extensively  studied  for  periods  up  to  one  year 
on  292  patients  with  rheumatoid  arthritis. 

Significant  is  the  fact  that  most  patients  were 
severe  arthritics,  transferred  to  aristocort 
from  other  corticosteroids  because  satisfactory 
remission  had  not  been  attained,  or  because 
the  seriousness  of  collateral  hormonal  effects 
had  made  discontinuance  desirable. 

Results  of  treatment 

Freyberg  and  associates^  treated  89  patients 
with  rheumatoid  arthritis  (A.  R.  A.  Class  II 
or  III  and  Stage  II  or  III).  Of  these,  51  were 
on  ARISTOCORT  therapy  from  three  to  over  10 
months.  In  all  but  a few  patients,  satisfactory 
suppression  of  rheumatoid  activity  was  ob- 
tained with  10  mg.  per  day.  Thirteen  were 
controlled  on  6 mg.  or  less  a day,  and  for 
periods  to  1 80  days.  The  investigators  reported 
therapeutic  effect  in  most  cases  to  be  A.  R.  A. 
Grade  II  (impressive)  and  that  marked  re- 
duction in  sedimentation  rates  occurred. 

Another  interesting  observation  in  this 
study:  Of  the  89  patients  treated,  12  had  ac- 
tive ulcers,  developed  from  prior  steroid  ther- 
apy. In  six  patients,  the  ulcers  healed  while 
on  doses  of  aristocort  sufficient  to  control 
arthritic  symptoms. 

Hartung^  treated  67  cases  of  rheumatoid 
arthritis  for  up  to  10  months.  He  found  the 
optimum  maintenance  dose  to  be  11  mg.  per 
day.  Nineteen  of  these  patients  were  treated 
for  six  to  10  months  with  an  “excellent”  thera- 
peutic response. 


Dosage  and  course  of  therapy 

The  initial  dosage  range  recommended  is  14 
to  20  mg.  per  day— depending  on  the  severity 
and  acuteness  of  signs  and  symptoms.  Dosage 
is  divided  into  four  parts  and  given  with 
meals  and  at  bedtime.  Anti-rheumatic  effect 
may  be  evident  as  early  as  eight  hours,  and 
full  response  often  obtained  within  24  hours. 
This  dosage  schedule  should  be  continued 
for  two  or  three  days,  or  until  all  acute  mani- 
festations of  the  disease  have  subsided, 
whichever  is  later. 

The  maintenance  level  is  arrived  at  by  re- 
duction of  the  total  daily  dosage  in  decre- 
ments of  2 mg.  every  three  days.  The  range 
of  maintenance  therapy  has  been  found  to 
be  from  2 mg.  to  15  mg.  per  day— with  only 
a very  occasional  patient  requiring  as  much 
as  20  mg.  per  day.  Patients  requiring  more 
than  this  should  not  be  long  continued  on 
steroid  therapy. 

The  aim  of  corticosteroid  therapy  in  rheu- 
matoid arthritis  is  to  suppress  the  disease  only 
to  the  stage  which  will  enable  the  patient  to 
carry  out  the  required  activities  of  normal 
living  or  to  obtain  reasonable  comfort.  The 
maintenance  dose  of  aristocort  to  achieve 
this  end  is  arrived  at  while  making  full  use  of 
all  other  established  methods  of  controlling 
the  disease. 

ARISTOCORT  is  available  in  2 mg.  scored  tablets 
(pink);  4 mg.  scored  tablets  (white).  Bottles 
of  30. 
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FI6W  for  angina 


PETN  + I lATARAX^ 


(PENTAERYTHRITOL  TETRANITRATE)  (HYOROXYZmO 


In  pain.  Anxious.  Fearful.  On  the  road  to  cardiac 
invalidism.  These  are  the  pathways  of 
angina  patients.  For  fear  and  pain  are  inexorably 
linked  in  the  angina  syndrome. 


For  angina  patients— perhaps  the  next  one  who 
enters  your  office— won’t  you  consider  new 
CARTRAX?  This  doubly  effective  therapy  combines 
PETN  (pentaerythritol  tetranitrate)  for  lasting 
vasodilation  and  atarax  for  peace  of  mind. 

Thus  CARTRAX  relieves  not  only  the  anginal  pain 
but  reduces  the  concomitant  anxiety. 


New  York  17,  New  York 

Division,  Chas.  Pfizer  if  Co.,  Inc. 


Dosage  and  supplied:  begin  with  I to  2 yellow  cartrax 
“10”  tablets  (10  mg.  petn  plus  10  mg.  atarax)  3 to  4 times 
daily.  When  indicated,  this  may  be  increased  lor  more 
optimal  effect  by  switching  to  pink  cartrax  “20”  taiilels 
(20  mg.  PETN  plus  10  mg.  atarax.)  For  convenience,  write 
“cartrax  10”  or  “cartrax  20.”  In  bottles  of  100. 
cartrax  should  be  taken  30  to  60  minutes  before  meals,  on 
a continuous  dosage  schedule.  Use  pein  preparations 
with  caution  in  glaucoma. 

“Cardiac  paiicnis  who  shmv  significant  manifestations  oj 
anxiety  should  receive  ataractic  treatment  as  part  oj  tin 
therapeutic  approach  to  the  cardiac  problem.’’* 

1.  Walclman,  S.,  and  I’cliior,  L.:  Am.  Pr.ul.  iC  Dificst  Treat.  .S:107'>  (Iiilr'  l>’i' 
•trademark 
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Serving  Arizona 
Health  Needs 
Since  1908 


Phoenix  - Tempe  - Globe  - Miami  - Superior 
Casa  Grande  - Glendale 
Wickenburg  - Tucson 


Equipment  Is  Sometimes 
No  Better  Than  The 


Follow-up  Service  Needed. 


WE  SERVICE  PROPERLY 


1030  E.  McDowell  Rd.  - AL  4-5593 


PHOENIX,  ARIZONA 


Hotel 


JOSEPH  MASSAGLIA  JR.,  President 
CHARLES  W.  COLE, Gen.  Mgr.  34th  Street  at  Eighth  Avenue 

Other  MASSAGLIA  Hotels  . . . 

• Santa  Monica,  Calif.  Hotel  MIRAMAR  • Washington.  D.C.  Hotel  RALEIGH] 

• San  Jose,  Calif.  Hotel  SAINTE  CLAIRE  • Hartford,  Conn.  Hotel  BOND 

. • Long  Beach,  Calif.  Hotel  WILTON  • Cincinnati,  O.  Hotel  SINTON  j 

• Gallup,  N.M.  Hotel  EL  RANCHO  • Pittsburgh,  Pa.  Hotel  SHERWYN 

si*  Albuquerque,  Hotel  FRANCISCAN  • Denver,  Col.  Hotel  PARK  LANE* 
1 and  in  HAWAII... 

J Hotel  WAIKIKI  BILTMORE  Honolulu 

} ruirjirn  MIDWEST  HEAD9UARTERS  . 

CHILAtjO  BOOKING  OFFICE  • 200  £.  Walton  Dt  7-6344 

World  famed  hotels— Teletype  service— Television 


relaxes 

both 

mind 


muscle 

without 
impairing 
mental 
or  physical 
efficiency 


well  tolerated,  relatively 
nontoxic  / no  blood  dyscrasias,  liver  toxicity, 
Parkinson-like  syndrome  or  nasal  stuffiness  / 


tvell  suited  for  prolonged  therapy 

Suj)plied:  400  mg.  scored  tablets,  200  mg.  sugar-coated 
tablets.  Usual  dosage:  One  or  two  400  mg.  tablets  t.i.d. 


For  anxiety,  tension  and  muscle 
spas7n  in  everyday  practice. 


Milt  own* 


tranquilizer  with  muscle- relaxant  action 


2-methyl-2-n- propyl -1,3 -propanediol  dicarbomate 

I 


1 Hl<:  ORICaXAI.  MKl>ROn.\M.\  1 !• 


I)I,S(X)\’KRK1 

) k-  IN  1 ROiHicrn  in 

^\  Ai  r. 

u:r.  1 ,\iu)R.\  roRii  s 

NKW  mUINSW  IC.k.  \i:\V  It  RslO 


CM-60S8 


Anxiety  of  pregnancy 


‘Miltown’  therapy  resulted  in  complete 
relief  from  symptoms  in  88%  of  pregnant 
women  complaining  of  insomnia,  anxiety, 
and  emotional  upsets.* 

‘Miltown’  (usual  dosage:  400  mg. 
q.i.d.)  relaxes  both  mind  and  muscle  and 
alleviates  somatic  symptoms  of  anxiety, 
tension,  and  fear. 

‘Miltown’  therapy  does  not  affect  the 
autonomic  nervous  system  and  can  be 
used  with  safety  throughout  pregnancy."^ 


^Belafsky,  H.  A., 

Breslow,  S. 
and  Shangold,  J.  E.: 
Meprobamate  in  pregnancy. 
Obst.  & Gynec. 

9:703,  June  1957. 


Miltown* 


THE  ORIGINAL  MEPROBAMATE 

ft 

DISCOVERED  & INTRODUCED  BY 

<5J)®wallace  laboratories 

NEW  BRUNSWICK,  NEW  JERSEY 

Vol  15,  No.  1 
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respiratory  congestion  graiiy 


reiiet  in  minutes . . iasts  tor  hours 


In  the  common  cold,  nasal  allergies,  sinus- 
itis, and  postnasal  drip,  one  timed-release 
Triaminic  tablet  brings  welcome  relief  of 
symptoms  in  minutes.  Running  noses  stop, 
clogged  noses  open — and  stay  open  for  6 to 
8 hours.  The  patient  can  breathe  again. 

With  topical  decongestants,  “unfortu- 
nately, the  period  of  decongestion  is  often 
followed  by  a phase  of  secondary  reaction 
during  which  the  congestion  may  be  equal 
to,  if  not  greater  than,  the  original  condi- 
tion. . . The  patient  then  must  reapply 
the  medication  and  the  vicious  cycle  is 
repeated,  resulting  in  local  overtreatment, 
pathological  changes  in  nasal  mucosa,  and 
frequently  “nose  drop  addiction.” 

Triaminic  does  not  cause  secondary  con- 
gestion, eliminates  local  overtreatment  and 
consequent  nasal  pathology. 

•Morrison,  L.  P.:  Arch.  Otolaryng.  59:48-53  (Jan.)  1964. 

Each  double-dose  "timed-release"  triaminic 
Tablet  contains: 

Phenylpropanolamine  hydrochloride  50  mg. 

Pyrilamine  maleate 25  mg. 

Pheniramine  maleate 25  mg. 

Dosage:  1 tablet  in  the  morning,  afternoon,  and 
in  the  evening  if  needed. 


Each  douhle-dose  **timed~release** 
tablet  keeps  nasal  passages 
clear  for  6 to  8 hours — 
provides  around-the-clock** 
freedom  from  congestion  on 
just  three  tablets  a dag 


disintegrates  to  give  3 to  4 
more  hours  of  relief 


Also  araiZafrZe;  Triaminic  Syrup,  for  children  and 
those  adults  who  prefer  a liquid  medication. 


Triaminic 


timed- release” 
tablets 


SMITH-DORSEY  • a division  of  The  Wander  Company  • 


and  open  stuffed  noses  orall:, 


Lincoln,  Nebraska  • Peterborough,  Canada 


with  new 


geriatrics  feei  better. . . faster. . . longer 

without  stimulation . . . without  letdown 


We  won’t  predict  that  pole  vaulter ...  Class  of  ’19... 
is  going  to  make  it . . . 

We  don’t  recommend  such  strenuous  exercise 
for  geriatric  patients . . . even  when  they’re 
faithfully  taking  Viriatric  tablets. 

We  do  recommend  that  you  prescribe  Viriatric 
for  geriatric  patients  and  we  do  predict  that 
they’ll  feel  better . . . faster . . . longer . . . 
without  alcoholic  or  amphetamine  stimulation . . . 
when  they  take  two  Viriatric  tablets  twice  a day. 

In  cases  where  stimulants  are  advisable,  they 
may  be  prescribed  separately. 

Some  of  the  important  Viriatric  features  are . . . 

► Glycine  and  L-Lysine  provide  amino  acid  supplements 

► Balanced  blend  of  hormones  help  prevent  metabolic  degeneration 

► Balanced  blend  of  digestive  enzymes  for  improved  digestion 

► Niacinamide  promotes  psychiatric  orientation, 
improved  skin  tone,  muscular  and  joint  mobility 

Ethically  promoted  Viriatric  Tablets . . . for  geriatrics . . . 
available  at  all  pharmacies  in  bottles  of  100. 


& COMPANY,  Los  Angeles  54,  California 


Each  Viriatric  tablet  contains: 

Methyl  Testosterone 0.75  mg. 

Ethinyl  Estradiol 0.004S  mg. 

Vitamin  A 1500  U.S.P.  Units 

Vitamin  D 150  U.S.P.  Units 

Vitamin  B-l  I.5  mg. 

Vitamin  B-2 1.5  mg. 

Vitamin  B-6  0.375  mg. 

Vitamin  B-12  with  Intrinsic 

Factor  Concentrate  USP 1/40  Unit 

Vitamin  B-12  Activity 0.5  meg. 

Folic  Acid 0.09  mg. 


Niacinamide 

me. 

Panthenol  

mg. 

Biotin  

meg. 

Vitamin  C 

..37.5 

mg. 

Hesperidin  Purified 

..  6.3 

mg. 

Rutin 

mg. 

Vitamin  E 

mg. 

Choline  BItartrate 

.100.0 

mg. 

L-LysIne  Monohydrochlorlde. . 

..37.5 

mg. 

Inositol  

mg. 

Betaine  Hydrochloride 

..25.0 

mg. 

Pancreatin  

..24.3 

mg.. 

Pepsin  

.24.3 

mg. 

Bile  Acids  Mixed  Oxidized 

. 6.25 

mg. 

Glycine  (Amlnoacetic  Acid  NF). 

.12.5 

mg. 

Iron  (Ferrous  Sulfate,  Dried).. 

. 5.0 

mg. 

Copper  

. 0.00017 

mg. 

. 0.04 

mg. 

Calcium  

.70.0 

mg. 

Manganese  

. 0.5 

mg. 

Potassium  

. 2.5 

mg. 

Magnesium  

. 2.5 

mg. 

Zinc  

. 0.38 

mg. 

Molybdenum  

. 0.025 

mg. 
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SuperioT  for  acne  cleansing 


The  greatest  benefit  in 
acne  therapy  comes  to 
those  patients  who  use 
pHisoHex®  often  and 
daily  in  conjunction 
with  other  standard 
measures. 

For  best  results,  pre- 
scribe from  four  to  six 
pHisoHex  washings  of 
the  acne  area  daily. 

pHisoHex  cleans  better 
than  soap,  degerms  rap- 
idly, prevents  bacterial 
growth,  and  maintains 
normal  skin  pH. 


lioHex* 

Sudsing, 
nonalkaline 
antibacterial 
detergent — 
nonirritating, 
hypoallergenic. 
Contains  3% 
hexachlorophene. 


LABORATORIES 
New  York  18,  N.Y. 


EVERY  WOMAN 
WHO  SUFFERS 
IN  THE 
MENOPAUSE 
DESERVES 

"premarin: 

widely  used 
natural j oral 
estrogen 


AYERST  LABORATORIES 
New  York,  N.  Y.  • Montreal,  Canada 

5645 


pHisoHex,  trademark  reg.  U.  S.  Pat.  Off. 


Relieve  moderate  or  severe  pain 
Reduce  fever 

Alleviate  the  general  malaise  of 
upper  respiratory  infections 


‘TABLOID 


maximum  codeine  analgesia/optimum  antipyretic  action  ^ 


•Subject  to  Federal  Narcotic  Regulations 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  Kfvc 


OF 

PROVEN 

PAIN 

RELIEF 


gr.  V2 


gr. '/. 


gr.Vb 


Formulas  for  dependable  relief.. 


. . .from  pain  of  muscle  and  joint  origin,  simple  headache,  neuralgia, 
and  the  symptoms  of  the  common  cold. 

TABLOID’ 


EMPIRIIf  COMPOUND 


Acetophenetidin 

Aspirin  ( Acetylsalicylic  Acid) 
Caffeine  


gr.  21/2 
gr.  3^4  1 
gr.  V2 


. . . from  mild  pain  complicated  by  tension  and  restlessness. 


Phenobarbital gr.  Vi 

Acetophenetidin gr.  2V^ 

Aspirin  (Acetylsalicylic  Acid) gr.  3V^ 


*Subject  to  Federal  Narcotic  Regulations 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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in  bronchial  asthma  and  respiratory  allergies 


specify  the  buffered  “prednbsteroids” 
to  minimize  gastric  distress 


combined  steroid-antacid  therapy . . . 


‘Co-Deltra’  or  ‘Co-Hydel- 
tra’  provides  all  the  bene- 
fits of  “predni-steroid” 
therapy  and  minimizes  the 
likelihood  of  gastric  distress 
which  might  otherwise  im- 
pede therapy.  They  provide 
easier  breathing— and 
smoother  control— in  bron- 
chial asthma  or  stubborn 
respiratory  allergies. 

SUPPLIED:  Multiple  Compressed 
Tablets  ‘Co-Deltra’  or  ‘Co-Ily- 
deltra’  in  bottles  of  30,  100,  and 
600. 


Multiple 

Compressed 

Tablets 


CoDelIra 


<Prcdnisone  buffered) 


2.5  mg.  or  5.0  mg. 
of  prednisone  or 
prednisolone,  plus 
300  mg.  of  dried 
aluminum 
hydroxide 
gel  and  50  mg. 
of  magnesium 
trisilicate. 


(Prednisolone  buffered) 


'CO-DELTllA'  am!  'C'C  )-1 1 1 )1;LTH A'  are 

TeaUlercd  trademarks  of  MiiiicK  & Co..  Inc. 


MERCK  SHARP  & DOHME 

DIVISION  OI  MliHCK  Jl  CO  . INC. 
PHILADLU’MIA  I.  PA. 


Significan|  I^jin^esearch  discovery 


A NEW  SKELETAL 
MUSCLE  RELAXANT 


DISEASE  ENTITY 


Robaxin  — synthesized  in  the  Robins  Research  Laboratories,  and 
intensively  studied  for  five  years— introduces  to  the  physician  an 
entirely  new  agent  for  effective  and  well- tolerated  skeletal  muscle 
relaxation.  Robaxin  is  an  entirely  new  chemical  formulation,  with 
outstanding  clinical  properties: 

# Highly  potent  and  long  acting.^'” 

• Relatively  free  of  adverse  side  effects.'’*'^'*'*’' 

^ Does  not  reduce  normal  muscle  strength  or  reflex  activity 
in  ordinary  dosage.^ 

^ Beneficial  in  94.4%  of  cases  with  acute  back  pain 
due  to  muscle  spasm.^'^'^'^  ’' 


Miscellaneous  (bursitis, 
torticollis,  etc.) 


Acute  back  pain  due  ti 

(a)  Muscle  spasm  secon 
to  sprain 


(b)  Muscle  spasm  due  tc 

trauma  j 

(c)  Muscle  spasm  due  tc 
nerve  irritation 


(d)  Muscle  spasm  seconr 
to  discogenic  disease 
and  postoperative 
orthopedic  procedun 


(Methocarbamol  Robins,  U.S.  Pat.  No.  2770649) 


Highly  specific  action 


Beneficial  in  94,4%  of  cases  tested 


Robaxin  is  highly  specific  in  its  action  on  the 
intemuncial  neurons  of  the  spinal  cord  — with 
inherently  sustained  repression  of  multisyn- 
aptic  reflexes,  but  with  no  demonstrable  effect 
on  monosynaptic  reflexes.  It  thus  is  useful  in 
the  control  of  skeletal  muscle  spasm,  tremor  and 
other  manifestations  of  hyperactivity,  as  well 
as  the  pain  incident  to  spasm,  without  impair- 
ing strength  or  normal  neuromuscular  function. 


When  tested  in  72  patients  with  acute  back 
pain  involving  muscle  spasm,  Robaxin  in- 
duced marked  relief  in  59,  moderate  relief  in 
6,  and  slight  relief  in  3 — or  an  over-all  bene- 
ficial effect  in  94.4%,^’^'^-®’'^  No  side  effects 
occurred  in  64  of  the  patients,  and  only  slight 
side  effects  in  8.  In  studies  of  129  patients, 
moderate  or  negligible  side  effects  occurred 
in  only  6.2%.^* 
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DURATION 

OF 

TREATMENT 

DOSE  PER  DAY  (divided) 

RESPONSE 
marked  mod.  slight 

neg. 

SIDE  EFFECTS 

2-42  days 

3-6  Gm. 

17 

1 

0 

0 

None,  16 
Dizziness,  1 
Slight  nausea,  1 

1 -42  days 

2-6  Gm. 

8 

1 

3 

1 

None,  12 
Nervousness,  1 

4-240  days 

2.25-6  Gm. 

4 

1 

0 

0 

None,  5 

2-28  days 

1.5-9  Gm. 

24 

3 

0 

3 

None,  25 
Dizziness,  1 
Lightheaded- 
ness, 2 
Nausea,  2 * 

3-60  days 

4-8  Gm. 

6 

0 

0 

0 

None,  6 

59 

6 

3 

4 

* Relieved  on 
reduction 
of  dose 

#•'  'Wt 

References:  l.  Carpenter,  E.  B.:  Publication  pending.  2.  Carter, 
C.  H.:  Personal  communication.  3.  Forsyth,  H.  F.:  Publication 
pending.  4.  Freund,  J.:  Personal  communication.  5.  Morgan, 
A.  M.,  Truitt,  E.  B.,  Jr.,  and  Little,  J.  M.:  American  Pharm.  Assn. 
46:374,  1957.  6.  Nachman,  H.  M.;  Personal  communication. 
7.  O’Doherty,  D.:  Publication  pending.  8.  Truitt,  E.  B.,  Jr.,  and 
Little,  J.  M.:  J.  Pharm.  & Exper.  Therap.  119:161,  1957. 


Indiccttiohs  — Acute  back  pain  associ- 
ated with:  (a)  muscle  spasm  secondary  to 
sprain;  (b)  muscle  spasm  due  to  trauma; 
• (c)  muscle  spasm  due  to  nerve  irritation; 
(d)  muscle  spasm  secondary  to  discogenic 
disease  and  postoperative  orthopedic 
procedures;  and  miscellaneous  conditions, 

, such  as  bursitis,  fibrositis,  torticollis,  etc. 

Dosage  — Adults:  Two  tablets  4 times 
daily  to  3 tablets  every  4 hours.  Total  daily 
dosage : 4 to  9 Gm.  in  divided  doses. 

Precautions  — There  are  no  specific  con- 
traindications to  Robaxin  and  untoward 
reactions  are  not  to  be  anticipated.  Minor 
side  effects  such  as  lightheaded  ness,  dizzi- 
ness, nausea  may  occur  rarely  in  patients 
with  unusual  sensitivity  to  drugs,  but  dis- 
appear on  reduction  of  dosage.  When  ther- 
apy is  prolonged  routine  white  blood  cell 
counts  should  be  made  since  some  decrea.se 
was  noted  in  3 patients  out  of  a group  of 
72  who  had  received  the  drug  for  periods 
of  30  days  or  longer. 

Supply  — Robaxin  Tablets,  0.5  Gm.,  in 
bottles  of  50. 
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VASCULAR  CHANGES  IN  THE  OCULAR  FUNDUS 


Robert  F.  Lorenzen,  M.D.* 
Phoenix,  Arizona 


Introduction: 

T HE  retina  of  the  human  eye  may  be  compared 
to  a ehart  on  whieh  the  observer  is  able  to  visu- 
alize the  normal  signs  of  health,  or  the  altera- 
tions produeed  by  disease.  Magnified  and  illu- 
minated with  the  ophthalmoscope,  these  changes 
may  be  studied  in  detail,  and  when  properly 
interpreted  are  useful  as  records  of  past  events, 
and  indicators  of  future  trends.  Moreover,  by 
observing  not  only  the  static  picture  but  also 
the  dynamic  changes  as  a disease  progresses,  one 
may  obtain  valuable  clues  as  to  the  efficacy  of 
therapy,  and  the  ultimate  prognosis. 

The  purpose  of  this  paper  is  to  review  the 
more  common  vascular  changes  seen  in  the  retina 
and  the  current  clinical  interpretations  of  these 
alterations.  It  is  especially  important  that  no 
confusion  exist  if  there  is  to  be  a mutual  under- 
standing of  the  retinopathies  as  seen  by  the 
ophthalmologist  and  the  internist  or  general 
practitioner. 

Only  brief  mention  will  be  made  of  the  patho- 
genesis involved,  as  this  is  to  be  mainly  a de- 
scription and  interpretation  of  the  changes  seen 
with  the  ophthalmoscope.  The  alterations  de- 
scribed will  be  those  seen  in  arteriolar  sclerosis, 
hypertension,  diabetes  mellitus,  occlusion  of  ret- 
inal arteries  and  occlusion  of  retinal  veins.  The 
discussion  will  be  followed  by  a brief  resume’ 
of  cases  illustrated  by  fundus  photographs. 


The  photographs  are  of  patients  seen  in  the 
course  of  a routine  examination,  or  in  consulta- 
tion, and  were  taken  with  the  Bausch  and  Lomb 
Retinal  Camera.  Although  the  original  Koda- 
chrome  transparancies  must  be  studied  to  appre- 
ciate the  picture  fully,  the  black  and  white  re- 
productions show  much  of  importance.  Photo- 
graphs such  as  these  are  helpful  in  observing 
the  changes  in  the  retina  from  one  examination 
to  the  next,  and  have  recently  assumed  increas- 
ing importance  in  forensic  medicine.  ( 1 ) 

ARTERIOLAR  SCLEROSIS 

Beyond  the  first  or  second  bifurcation,  the 
retinal  arteries  become  arterioles.  Therefore,  most 
of  the  arterial  tree  visible  in  the  retina  is  arteri- 
olar in  nature,  and  the  use  of  the  term  “arterio- 
sclerosis” as  applied  to  the  retina,  should  be  re- 
placed by  arteriolar  sclerosis.  Arteriosclerosis  of 
the  central  retinal  artery  is  present  as  a normal 
aging  process,  but  most  of  these  changes  are  not 
seen  since  the  main  portion  of  the  artery  is  not 
visible  ophthahnoscopically.  Arteriosclerosis  of 
the  central  artery  may  be  inferred  when  occlu- 
sion of  this  artery  occurs.  Keeping  in  mind  that 
when  looking  at  the  retinal  vessels  we  normally 
see  only  the  blood  column,  the  following  signs 
are  indicative  of  retinal  arteriolar  sclerosis. 

The  earliest  sign  is  a slight  yellowing  and 
widening  of  the  reflected  light  streak  along  the 
middle  of  the  arterioles.  This  is  caused  by  a slight 
coloration  and  increased  opacity  of  their  walls. 
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Later,  yellowish  stripes  may  be  seen  on  either 
side  of  the  blood  column.  As  the  central  light 
reflex  becomes  wider  and  the  visible  blood  col- 
umn becomes  more  yellow  in  color,  it  appears 
similar  to  a copper  wire  ( copper  wire  arteriole ) , 
and  when  the  wall  of  the  vessel  becomes  even 
more  opaque  it  takes  on  the  appearance  of  a 
silver  wire  (silver  wire  arteriole).  Bright  refrac- 
tile  cholesterol  crystals  may  at  times  be  seen  on 
the  vessel  wall.  Occasionally  the  opacity  of  the 
vessel  occurs  in  small  interrupted  segments  look- 
ing like  white  spots  on  the  arterial  wall. 
Fuchs(2)  feels  this  is  due  to  exudate  lying  on 
the  vessel. 

Another  sign  is  irregularity  in  the  caliber  and 
narrowing  of  the  blood  column,  probably  due  to 
irregular  thickening  of  the  vessel  wall,  or  scler- 
otic plaques  lining  the  vessel.  Spasm  of  the  ves- 
sel may  simulate  this  change,  but  the  narrowing 
will  come  and  go  with  spasm,  but  is  always 
present  at  the  same  place  when  due  to  sclerotic 
changes.  Serial  fundus  pictures  will  differentiate 
these  conditions. 

An  important  sign  is  present  at  the  point  of 
crossing  of  the  arteriole  and  the  vein.  Normally 
the  venous  blood  column  is  visible  through  the 
transparent  arteriolar  wall  and  can  be  followed 
up  to  the  very  edge  of  the  arteriolar  blood  col- 
umn. When  the  walls  of  the  arteriole  become 
less  transparent  they  obliterate  a small  portion 
of  the  venous  blood,  and  the  vein  seems  to  stop 
short  of  the  arteriole  and  begin  again  a short 
distance  on  the  other  side  ( Gunn’s  phenome- 
non). Also,  since  the  artery  and  the  vein  share 
the  same  adventitial  coat  at  the  crossing,  a thick- 
ening of  one  or  both  of  the  walls  will  result  in 
an  actual  compression  of  the  vein  at  this  point. 
This  compression  phenomenon  or  “nicking”  may 
occur  with  hypertension  alone,  or  as  a physio- 
logic variation  ( 3 ) , so  it  must  be  analyzed  as 
part  of  the  whole  retinal  picture.  Also,  when  due 
to  hypertension  alone  the  venous  blood  column 
is  compressed,  but  often  shows  a tapered  nar- 
rowing which  is  visible  all  the  way  to  the  ar- 
teriolar blood  column,  rather  than  being  hidden 
by  the  sclerotic  arteriolar  wall. 

Tortuosity  of  sclerotic  vessels  is  a debatable 
sign.  It  is  thought  by  some  authors(4)  that  con- 
genital tortuosity  cannot  be  differentiated  from 
that  due  to  thickening  of  the  vessel  walls.  More 
generally  it  is  felt  that  tortuosity  or  corkscrew 
appearance  of  the  smaller  arterioles  indicates 
arteriolar  sclerosis.  It  may  be  due  to  increased 
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thickness  with  secondary  increased  length  of  the 
vessels  whose  ends  are  fixed. 

The  veins  may  show  dilation  beyond  crossings 
and  irregular  narrowing  or  perivascular  streaks. 
Hemorrhages  are  ordinarily  not  considered  part 
of  the  picture  of  sclerosis,  but  are  present  in  ad- 
vanced cases.  With  advanced,  prolonged  arteri- 
olar sclerosis,  optic  atrophy  may  occur. 

HYPERTENSION 

It  is  important  to  recognize  the  manifestations 
of  hypertensive  retinopathy  and  arteriolar  scler- 
otic retinopathy,  and  recognize  the  characteris- 
tics peculiar  to  each  as  well  as  those  common  to 
each.  They  must  be  evaluated  separately  in  in- 
terpreting the  retinal  picture  in  relation  to  prog- 
nosis. (5) 

Irregular  narrowing,  small  white  lipoid  de- 
posits, hemorrhages  and  exudates  may  be  en- 
tirely arteriolosclerotic.  They  are  not  reversible. 
The  focal  arteriolar  spasms,  diffuse  white  “cot- 
ton wool”  spots,  and  edema  of  the  optic  nerve 
are  purely  hypertensive  findings  and  are  revers- 
ible in  fundi  with  very  little  organic  vascular 
changes. 

Confusion  can  be  avoided  by  considering  hy- 
pertension of  three  main  types.  In  the  first  type 
the  arterioles  of  the  retina  show  only  progressive 
changes  of  sclerosis,  as  discussed  above.  The 
second  type  includes  hypertensive  disease  in 
which  there  is  an  acute  factor  characterized  by 
a sudden  narrowing  or  spasm  of  the  arterioles  of 
the  retina.  The  third  group  represents  a combi- 
nation of  the  other  two. 

The  first  group  of  hypertensive  disease  in- 
cludes mainly  the  benign  essential  hypertension. 
The  changes  here  are  characteristically  those  of 
arteriolar  sclerosis  as  summarized  above,  and 
the  presence  of  hypertension  can  only  be  sus- 
pected if  the  arteriolar  sclerosis  is  more  ad- 
vanced than  would  be  expected  on  the  basis  of 
the  patient’s  age  and  general  health. 

The  second  group  may  be  associated  with  nu- 
merous diseases  such  as  diffuse  glomeruloneph- 
ritis, hypertensive  disease  of  pregnancy,  acute 
phases  of  essential  hypertension,  less  common 
renal  diseases,  pheochromocytoma,  and  other 
endocrine  diseases.  The  retinal  picture  in  such 
cases  does  not  show  the  slowly  progressive  scler- 
otic changes  mentioned  above.  Here  we  see 
acute  focal  or  general  narrowing  of  the  retinal 
arterioles,  the  so-called  arteriospastic  retinopa- 
thy .(6)  The  light  reflex  along  the  arterioles 
may  be  narrower  than  normal,  bright,  and  very 
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sharply  outlined,  rather  than  slightly  granular 
or  diffuse  and  wide  as  seen  in  a sclerotic  ar- 
teriole. 

Compression  of  the  vein  at  the  crosisng  may 
occur  in  hypertension  even  before  signs  of  ar- 
teriolar sclerosis  appear.  When  due  to  arterio- 
spastic  hypertension  without  sclerosis  the  vein 
is  simply  compressed,  or  deflected,  but  when 
sclerosis  is  present  part  of  the  vein  is  rendered 
invisible  by  the  sclerotic  artery.  When  a hyper- 
tensive arteriole  crosses  a vein,  the  angle  of 
crossing  is  often  increased  due  to  the  same  hy- 
drodynamic principle  which  rotates  a flowing 
garden  hose  around  to  right  angles  as  an  auto- 
mobile wheel  runs  over  it. 

After  these  arteriospastic  changes  have  existed 
for  some  time,  of  course,  the  inevitable  sclerotic 
processes  begin  to  superimpose  their  picture  on 
that  already  present.  Thus,  we  often  see  signs  of 
both  in  the  same  fundus,  and  this  comprises  the 
third  group. 

In  addition  to  the  vascular  changes,  alterations 
in  the  retina  itself  include  generalized  retinal 
edema,  and  hemorrhages.  The  “flame  shape”  or 
“paint  brush”  configuration  they  assume  is  due 
to  the  arcuate  pattern  of  the  nerve  fibers  in  the 
superficial  layer.  “Cotton  wool”  spots  occur  with 
further  vascular  damage.  They  are  scattered 
fluffy  white  areas,  and  represent  ischemic  in- 
farcts of  the  retina  or  transudates  from  the  anox- 
ic small  vessels.  Later  these  transudates  may  ab- 
sorb or  undergo  degeneration  and  hyalinization, 
and  remain  as  small  yellowish  clearly  outlined 
spots  ( edema  residues ) . When  occurring  around 
the  macula,  they  form  a characteristic  “star” 
pattern  due  to  the  anatomical  arrangement  of 
the  fibers  in  the  layer  in  which  they  occur. 

These  latter  changes  increase  with  the  se- 
verity of  the  hypertensive  vascular  disease,  and 
offer  a more  serious  prognosis.  The  edema  may 
become  more  diffuse  and  involve  the  optic  disc. 
This  papilledema  is  a very  serious  prognostic 
sign,  and  though  it  may  be  due  to  edema  of  the 
nerve  itself,  it  more  often  indicates  increased 
intracranial  pressure,  with  cerebral  edema. 

In  an  attempt  to  grade  the  severity  of  the 
retinal  changes,  numerous  classifications  have 
been  suggested.  The  one  proposed  by  Keith  and 
Wagener(7)  has  been  closely  followed  in  this 
country.  Another  system  of  grading  the  hyper- 
tensive and  arteriolar  sclerotic  changes  separate- 
ly has  been  proposed  by  Scheie.(8)  However, 
no  classification  can  be  universally  acceptable. 


since  there  are  so  many  combinations  of  sclero- 
sis, benign  essential  hypertension,  and  arterio- 
spastic hypertension.  We  seldom  see  pure  cases 
of  any  one.  Rather  certain  aspects  predominate 
in  a given  case,  and  for  this  reason  a descriptive 
diagnosis  is  probably  more  satisfactory. 

DIABETES  MELLITUS 

Diabetic  retinopathy  is  characteristically  a 
disease  of  older  patients  who  have  had  pro- 
longed diabetes,  although  it  does  occur  in  ju- 
venile diabetics  as  well.(9)  The  duration  of  the 
diabetes  seems  to  be  the  most  important  fac- 
tor. (10) 

The  most  important  and  often  the  earliest  sign 
of  diabetic  retinopathy  is  the  appearance  of 
small,  round  microaneurisms.  These  are  seen 
ophthalmoscopically  as  small  red  “dots”,  and  for 
many  years  were  thought  to  be  small  hemor- 
rhages. Ballantyne  and  Loewenstein(  11 ) em- 
phasized their  true  structure,  and  Frieden- 
wald  ( 12 ) showed  that  they  were  saccular  aneur- 
isms arising  from  capillaries.  These  microaneur- 
isms are  the  most  important  single  sign  in  mak- 
ing the  diagnosis  of  diabetes. 

In  addition  to  the  microaneurisms,  larger  red 
“blot”  hemorrhages  are  present,  occurring  as  a 
result  of  the  rupture  of,  or  diapedesis  through 
an  aneurism.  ( 13 ) These  hemorrhages  become 
larger  with  progression  of  the  vascular  disease. 
In  the  later  stages,  large  pre-retinal  hemorrhages 
may  occur. 

The  vascular  changes  in  diabetes  are  primarily 
venous,  (14)  in  contrast  to  the  arteriolar  changes 
in  hypertension.  Engorgement  of  the  veins  may 
occasionally  be  the  earliest  sign,  occurring  even 
before  the  microaneurisms.  ( 15)  The  veins  be- 
come generally  dilated,  or  more  often  show  al- 
ternate focal  constrictions  and  varicose  dilata- 
tions associated  with  marked  tortuosity  or  loop 
formation.  New  vessels  may  form  or  a vein  may 
appear  to  be  reduplicated.  Dramatic  sheathing 
of  the  veins  is  often  present. 

By  contrast  to  the  venous  changes,  the  ar- 
terioles are  relatively  normal  except  for  changes 
due  to  arteriolar  sclerosis  or  hypertension  which 
often  occur  in  addition  to  the  diabetes. 

The  remaining  characteristic  retinal  changes 
are  the  typically  small  white  “exudates”  which 
are  sharply  demarcated  and  have  a bright  luster. 
They  are  located  deeply  beneath  the  larger  \cs- 
sels  and  assume  a variety  of  configurations.  Thc\ 
are  easily  differentiated  from  the  “soft"  white 
“cotton  wool”  patches  and  edema  of  the  hyper- 
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tensive.  The  “exudates,”  microaneurisms,  and 
small  hemorrhages  are  usually  found  in  the  cen- 
tral area  of  the  retina. 

In  the  late  stages,  large  vitreous  hemorrhages 
may  be  followed  by  proliferation  of  glial  tissue 
and  new  capillaries  in  the  vitreous.  The  new 
capillaries  rupture  with  extension  of  the  process, 
and  a vicious  cycle  is  set  up.  Such  an  advanced 
picture  offers  an  almost  hopeless  prognosis  for 
the  eye. 

ARTERIAL  OCCLUSION 

The  flow  of  blood  through  the  central  retinal 
artery  or  one  of  its  branches  may  be  diminished, 
or  obstructed  completely  by  thrombosis,  or  less 
commonly  by  si^asm,  embolus,  or  trauma. 
Thrombosis  may  be  secondary  to  arteriosclero- 
sis of  the  central  artery,  or  a result  of  vasculitis. 
It  has  been  shown  that  the  great  majority  of 
occlusions  are  associated  with  arteriosclerosis, 
and  hypertension.  ( 16)  Thus,  although  the  ar- 
teriosclerosis of  the  central  artery  cannot  usually 
be  seen  ophthalmoscopically,  its  existence  may 
often  be  assumed  in  the  event  of  arterial  oc- 
clusion. Such  an  occlusion  may  be  the  first  sign 
of  a generalized  vascular  disease.  Whatever  the 
cause,  the  sequence  of  changes  in  the  retina  is 
the  same.  With  occlusion  of  the  central  artery, 
all  of  the  larger  arteries  are  narrowed,  and  the 
blood  column  may  appear  to  be  broken  up  into 
segments.  These  segments  may  oscillate  with  the 
pulse  wave  or  move  slowly  along  the  vessels.  The 
arterial  blood  appears  darker  in  color  than  nor- 
mal, the  veins  are  narrower  than  normal  and  no 
venous  pulse  is  present.  An  arterial  pulse  cannot 
be  elicited  by  digital  pressure  on  the  globe.  The 
vessels  may  gradually  widen  as  blood  flow  is 
re-established,  but  permanent  damage  from 
anoxia  may  have  already  occurred. 

The  retina  itself  becomes  greyish  white  and 
opaque  due  to  generalized  retinal  edema,  par- 
ticularly marked  in  the  perimacular  area.  The 
macula  on  the  other  hand  remains  free  of  edema 
because  of  its  histologic  structure,  and  it  re- 
mains its  normal  reddish  color.  This  color  is 
accentuated  in  contrast  to  the  milky  white  sur- 
rounding retina  and  is  described  as  the  “cherry 
red  spot.”  A few  scattered  small  hemorrhages 
may  be  present. 

In  time,  the  edema  subsides,  and  the  retina 
may  appear  relatively  normal.  However,  the  ves- 
sels remain  narrow,  some  diminished  to  white 
lines,  and  the  disc  remains  pale  with  clear  mar- 
gins. 


Occasionally  the  macula  or  nearby  area  may 
be  supplied  by  an  artery  which  is  a branch  of 
the  ciliary  artery  rather  than  the  central  retinal 
artery.  In  such  a case,  this  cilio-retinal  arteriole 
will  continue  to  function  even  with  complete  i 
central  artery  occlusion.  The  area  of  the  retina 
supplied  by  this  vessel  will  remain  normal. 

In  the  event  only  one  of  the  branches  of  the 
central  artery  is  obstructed,  only  the  area  of  the 
retina  supplied  will  show  the  changes  described 
above. 

VENOUS  OCCLUSION 

The  central  retinal  vein  or  its  branches  may 
be  occluded  by  endothelial  proliferation  and 
thrombosis,  secondary  to  external  compression 
from  a thickened,  sclerotic,  central  artery.  Other 
causes  include  thrombosis  as  a result  of  reduced 
pressure  or  slowing  of  the  venous  circulation 
caused  by  arterial  spasm,  sudden  arterial  hyper- 
tension, blood  dyscrasias  and  others.  Primary 
degenerative  or  inflammatory  venous  disease 
may  also  result  in  occlusion.  It  is  thought  that 
most  cases  represent  varying  combinations  of 
more  than  one  of  these  causes.  ( 17 ) 

Following  complete  central  vein  occlusion,  the 
disc  margins  are  practically  obscured  by  edema 
which  extends  out  over  the  retina.  The  most 
marked  change  is  seen  in  the  veins  which  are 
dilated,  dark  in  color,  and  extremely  tortuous. 
The  arteries  are  narrowed.  Superficial  “flame” 
shaped  hemorrhages  are  everywhere,  and  some 
deeper  hemorrhages  are  present.  White  areas  of 
transudates  are  scattered  about. 

Incomplete  central  vein  occlusion  results  in 
similar  but  less  intense  changes.  When  a branch 
occlusion  occurs,  the  same  changes  are  seen,  but 
are  limited  to  the  sector  drained  by  the  venous 
branch  with  the  remainder  of  the  retina  normal 
in  appearance. 

In  time  the  thrombus  may  canalize,  or  new 
vessels  form,  and  the  hemorrhages  and  transu- 
dates will  gradually  disappear.  The  areas  of 
neovascularity  will  show  numerous  tortuous  ves- 
sels in  the  retina. 

CASE  ILLUSTRATIONS 
Figure  1:  Right  fundus,  Mrs.  G.  H.,  59  yr.  old  WE 
with  history  of  chronic  hypertension  10  vears. 
R.P.  220/100. 

Changes  in  fundus: 

1.  Increased  light  reflex. 

2.  Narrowed  arterioles. 

3.  “Silver  wii'e”  superior  nasal  to  disc. 

4.  Peri-arteriolar  sheathing. 
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5.  Small  vessel  tortuosity. 

6.  New  vessel  formation  above  from  venous 
braneh  occlusion. 

7.  A/V  compression  with  partial  obliteration 
of  venous  blood  column. 

8.  Small  retinal  hemorrhages. 

9.  “Exudates.” 

Ocular  Diagnosis:  Severe  generalized  arteriolar 
sclerosis  with  retinopathy. 

Interpretation:  Long  standing  chronic  hyper- 
tensive disease  resulting  in  marked  arteriolar 
sclerosis. 

Figure  2;  Right  fundus,  Mrs.  B.  H.,  28  yr.  old 
WF  with  history  of  toxemia  of  pregnancy  7 
years  previously  followed  by  mild  hypertension. 
Recent  blurring  of  vision,  B.P.  230/120  at  time 
of  photograph. 

Changes  in  fundus: 

1.  Slight  focal  and  generalized  narrowing  of 
arterioles  without  sclerosis. 

2.  “Flame”  shaped  hemorrhage. 

3.  “Cotton  wool”  spots. 

Ocular  Diagnosis:  Retinopathy  of  acute  hyper- 
tension. 

Interpretation:  Recent  or  acute  severe  angio- 
spastic hypertension.  In  view  of  history,  sec- 
ondary to  previous  toxemia  of  pregnancy. 

Figure  3:  Right  Fundus,  Mr.  A.  B.,  60  yr.  old 
WM  with  blurred  vision  3 months.  Known  dia- 
betic 2 months,  but  had  not  been  examined  for 
many  years. 

Changes  in  fundus: 

1.  A few  small  scattered  microaneurisms. 

2.  Focal  constriction  and  varicose  dilatation  of 
veins. 

3.  Sheathing  of  veins. 

4.  Small,  white,  sharply  outlined  “exudates.” 

Ocular  Diagnosis:  Diabetic  retinopathy, 

severe. 

Interpretation:  Diabetes  Mellitus  of  long 

standing. 

Figure  4:  Left  fundus,  Mr.  A.  B.,  same  patient 
as  figure  3,  complaining  of  sudden  further  loss 
of  vision. 

Changes  in  fundus: 

1.  Two  large  superficial  retingl  hemorrhages. 

2.  Other  changes  listed  in  figure  3 above. 

Ocular  Diagnosis:  Diabetic  retinopathy, 

severe,  prognosis  for  vision,  jioor. 

Interpretations:  Diabetes  Mellitus  of  long 

standing. 


Figure  2.— Hypertensive  retinopathy. 


Figure  3.— Diabetic  retinopathy. 


Figure  4.— Uiahelic  retiiu>i>alhy. 
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Figure  5.— Central  artery  occlusion. 


Figure  6.— Central  vein  occlusion. 


Figure  5:  Right  eye,  Mr.  J.  C.  (Patient  seen 
through  the  courtesy  of  Dr.  Virgil  Toland,  and 
Dr.  Paul  McFarland),  37  yr.  old  WM,  with 
history  of  blurred  vision  four  days,  following 
minor  injury  to  eye  (simple  foreign  body  struck 
eye).  General  health  good. 

Changes  in  fundus: 

1.  Narrowed  arterioles. 

2.  Some  venous  narrowing. 

3.  Greyish-white  retinal  edema  everywhere 
except  for  area  supplied  by  cilio-retinal  arteriole. 

4.  One  superficial  hemorrhage. 

Ocular  Diagnosis:  Acute  occlusion  of  central 
artery  of  retina.  Small  portion  supplied  by  cilio- 
retinal  arteriole  not  involved. 

Interpretation:  Usually  indicative  of  systemic 
arteriosclerosis  with  or  without  hypertension.  In 
this  case,  history  suggests  acute  spasm  of  central 
artery  due  to  trauma. 

Figure  6:  Left  fundus,  Mr.  G.  M.,  71  yr.  old 
WM  with  history  of  blurred  vision  in  left  eye 
for  6 weeks.  General  health  good. 

Changes  in  fundus: 

1.  Blurred  disc  margins. 

2.  Dilated  tortuous  veins. 

3.  Narrowed  arterioles. 

4.  Superficial  “flame”  hemorrhages,  and  deep 
hemorrhages. 

5.  Generalized  retinal  edema. 

Ocular  Diagnosis:  Acute  obstruction  of  cen- 
tral retinal  vein. 

Interpretation:  Probably  secondary  to  changes 
resulting  from  arteriosclerosis  of  central  artery. 
Hypertension  should  also  be  suspected. 


Summary: 

Retinal  changes  in  arteriolar  sclerosis,  hyper- 
tension, diabetes,  and  vascular  occlusions  have 
been  described  and  illustrated  with  fundus  pho- 
tographs. It  is  hoped  that  this  review  will  prove 
helpful  to  those  in  all  branches  of  medicine  who 
must  interpret  changes  seen  with  the  ophthalmo- 
scope. 
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THE  CURRENT  STATUS  OF  CHEMOTHERAPY 

By  Henry  Brainerd,  M-D.*" 

San  Francisco,  California 


I T IS  disturbing  to  report  that  the  status  of 
chemotherapy  at  present  is  significantly  poorer 
than  that  of  5 to  10  years  ago.  Our  own  thera- 
peutic enthusiasm,  abetted  by  the  importunings 
of  our  patients  and  the  sometimes  misleading 
advertisements  of  a few  pharmaceutical  com- 
panies, has  led  us  down  a sort  of  primrose  path. 
We  have  sowed  the  wild  oats  of  promiscuous 
chemotherapy;  now  we  must  reap  the  crop  of 
antibiotic-resistant  bacteria  and  drug-sensitized 
patients. 

The  most  urgent  problem  in  the  field  of  in- 
fectious diseases  today  is  the  control  of  staphyo- 
coccal  infections,  principally  of  hospital  origin. 
In  the  early  penicillin  era  approximately  85  per 
cent  of  staphylococcal  strains  were  amenable  to 
therapy  with  this  then  new  drug.  At  the  present 
time  only  about  15  per  cent  of  strains  are  simi- 
larly treatable,  and  secondary  staphylococcal  in- 
fection in  hospitalized  patients  has  become  a 
major  scourge.  In  a survey  of  1,172  patients  at 
Boston  City  Hospital,  Finland  and  Jones  (1) 
found  181  (16  per  cent)  to  be  suffering  from 
staphylococcal  infections.  Of  these,  62  per  cent 
had  apparently  been  acquired  in  the  hospital 
from  other  patients  and  personnel.  This  “hos- 
pital” staphylococcus  is  characterized  by  a high 
degree  of  resistance  to  most  commonly  used 
antibiotics  and  frequently  produces  serious  or 
fatal  infections,  especially  in  postoperative  or 
debilitated  patients.  Other  common  pathogenic 
micro-organisms  have  similarly  became  resistant 
to  drugs  previously  used  successfully,  although 
to  a lesser  extent.  Thus,  the  coliforms,  entero- 
cocci and  other  gram-negative  rods  have  in  many 
instances  become  resistant  to  streptomycin  and 
the  tetracyclines  (2-4). 

Antiobiotic  resistance  is  of  two  varieties:  in- 
herent and  acquired.  Certain  organisms  are  not 
affected  by  therapeutically  achievable  coneen- 
trations  of  certain  antibiotics,  i.e.,  E.  coli  is  not 
significantly  sensitive  to  penicillin.  The  “hos- 
pital” staphyloeoccus  is  such  an  inherently  peni- 
cillin-resistant organism,  in  that  it  produees 
penieillinase.  Such  organisms  rush  to  fill  the 

“From  the  Department  of  Medicine,  Univer.sity  of  California 
School  of  Medicine,  San  Francisco,  California. 


vacuum  created  by  the  suppression  of  antibiotic- 
sensitive  strains  in  the  flora  of  patients  receiving 
chemotherapy,  and  then  spread  to  hospital  per- 
sonnel and  thence  to  other  patients.  A lesser 
problem  is  posed  by  organisms  which  acquire 
resistance  to  ehemotherapy  in  the  course  of  treat- 
ment of  an  individual  infection.  Such  organisms, 
however,  may  be  transmitted  to  other  patients 
and  produce  disease.  Aequired  resistance  arises 
from  genetic  mutants  which  constantly  appear 
in  a bacterial  population.  If  such  resistant  mu- 
tants appear  in  a patient  receiving  chemo- 
therapy, their  propagation  is  favored  over  that 
of  their  susceptible  progenitors.  Resistanee  to 
streptomycin  and  erthyromycin  is  acquired  with 
great  rapidity;  that  to  penicillin,  chlorampheni- 
col, and  the  tetracyclines  is  developed  in  a slow 
step-wise  fashion. 

While  pathogenic  bacteria  have  changed  to 
adapt  themselves  to  an  antibiotie  environment, 
so  also  have  hosts  changed  in  their  response  to 
ehemotherapy.  An  increasing  number  of  persons 
are  becoming  sensitized  to  chemotherapeutic 
agents  and  react  unfavorably  to  their  adminis- 
tration. While  fatal  reactions  to  penicillin  are 
still  infrequent,  they  are  sufficiently  common  to 
give  pause  to  ill-considered  treatment  with  this 
drug.  Less  severe  reactions  to  all  antibiotics  are 
an  unhappy  commonplace  (5). 

Thus,  we  find  ourselves  in  a dilemma  of  our 
own  manufaeture,  and  must  find  an  adequate 
solution  or  lose  many  of  the  tremendous  bene- 
fits of  chemotherapy.  Three  possible  solutions 
to  the  problem  are  apparent. 

Restriction  of  the  use  of  all  antibiotic  agents 
to  the  treatment  of  infections  where  they  ma\- 
reasonably  be  expected  to  alter  favorably  the 
course  of  the  disease  is  essential  to  decelerate 
the  appearance  of  further  antibiotic-resistant 
strains  of  micro-organisms.  The  partial  reappear- 
ance of  antibiotic-sensitive  strains  may  follow 
(6).  The  wide-spread  use  of  chemotherapeutic 
drugs  in  the  treatment  of  many  insusceptible 
viral  infections,  especially  those  ot  the  upper 
respiratory  tract,  is  to  be  condemned.  The  pro- 
phylactic use  of  antibiotics  to  pre\ent  “secon- 
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clary”  bacterial  infection  is  generally  useless, 
except  in  occasional  instances  of  unusual  host 
susceptibility  or  debility.  Chemoprophylaxis  in 
general  must  be  limited  to  such  definite  situa- 
tions as  the  prevention  of  streptococcal  infec- 
tions in  rheumatic  subjects.  Too  often,  ill-advised 
chemoprophylaxis  not  only  does  not  prevent  bac- 
terial infection  but  also  does  ensure  that  the 
infection  will  be  due  to  antibiotic-resistant  bac- 
teria. This  certainly  is  the  case,  for  instance,  in 
the  “prevention”  of  infection  in  patients  who 
have  an  indwelling  urethral  catheter.  Each 
chemotherapeutic  drug  has  a definite  and  de- 
limited antimicrobial  spectrum,  beyond  which 
it  cannot  be  active.  The  use  of  an  antibiotic 
should  be  restricted  to  the  treatment  of  infection 
produced  by  a micro-organism,  isolated  by  cul- 
ture or  presumed  to  be  the  pathogen  on  reason- 
able clinical  grounds,  which  lies  within  its 
spectrum  of  activity.  With  knowledge  of  the 
etiology  of  an  infection  and  the  antimicrobial 
spectra  of  each  drug,  treatment  may  usually  be 
empirical.  Tests  for  sensitivity  of  bacteria  to 
antibiotics  in  general  need  be  performed  only 
when  the  bacteria  is  known  to  vary  widely  in 
antibiotic  sensitivity  or  where  failure  of  response 
to  treatment  or  chronicity  and  relapse  become 
apparent.  Under  certain  circumstances  the  abil- 
ity of  an  antibiotic  to  act  in  bactericidal  rather 
than  in  a bacteriostatic  manner  must  be  deter- 
mined, i.e.,  subacute  bacterial  endocarditis.  Un- 
fortunately, the  commonly  used  disc  or  tablet 
methods  of  determining  drug  activity  do  not 
give  this  information,  which  can  be  obtained 
only  by  resorting  to  the  tube-dilution  method. 

A practical,  although  desperate,  measure  to 
control  serious  staphylococcal  infections  in  the 
hospital  may  be  the  restriction  of  one  or  more 
of  the  drugs  usually  active  against  staphylococci 
solely  to  serious  infections  with  that  organism. 
At  the  University  of  California  Hospitals  novo- 
biocin has  proved  invaluable  in  the  treatment 
of  a few  patients  infected  with  the  “hospital” 
staphyloeoccus.  It  is  noteworthy  that  chloram- 
phenicol, which  fell  into  disuse  for  several  years 
because  of  fear  of  hematopoietic  depression,  re- 
mains active  against  many  strains  of  staphylo- 
cocci, while  the  tetracycline  group  of  drugs, 
which  remained  in  wide  general  use,  are  now 
active  against  only  occasional  strains  of  staphylo- 
cocci. 

A second  potential  solution  to  the  dilemma 
is  the  development  of  new  antimicrobial  drugs. 


Unfortunately,  the  antibiotics  developed  in  re- 
cent years  have  represented  only  modest  addi- 
tions to  our  therapeutic  armamentarium.  Wheth- 
er another  “penicillin”  will  appear  must  remain 
problematical.  At  least  for  the  time  being,  we 
will  have  to  make  do  with  what  we  have. 

A third  solution  to  the  problem  lies  in  the 
judicious  use  of  synergistie  combinations  of 
drugs.  The  term  synergism  must  be  strictly  de- 
fined, since  it  has  come  into  wide  misuse  re- 
cently in  certain  pharmaeeutical  advertise- 
ments (7,  8).  Synergism  of  two  or  more  anti- 
microbial drugs  consists  in  a total  activity  of 
the  combination  in  excess  of  the  simple  additive 
sum  of  their  separate  activities  in  respect  to 
rapidity  and  completeness  of  their  antibacterial 
effect.  Synergism  applies  only  to  a certain  com- 
bination of  drugs  against  a certain  organism  or 
strain  of  an  organism.  Thus,  it  is  a highly  specifie 
phenomenon  in  regard  to  both  micro-organism 
and  antibiotics.  No  drugs  can  be  claimed  to  be 
generally  synergistic.  The  situation  where  the 
simultaneous  use  of  two  drugs  delays  the  emer- 
gence of  resistant  strains  to  either  drug  is  an 
entirely  different  matter,  and  has  been  docu- 
mented clinically  only  in  the  case  of  combina- 
tions of  streptomycin,  para-aminosalicylic  acid, 
and  isoniazid  in  the  treatment  of  tuberculosis 
and  the  simultaneous  use  of  erythromycin  and 
some  other  active  antistaphylococcal  drug  in 
the  treatment  of  staphylococcal  infections. 
Jawetz  and  Gunnison  (9)  have  defined  in  a use- 
ful fashion  the  situations  where  antibacterial 
synergism  is  likely  to  be  observed,  although, 
with  one  partial  exception,  such  synergistic  ac- 
tivity can  be  predicted  only  on  the  basis  of  care- 
fully designed  laboratory  tests.  The  schema  of 
Jawetz  and  Gunnison  may  be  used  as  a prac- 
tical guide  in  determining  the  sensitivity  of 
bacteria  to  combinations  of  Uvo  drugs.  Gom- 
binations  of  more  than  two  drugs  introduce 
further  great  eomplexity,  and  tests  are  performed 
with  great  difficulty  even  in  a research  labora- 
tory. 

In  many  instances  the  empirieal  combination 
of  penicillin  and  streptomycin  has  been  found 
to  act  synergistically  in  infections  due  to  strep- 
tococcus fecalis,  notably  in  endocarditis  due  to 
this  organism.  Beyond  this,  no  simple  rule  of 
thumb  can  be  used  to  replace  adequate  labora- 
tory control.  However,  combinations  as  predicted 
by  laboratory  tests  have  often  proved  lifesaving, 
particularly  in  serious  staphylococcal  infections. 
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TABLE  I 

SCHEMA  OF  ANTIBACTERIAL  ACTIVITY  OF  ANTIBIOTIC 
COMBINATIONS 

(adapted  from  Jawetz  and  Gunnison) 

Group  I Drugs  — Bactericidal 
Penicillin 
Streptomycin 
Neomycin 
Bacitracin 
Polymyxin 

Group  II  Drugs  — Bacteriostatic 

Tetracyclines 

Ghloramphenicol 

Erythromycin 

Sulfonamides 

I plus  I— additive  or  synergistic 

II  plus  II— additive  or  indifferent 

I plus  II— may  be  synergistic  if  organism  is  relative  insensitive  to  I 
I plus  II— may  be  antagonistic  if  organism  is  relatively  sensi- 
tive to  I.  (Antagonism  is  probably  rarely  of 
clinical  significance) 
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SCHEMATIC  DIAGRAM 
ILLUSTRATING  ANTIMICROBIAL 
SYNERGISM  OF  ANTIBIOTICS 
A AND  B IN  VITRO 


SUMMARY  AND  CONCLUSIONS 
The  effectiveness  of  antimicrobial  therapy  has 
been  seriously  impaired,  primarily  by  the  ap- 
pearance of  resistant  strains  of  micro-organisms, 
secondarily  by  the  development  of  drug-sensi- 
tivity by  an  appreciable  number  of  persons. 

Three  possible  solutions  to  this  problem  are: 
restriction  of  unnecessary  chemotherapy;  the  de- 
velopment of  new  antibiotics;  and  the  judicious 
use  of  specific  synergistic  antibiotic  combina- 
tions. 
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THE  HOSPITAL  AS  A SOURCE  OF  ANTIBIOTIC-RESISTANT 

STAPHYLOCOCCI 

By  Norwood  Eggeliiig 
Lt.  Colonel,  U.S.A.F.  (M.C. ) 


I THINK  it  would  be  true  to  say  that  during 
the  last  four  or  five  years  a large  and  growing 
impression  has  gained  ground  among  the  medi- 
cal profession  in  the  United  States  that  they  are 
dealing  with  an  ever-increasing  amount  of  dis- 
eases caused  by  staphylococci,  and  that  further- 
more these  staphylococci  are  not  only  becoming 
more  virulent  hut  they  are  also  steadily  becom- 
ing more  and  more  resistant  to  antibiotic  therapy. 
This  impression  has  been  fostered  by  the  prac- 
titioner finding,  every  now  and  again,  that  he 
has  a case  of  staphylococcal  disease  which 
is  recalcitrant  to  his  therapy;  an  injection  or  two 
of  penicillin,  which  never  seemed  to  fail  a few 
years  ago,  no  longer  does  the  trick  every  time. 
And,  in  apparent  support  of  this  finding  from 
time  to  time  he  reads  an  article  in  one  of  the 
medical  journals  which  seems  to  bear  out  his 
finding  as  being  the  impression  of  the  profes- 
sion in  general. 

This  idea  has  frequently  resulted  in  resort  to 
either  the  use  of  ever-increasing  doses  of  anti- 
biotics, or  to  combinations  of  penicillin  and  the 
so-called  “broad  spectrum”  antibiotics  such  as 
aureomycin  and  terramycin,  or  to  a combined 
assault  on  the  organism  by  antibiotics  and 
sulfonamides,  on  bacteriological  grounds  of  the 
most  doubtful  validity,  or  in  the  frankly  specious 
hope  that,  somehow,  such  potent  forces  must 
surely  win  the  day. 

The  practitioner  draws,  perhaps,  on  his  recol- 
lections of  battles  with  the  gonococcus  in  the 
years  immediately  preceding  World  War  II. 
He  may  recall  how,  when  the  sulfonamides  made 
their  appearance  in  the  late  1930’s  they  seemed 
to  be  the  answer  to  so  many  therapeutic  prob- 
lems, and  especially  so  in  the  case  of  gonorrhea. 
Almost  overnight,  it  seemed,  gonorrhea  which 
had  been  such  a discouraging  professional  chal- 
lenge, was  eliminated  as  a serious  adversary. 
He  boasted,  and  rightly,  at  that  time  that  a case 
of  gonorrhea  was  child’s  play  in  comparison  with 
a bad  case  of  the  common  cold.  In  almost  no 
time  at  all  the  public  was  openly  hailing  the 
sulfonamides  as  “miracle  drugs”  and  they  were 
dispensed  with  something  approaching  reckless 


abandon.  And  then,  he  remembers,  little  by  little 
there  came  a change  in  the  tide  of  battle.  Every 
now  and  again  an  event  which  supervened  with 
increasing  frequency,  he  came  across  a case  of 
gonorrhea  which  did  not  quite  behave  according 
to  Hoyle.  The  accustomed  handful  of  sulfa 
tablets  failed  to  vanquish  the  gonococcus.  He 
prescribed  larger  doses  of  sulfonamides,  or  he 
prescribed  sulfathiazole  instead,  but  again  the 
patient  returned,  crestfallen.  Gradually  the  posi- 
tion became  clear,  the  gonococcus  had  under- 
gone a change.  Sulfa-susceptible  strains  of  gon- 
ococci had  been  eliminated,  and  their  place 
was  gradually  being  taken  over  by  strains  against 
which  the  sulfonamides  seemed  powerless.  The 
gonococcus  had  developed  resistance.  Happily 
this  state  of  affairs  was  resolved,  apparently 
permanently  by  penicillin,  to  which  the  gon- 
ococcus failed  to  develop  effective  resistance. 
However,  the  staphylococcus  appears  to  be  a 
different  proposition.  Can  it  be,  the  practitioner 
may  well  ask  himself,  that  his  experiences  with 
the  gonococcus  in  respect  of  sulfa-therapy  are 
being  repeated  in  the  case  of  the  staphylococcus, 
in  respect  of  the  antibiotics? 

It  seems  to  be  clear,  at  least,  that  the  present 
situation  as  regards  the  staphylococcus  is  un- 
satisfactory. In  that  case  it  would  seem  only 
sensible  to  appraise  the  position  as  fully  as 
possible.  It  behooves  us  to  enquire: 

1.  Is  the  medical  profession  at  this  time  ac- 
tually contending  with  more  staphylococcal  dis- 
ease than  was  previously  the  case? 

2.  Is  there  evidence  that  the  staphylococcus 
is  increasing  significantly  in  virulence,  and  is  it 
becoming  progressively  more  resistant  to  anti- 
biotics? 

3.  In  the  event  the  answer  to  either  of  these 
questions  is  in  the  affirmative,  is  this  a phe- 
nomenon which  is  encountered  widely  in  the 
general  population,  or  is  it  essentially  restricted 
to  patients  in  the  larger  hospitals? 

4.  In  the  event  that  the  hospitals  are  found 
to  be  the  principal  source  of  staphylococci  of 
increased  pathogenicity  and  antibiotic-resistance, 
how  has  this  situation  come  about? 
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5.  And  lastly,  since  it  would  be  profitless  to 
treat  such  an  issue  as  a purely  academic  exer- 
cise, assuming  that  our  fears  are  well-founded, 
what  corrective  measures  ean  the  medieal  pro- 
fession take? 

Let  us  eonsider  the  question  of  whether  or 
not  disease  eaused  by  the  staphyloeoeeus  aetual- 
ly  seems  to  be  increasing  in  amount.  A review 
of  the  literature  seems  to  point  to  a large  meas- 
ure of  agreement  that  it  is  not.  Walsh  McDer- 
mott ( 1 ) states  there  is  no  indieation  that  our 
population  at  large  or  the  special  population  in 
our  hospitals  is  experiencing  any  greater  ex- 
posure to  staphyloeoeci  now  than  was  the  case 
twelve  years  ago.  As  he  points  out,  staphylococci 
were  plentiful  then  and  are  plentiful  now.  The 
findings  of  A.  A.  Miles  (2)  and  his  associates, 
published  in  1944,  appear  to  bear  out  Mc- 
Dermott’s contentions. 

Can  it  be,  then,  that  in  the  United  States  the 
medieal  profession  is  now  dealing  in  general 
with  strains  of  staphyloeocei  whieh  show  evi- 
dence of  increased  pathogenieity  for  man  as 
eompared  with,  say,  ten  or  twenty  years  ago? 
Once  again  the  answer  would  appear  to  be 
no.  McDermott  (1)  points  out  that  if  such  an 
increased  prevalenee  of  more  pathogenie  staphy- 
loeci  were  aetually  oeeurring  it  would  be  most 
readily  apparent  in  the  number  and  the  clinical 
forms  of  staphylococcal  disease  seen  in  pa- 
tients on  admission  to  the  hospital,  but  he 
draws  attention  to  the  fact  that  primary  hema- 
togenous osteomyelitis  of  childhood  and  ado- 
lescence, whieh  was  previously  one  of  the  eom- 
monest  forms  of  serious  staphylococcal  disease, 
has  practically  disappeared  from  our  hospital 
admitting  rooms.  Fisher  (3)  et  al.  reported 
that  in  the  twenty-year  period  ending  in  1953 
they  admitted  slightly  over  one  hundred  pa- 
tients at  the  Johns  Hopkins  Medieal  Center  on 
account  of  staphylococcal  bacteremia,  which 
gives  an  annual  admission  rate  of  about  five  to 
ten  for  this  condition,  figures  which  are  con- 
sistent with  those  seen  at  the  New  York  Hos- 
pital — Cornell  Medical  Center,  New  York, 
New  York  (1). 

No  one  seems  to  be  mentioning  either  any 
significant  increase  in  the  number  of  patients 
with  staphylococeal  disease  or  any  increase  in 
unusually  malignant  forms  of  staphyloeoecal 
disease  among  the  patients  being  admitted  to 
the  hospitals,  so  it  seems  justifiable  to  conclude 
that  as  far  as  the  general  population  outside  of 


hospitals  is  coneerned  they  are  not  being  ex- 
posed to  signifieantly  more  danger  of.  staphy- 
lococcal disease  than  was  the  case  a few  years 
ago. 

The  initiation  of  any  disease  involving  micro- 
organisms requires  some  degree  of  breakdown 
in  the  defense  meehanisms  of  the  host.  This 
appears  to  be  espeeially  true  of  the  staphy- 
lococcus. An  ubiquitous  organism,  it  is  con- 
stantly present  in  man’s  environment,  being 
found  in  the  air  he  breathes,  on  the  food  he 
eats,  and  on  the  commonplace  artieles  of  his 
daily  use.  Small  wonder,  then,  that  it  is  con- 
stantly found  on  his  skin,  and  as  a permanent 
inhabitant  of  his  nasopharynx  and  pharynx.  The 
surprising  thing  is  that  despite  his  harboring 
of  these  organisms  on  so  generous  a seale  as  a 
general  rule  they  occasion  him  very  little  dis- 
ability. Staphylocoeeal  disease,  taking  all  the 
factors  into  consideration,  is  relatively  rare.  Man 
has  learned  to  live  at  peace  with  the  staphylo- 
coecus,  for  the  most  part,  during  his  entire  life. 

However,  at  times  and  under  eertain  circum- 
stanees  the  staphylococcus  ceases  to  play  the 
part  of  a harmless  parasite,  and  invades  the  body 
tissues  to  produce  lesions  whieh  run  the  gamut 
of  acute  inflammatory  pathology  from  follieulitis 
to  boils,  earbuneles,  eellulitis,  septic  pneumonia, 
on  to  septicemia  and  death.  It  seems  reasonable 
to  deduee  that  at  such  times  either  the  host  or 
the  staphyloeoeeus  — or  both  — must  first  under- 
go some  eritical  change. 

When  we  turn  to  the  question  of  whether  or 
not  the  staphyloeoeci  in  our  hospitals  are  show- 
ing increased  virulence  and  pathogenicity  for 
man  we  seem  to  be  on  less  eertain  ground.  Pos- 
sibly opinions  that  differ  on  this  score  do  so 
beeause  of  the  different  points  of  view  from 
whieh  the  problem  is  approached.  McDer- 
mott ( 1 ) sets  as  his  yardstiek  of  inereased  viru- 
lence epidemies  of  unusually  serious  staphylo- 
coceal disease  involving  a dozen  or  more  pa- 
tients at  a time  in  a single  hospital  and  oeeurring 
throughout  our  hospitals  in  general.  Measuring 
by  these  standards  he  denies  that  we  have  e\\- 
dence  of  inereased  virulenee  of  what  he  refers 
to  as  the  “so-ealled  hospital  staphyloeoeci”  and 
goes  on  to  say  that  our  hospital  patients  arc  not 
being  subjected  to  a greater  risk  of  stajihylo- 
eoeci,  or  to  any  more  especially  virulent  strains 
of  staphylococci  than  they  evt'r  were. 

This  may  appear  inconsistent  when  h<'  gurs 
on  to  say,  “This  docs  not  mean  that  wc>  arc'  not 
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seeing  the  development  of  more  staphylococcal 
disease  among  our  patients  while  they  reside  in 
our  hospitals  today  than  was  the  case  a decade 
or  so  ago  . . . most  of  us  are  convinced  that  we 
are  seeing  with  greater  frequency  the  actual 
development  of  staphylococcal  disease  in  pa- 
tients after  they  have  come  into  our  hospitals.” 
And  yet  again  he  says,  with  reference  to  the 
hospital  patient,  “We  are  obviously  doing  other 
things  to  our  patients  that  we  were  not  doing 
in  years  gone  by,”  from  which  he  deduces  that 
it  is  the  setting  rather  than  any  absolute  in- 
crease in  microbial  virulence  that  is  responsible 
for  staphylococcal  disease  acquired  in  the  hos- 
pital. Current  literature  shows  considerable 
agreement  with  this  later  contention,  but  it 
seems  difficult  at  the  same  time  to  reconcile 
this  with  his  assertion  that  our  hospital  patients 
are  not  being  subjected  to  greater  risk  of  ex- 
posure to  staphylococci. 

His  point  is,  of  course,  that  our  hospital  pa- 
tients are  not  so  much  being  exposed  to  greater 
risk  of  staphylococcal  disease  as  that  they  are 
now  being  rendered  less  well-equipped  to  face 
the  same  old  risk  as  in  years  gone  by.  We  will 
later  examine  this  aspect  of  the  problem  at 
greater  length.  In  the  meantime  let  us  consider 
the  question  of  resistance  of  staphylococci  to 
antibiotics.  In  general  current  literature  indi- 
cates that  whereas  a few  years  ago  antibiotic- 
resistant  strains  of  staphylococci  were  rare,  we 
are  now  finding  them  a most  formidible  prob- 
lem in  our  hospitals,  and  especially  the  larger 
ones.  Spink  (4)  has  stated  that  “There  appears 
to  be  no  question  that  as  antibiotics  have  been 
introduced  for  general  use,  antibiotic-resistant 
strains  of  staphylococci  have  appeared  in  those 
areas  where  each  of  the  antibiotics  has  been 
used  most  extensively.  This  applies  especially 
to  large  general  hospitals.”  And,  referring  to 
changes  in  the  susceptibility  of  staphylococci 
to  antibiotics  he  shows  that  whereas  prior  to 
the  introduction  of  penicillin  into  the  University 
of  Minnesota  Hospitals  in  1942  not  a single 
culture  of  sixty-seven  strains  of  pathogenic  sta- 
phylococci isolated  from  patients  was  found 
to  be  resistant  to  more  than  0.8  unit  of  penicillin, 
by  1950,  fifty  per  cent  of  the  strains  of  coagulase- 
positive  staphylococci  isolated  from  patients  in 
the  same  hospitals  were  highly  resistant  to  both 
penicillin  and  streptomycin.  The  upward  trend 
of  staphylococcal  resistance  to  antibiotics  has 
continued  at  these  institutions.  Data  covering 


the  years  1953,  1954,  and  1955  are  disquieting 
in  their  demonstration  that  seventy  per  cent 
of  the  strains  were  resistant  to  more  than  fifty 
units  of  penicillin  per  ml,  and  to  well  over  fifty 
micrograms  per  ml  of  both  streptomycin  and  the 
tetracycline  drugs.  On  the  other  hand  we  may 
derive  some  comfort  from  his  experience  with 
erythromycin,  to  which  staphylococcal  resistance 
is  not  only  less,  only  twenty  per  cent  of  strains 
being  resistant  to  more  than  fifty  micrograms 
per  ml,  but  in  addition  the  percentage  of  re- 
sistant strains  remained  essentially  unchanged 
over  the  three-year  period. 

Another  salutary  finding  by  Spink  (4),  and 
one  which  may  well  point  to  a therapeutic  moral 
which  we  will  discuss  later,  is  that  from  1953 
to  1955  only  a very  small  number  of  strains  of 
pathogenic  staphylococci  were  strongly  resistant 
to  chloramphenicol,  owing,  he  believes,  to  chlor- 
amphenicol’s having  been  little  used  over  that 
period  because  of  a fear  that  it  might  be  a 
factor  in  the  causation  of  aplastic  anemia. 

Finland  and  Jones  (5)  have  pointed  out  that 
during  the  last  few  years  at  the  Boston  City 
Hospital  the  staphylococci  isolated  from  the 
majority  of  “closed”  infections  present  at  the 
time  of  admission  to  the  hospital,  that  is,  in- 
fections which  had  been  acquired  outside  the 
hospital,  in  patients  who  had  not  been  recently 
exposed  to  the  hospital  environment,  were  found 
to  be  susceptible  to  the  majority  of  the  anti- 
biotics in  current  use.  On  the  other  hand,  of 
the  staphylococci  isolated  from  infections  ac- 
quired in  the  hospital,  all  were  resistant  to  peni- 
cillin and  the  tetracyclines,  many  were  resistant 
to  streptomycin,  and  a few  to  erythromycin, 
while,  once  again,  nearly  all  were  susceptible 
to  chloramphenicol. 

Knight  ( 6 ) and  his  associates  who  carried  out 
a study  at  the  Veterans  Administration  Hospital 
in  Nashville,  Tennessee,  likewise  found  that  new 
patients  did  not  carry  significant  numbers  of 
antibiotic-resistant  staphylococci,  whereas  the 
staphylococci  taken  from  patients  during  the 
course  of  hospitalization  were  resistant  to  a 
number  of  antibiotics.  This  resistance  to  anti- 
biotics was  most  marked  in  strains  of  staphy- 
lococci from  patients  who  had  received  tetra- 
cylines,  somewhat  less  marked  in  strains  from 
patients  who  had  been  given  penicillin,  — while 
the  strains  taken  from  patients  who  had  received 
no  antibiotic  treatment  were  least  antibiotic- 
resistant. 
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Collins  and  his  co-workers  carried  out  a study 
at  Memorial  Center,  New  York,  as  the  result 
of  which  they  have  coneluded  that  in  both 
the  hospital  personnel  and  the  long-term  hos- 
pital patients  they  are  contending  with  a serious 
carrier  rate  of  strains  of  staphylocoeei  whieh  are 
not  only  antibiotic-resistant,  but  which  also  fall 
within  a limited  range  of  phage  types  which 
differ  substantially  from  the  staphyloeoeeal 
strains  in  the  external  environment. 

That  the  strains  of  staphylococci  encountered 
in  our  hospitals  are  strongly  pathogenic  for  man 
appears  to  be  established  beyond  any  reasonable 
doubt.  In  the  course  of  a spot  survey  earried  out 
at  the  Boston  City  Hospital  in  January,  1956, 
Finland  and  Jones  (5)  found  that  out  of  181 
cases  of  staphyloeoeeal  infection  they  eonsidered 
that  113,  or  sixty-two  per  cent,  were  acquired 
after  the  admission  of  the  patients  to  the  hos- 
pital. Of  these,  sixteen  were  considered  “seri- 
ous,” and  the  rest  “less  serious,”  but  many  of  the 
“less  serious”  eases  were  charaeterized  by  severe 
and  prolonged  morbidity. 

Spink’s  (4)  findings  in  this  respeet  at  the  Uni- 
versity of  Minnesota  Hospitals  are  even  more 
alarming.  They  have  been  meeting  with  a seri- 
ous increase  in  the  incidence  of  staphyloeoeeal 
diseases,  many  of  which  were  hospital-acquired. 
His  statistics  regarding  staphyloeoeeal  septi- 
cemia are  especially  disquieting.  He  considers 
that  prior  to  the  introduction  of  penicillin  the 
overall  mortality  from  this  condition  was  about 
seventy-five  per  eent.  Penieillin  eut  down  that 
death  rate  dramatieally  to  twenty-eight  per  eent 
by  1945  and  great  hopes  were  reposed  in  it. 
But  these  hopes  proved  short-lived.  Between 
1951  and  1953  the  mortality  rate  for  the  same 
condition  had  all  but  doubled,  at  fifty-four  per 
cent,  and  from  1952  to  the  end  of  1955  out  of  a 
total  of  forty-one  eases  of  staphylococcal  sep- 
ticemia thirty-three  of  the  patients  died,  giving 
a mortality  rate  of  80.48  per  eent,  which  is  to 
say  that  the  likelihood  of  surviving  staphylococ- 
cal septicemia  if  it  is  acquired  after  admission 
to  a hospital,  is  rather  poorer  now  than  it  was 
prior  to  the  advent  of  antibiotic  therapy. 

The  position,  then,  is  that  ten  or  twelve 
years  ago  practieally  all  strains  of  staphylococ- 
ci, wherever  eneountered,  were  suseeptible  to 
penieillin,  but  now  the  position  is  reversed,  at 
least  inside  the  hospitals,  our  larger  institutions 
being  reservoirs  of  staphylocoeei  which  are 
strongly  resistant  to  penicillin  and  to  all  but 


the  never  and  less-used  antibiotics.  Has  this 
change  in  the  staphyloeoecus  been  brought  about 
by  given  strains  of  staphylococci  gradually  de- 
veloping resistanee  to  penieillin  over  the  years 
as  the  result  of  progressive  mutations  in  the 
course  of  penicillin  therapy?  MeDermott  ( 1 ) , 
rejeets  this  eoncept  flatly;  he  states  that  a staphy- 
loeoccus  almost  never  beeomes  penieillin-resist- 
ant  in  vivo  during  therapy,  and  that  because 
this  fact  has  not  been  suffieiently  appreciated  by 
physicians  they  widely  entertain  the  miseoneep- 
tion  that  the  numbers  of  eases  of  antibiotic-re- 
sistant staphylococcal  disease  seen  each  year  in 
a general  hospital  are  vastly  greater  than  is 
the  case.  He  also  states  that  many  physicians 
subscribe  to  a further  misconception,  which  is 
that  when  a serious  disease  caused  by  a peni- 
cillin-susceptible staphylococcus  is  treated  with 
penicillin  that  drug  speedily  become  valueless 
in  the  ease  beeause  the  staphylococcus  concerned 
beeomes  penieillin-resistant. 

McDermott’s  veiews  regarding  the  genesis 
of  drug-resistance  in  the  staphyloeoecus  do  not 
go  altogether  unehallenged.  Blair  (8)  states  that 
“there  is  little  doubt  that  staphyloeocci  can  ac- 
quire resistance  to  eertain  antibiotics  during 
antibiotic  therapy,”  and  he  and  Boundtree  (9) 
and  Thomson,  and  Wise  ( 10 ) , Crany,  and  Spink 
have  all  reported  the  conversion  of  staphylococci 
to  resistance  to  a variety  of  antibiotics  during 
the  eourse  of  therapy  with  the  respeetive  anti- 
biotics in  question.  And  any  doubt  as  to  the 
identity  of  the  resistant  strains  with  the  original 
antibiotic-susceptible  strains  was  removed  by  the 
demonstration  of  their  identical  lysis  patterns. 

However  Blair  (8)  points  out  that  the  emer- 
genee  of  antibiotie-resistant  strains  of  staphylo- 
cocci from  lesions  that  had  originally  yielded 
antibiotic-susceptible  staphylocoeei  is  not  neees- 
sarily  proof  that  the  original  strain  had  acquired 
resistance  during  therapy.  He  has  found  on 
several  occasions  that  during  the  course  of  anti- 
biotic therapy  the  original  susceptible  strain  was 
eliminated,  and  was  replaced  by  an  antibiotic- 
resistant  staphyloeoecus  of  an  entirely  different 
phage  type,  the  most  significant  point  being  that 
the  new  strain  was  of  a phage  type  w'hich  was 
identical  with  one  of  the  strains  of  the  reservoir 
of  antibiotic-resistant  staphylococci  established 
in  the  hospital.  Furthermore,  and  again  signifi- 
cantly, this  change  in  the  character  of  the 
staphylococcus  occurred  for  the  most  part  in 
patients  whose  lesions  had  undergoiu'  surgci)'. 
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Bryson  (11)  has  published  a study  in  which 
he  discusses  the  pros  and  cons  of  physiological 
adaptation  versus  genetic  variability  at  consider- 
able length,  and  he  is  of  the  opinion  that  our 
present  state  of  knowledge  is  incomplete  on  this 
subject.  However  he  draws  attention  to  the  fact 
that  in  producing  extremely  penicillin-resistant 
strains  of  staphylococci  in  in  vitro  experiments  it 
is  necessary  to  provide  the  organisms  either  with 
gradient  concentrations  of  penicillin,  or  with 
concentrations  of  penicillin  of  progressively  in- 
creased levels,  step  by  step,  an  important  part 
of  the  process  being  to  provide  sufficient  time 
intervals  to  allow  the  multiplication  of  the  most 
resistant  emergent  forms.  Under  these  circum- 
stances it  is  his  view  that  the  occurrence  of 
penicillin-resistant  strains  of  staphylococci  in 
hospital  patients  is  not  consistent  with  the  con- 
cept of  gradual  selective  changes  occurring  with- 
in the  patients,  and  consequently  in  patients 
receiving  large  doses  of  penicillin  an  exogenous 
source  of  resistant  strains  appears  more  probable 
than  an  endogenous. 

In  this  connection  it  is  my  impression  that 
not  enough  is  yet  known  about  the  behavior 
of  the  staphylococcus  in  the  body  tissues  to  give 
a definitive  answer  at  this  time  to  the  entire 
question  of  its  development  of  resistance  to 
antibiotics.  It  may  be  that  an  organism  which 
is  antibiotic-resistant  in  in  vitro  test  is  not  re- 
sistant in  vivo,  and  therefore  it  is  difficult  to 
determine  whether  the  defervescence  of  the  in- 
fection is  due  to  the  antibiotic  alone,  or  to  in- 
independently  increased  phagocytic  activity  of 
the  patient’s  tissues,  or  to  a new  lease  of  life 
on  the  patient’s  phagocytic  capabilities  due  to 
the  antibiotic  acting  as  an  adjuvant  just  enough 
to  tip  the  balance  in  favor  of  the  defensive 
mechanisms. 

If  there  is  some  difference  of  opinion  as  to 
the  manner  in  which  antibiotic-resistant  strains 
of  staphylococci  appear  in  this  or  that  patient 
there  certainly  appears  to  be  general  agreement 
among  clinicians  regarding  the  nature  of  the 
reservoirs  of  resistant  strains  of  staphylococci  in 
our  hospitals.  The  burden  of  their  observations 
can  perhaps  be  summed  up  by  quoting  three  of 
them.  Blair  (8)  has  said:  “With  the  gradual 
elimination  of  antibiotic-sensitive  strains  there 
is  set  up  in  the  hospital  a reservoir  composed 
of  resistant  strains  that  are  transferred  from 
person  to  person,  are  present  in  the  environ- 
ment, and  represent  an  ever-present  source  of 


cross-infection,”  while,  to  quote  Spink  (4),  “.  . . 
the  members  of  a hospital  staff  harbor  antibiotic- 
resistant  staphylococci  to  a considerable  de- 
gree,” and  “there  is  ample  evidence  that  the 
reservoir  of  antibiotic-resistant  staphylococci  re- 
sides on  the  mucous  membranes  and  skin  of 
hospital  personnel  and  in  the  immediate  environ- 
ment of  the  hospital  . . .”  Bryson  (II)  puts  it 
this  way:  “.  . . patients  in  the  surgical  wards  of 
hospitals  do  not  develop  their  own  penicillin- 
resistant  strains  by  mutation,  but  acquire  them 
as  secondary  infections  from  carriers,  predomi- 
nantly among  the  hospital  personnel.” 

The  statistics  offered  in  support  of  these  con- 
tentions are  impressive.  Spink,  (12)  referring 
to  an  epidemiological  study  conducted  at  the 
University  of  Minnesota  Hospitals  in  1954,  has 
stated  that  of  208  staff  members  in  the  surgical 
group,  thirty-two  per  cent  were  harboring  naso- 
pharyngeal pathogenic  staphylococci,  and  that 
of  these  forty-one  per  cent  were  strains  of  re- 
sistant to  more  than  1,000  units  of  penicillin 
per  ml. 

Chester  W.  Howe  (13)  has  described  how  a 
survey  of  patients  and  hospital  personnel  carried 
out  at  the  Massachusetts  Memorial  Hospitals  in 
1953  showed  that  ninety-nine  per  cent  were 
either  nasopharyngeal  or  skin  carriers  of  staphy- 
lococcus aureus,  seventy-five  per  cent  of  the 
strains  being  penicillin-resistant. 

Finland  and  Jones  (5)  have  reported  that  in 
their  spot  survey  of  the  wards  of  the  Boston  City 
Hospitals  in  January,  1956,  they  found  that 
eighteen  members  of  the  resident  house  staff, 
widely  distributed  among  the  various  services, 
were  suffering  from  large  furuncles  or  car- 
bucles;  nine  others  of  the  resident  staff  had  re- 
cently recovered  from  staphylococcal  infections; 
seven  nurses  were  off  duty  because  of  staphy- 
loccal  infections;  nine  other  nurses  had  recently 
been  treated  for  staphylococcal  skin  infections; 
eight  ward  attendants  were  suffering  from  sig- 
nificant skin  infections;  and  most  of  the  house 
physicians  and  surgeons  had  been  hospitalized 
part  of  the  time  on  account  of  similar  infections. 

Writer  after  writer  has  emphasized  the  naso- 
pharynx as  the  principal  site  of  the  carrier’s 
staphylococci,  but  not  every  individual  is,  or, 
apparently  can  be  a carrier.  The  reason  for  this 
is  not  clear.  To  quote  Miles  (2),  “The  nasal 
carrier  state  varies,  not  with  the  environment 
of  the  person,  but  with  the  person  himself. 
There  is  a marked  tendency  for  persons  to  be 
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either  persistent  carriers  or  persistently  free 
from  nasal  staphylococcus  aureus.”  While 
Knight  (6)  et  al.  in  agreement  with  this,  sug- 
gest that  the  essential  control  of  the  carrier  state 
resides  in  factors  present  in  the  animal  host, 
these  factors  being,  for  short  periods  at  least, 
relatively  independent  of  environmental  in- 
fluences. Their  observations  have  led  them  to 
the  conclusions  that  a small  percentage  of  the 
patients  constitute  a high  carrier  rate  group 
that  provides  the  majority  of  the  positive  cul- 
tures, are  usually  carriers  on  admission,  and  re- 
main so  throughout  hospitalization.  It  is  their 
concept  that  when  a nasal  carrier  shows  a change 
from  one  strain  of  staphylococcus  to  another 
it  represents  replacement  of  staphylococci  resid- 
ing on  mucous  membranes  with  others  from 
the  environment.  Spink  (4)  gives  an  account 
of  a series  of  ten  penicillin-resistant  staphylo- 
coccal infections  which  occurred  in  postoperative 
wounds  in  a newly-constructed  hospital  near 
Minneapolis  in  1953.  All  these  were  definitely 
traced  by  phage  typing  to  the  scrub  nurse  who 
was  a nasal  carrier. 

According  to  Blair  (8)  the  antibiotic-resistant 
staphylococcal  carrier-state  and  the  length  of 
stay  in  the  hospital  environment  are  directly 
proportional  to  each  other.  Barber  (14),  Hay- 
hoe  and  Whitehead  found  that  among  hospital 
nurses  less  than  twenty  per  cent  were  carriers 
of  penicillin-resistant  staphylococci  on  their  ar- 
rival at  the  hospital,  but  sixty-six  per  cent  of 
those  who  had  worked  there  for  three  months 
or  more  were  carriers.  Their  findings  among 
patients  were  essentially  similar,  except  for  the 
probably  significant  fact  that  it  took  the  pa- 
tients only  two  weeks  to  progress  from  a carrier 
rate  of  penicillin-resistant  staphylococci  of 
eighteen  per  cent  to  a rate  of  55.5  per  cent,  while 
in  a maternity  unit  the  carrier  rate  of  these  or- 
ganisms rose  from  ten  per  cent  on  admission 
to  fifty-eight  per  cent  in  only  ten  days. 

We  must  not  forget  to  consider  the  part  which 
the  patient  plays,  albeit  inadvertently,  in  pro- 
moting serious  staphylococcal  disease,  a part 
for  which  the  medical  profession  may  not  be 
altogether  without  guilt.  As  the  result  of  im- 
proved medical  care  in  general,  and  improved 
geriatric  care  in  particular,  very  many  aged 
debilitated  patients,  and  patients  suffering  from 
chronic  and  wasting  diseases,  illnesses  which 
would  almost  certainly  have  had  relatively 
speedy  fatal  terminations  a few  years  ago,  are 


commonly  being  kept  alive  nowadays  during 
prolonged  hospitalizations.  Such  patients  are  ob- 
viously very  poor  candidates  to  repel  the  at- 
tacks of  pathogenic  microbes.  They  are-  some 
of  the  ones  McDermott  ( 1 ) had  in  mind  when 
he  talked  of  patients  now  being  less  well- 
equipped  to  face  the  same  old  risks  as  in  years 
gone  by.  Others  enumerated  by  him  are  the 
insulin-treated  diabetics,  children  with  splenec- 
tomies, adults  with  gastrectomies  or  pulmonary 
resections,  and  patients  under  therapy  with  cor- 
ticosteroids. 

Mention  has  been  made  of  the  medical  pro- 
fession being  partly  to  blame.  I think  there 
can  be  little  question  that  this  is  so.  A good 
many  writers  have  stressed  the  fact  that  be- 
cause antibiotics  have  been  available  to  combat 
any  untoward  infectious  complications  that 
might  ensue,  many  of  us  have  enjoyed 
a false  sense  of  security,  and  carelessness  and 
inferior  sterile  techniques  have  been  tolerated 
in  our  hospitals  on  a seale  which  cannot  be  con- 
doned. Patients  have  been  and  still  are  often 
given  intravenous  cannulations  and  injections 
without  real  necessity,  and  under  conditions 
which  are  unsatisfactory.  Yet  again,  antibiotic 
therapy  is  commonly  resorted  to  on  a basis  of 
questionable  elinical  judgment,  and,  as  Spink  ( 4 ) 
says,  with  a choice  of  antibiotic  drug  that  is  not 
based  on  sound  bacteriological  reasoning.  All  too 
often,  in  my  experience,  it  is  resorted  to  on  a ba- 
sis of  “when-in-doubt-give-a-shot-of-penicillin.” 
It  has  in  large  numbers  of  cases  literally  amount- 
ed to  shooting  at  small  birds  with  heavy  ar- 
tillery, with  gunners  of  uncertain  aim.  Irrespon- 
sible therapy  of  this  sort  can  hardly  be  condemn- 
ed too  strongly.  Neither  can  the  widespread  pro- 
phylactic use  of  such  “broad  spectrum”  antibio- 
tics as  terramycin  and  aureomycin  which  seem,  in 
fact,  to  be  more  bacteriostatic  than  bacteriocidal. 
These  two  preparations  have  been  prescribed 
with  a prodigality  which  has  literally  turned 
them  into  everyday  household  remedies  in  many 
a home,  and  in  hospitals  their  routine  use  as 
pre-  and  postoperative  prophylactic  medications 
has  almost  certainly  as  Bearing  (15)  has  sug- 
gested, played  a major  role  in  the  elimination 
of  the  normal  intestinal  flora,  thus  leaving  a 
bacteriological  vacuum  which  pathogenic  strains 
of  antibiotic-resistant  staphylococci  luu'c  been 
quick  to  fill  from  their  reservoir  in  the  patient’s 
nasopharynx. 

Finland  and  Jones  (5)  draw  attention  to 
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another  unfortunate  therapeutic  aspect  of  the 
situation.  Their  point  is  that  impetuous  surgeons 
are  prone,  through  fear  of  antibiotic-resistant 
staphylococci,  to  rush  into  drastic  surgical  in- 
tervention in  cases  which  are  perhaps  not  pro- 
gressing as  swiftly  as  the  surgeon  would  like, 
whereas  if  they  persisted  with  conservative  in- 
telligently-administered antibiotic  treatment  the 
surgery  would  not  be  necessary.  This  ill-advised 
surgical  interference  has  resulted,  they  main- 
tain, in  many  instances  of  secondary  invasion  by 
resistant  organisms  which  have  sometimes  led 
to  fatal  terminations  of  the  cases.  On  the  other 
hand  medical  men  imperfectly  acquainted  or  in- 
sufficiently impressed  with  the  prevalence  of 
antibiotic-resistant  strains  of  staphylococci  not 
uncommonly  persist  to  an  extent  that  may  be 
dangerous  to  life,  in  continuing  unavailing  anti- 
biotic treatment  in  the  face  of  obvious  failure, 
when  a better  understanding  of  all  the  factors 
involved  would  point  out  the  perilous  useless- 
ness of  further  reliance  on  antibiotic  therapy  and 
indicate  the  need  for  recourse  to  surgery. 

Well  then,  having  delineated  the  problem, 
what  corrective  measures  ought  the  medical  pro- 
fession to  take?  At  this  point  in  the  discussion 
some  of  these  desirable  measures  will  be  ob- 
vious, others  less  so.  And  since  the  subject  is  a 
large  one  we  can  only  hope  to  outline  the  main 
points.  In  the  first  place  since  many  of  our  hos- 
pitals, especially  the  larger  ones,  have  apparently 
become  reservoirs  of  antibiotic-resistant  staphy- 
lococci as  the  result  of  their  taking  the  place  of 
susceptible  strains  that  had  been  eliminated  by 
the  widespread  use  of  penicillin  and  the  tetra- 
cyclines, it  would  seem  reasonable  to  suppose 
that  the  status  quo  ante  might  well  be  rein- 
stated, over  a period  of  time,  if  the  use  of  these 
drugs  were  to  be  drastically  curtailed,  and  other 
antibiotics  to  which  the  staphylococci  were  not 
yet  resistant  used  in  their  stead. 

Secondly,  antibiotic  therapy  of  any  kind  should 
be  resorted  to  only  when  sound  clinical  judg- 
ment calls  for  it,  and  when  the  choice  of  anti- 
biotic is  clearly  indicated  on  bacteriological 
grounds.  Above  all,  antibiotics  ought  not  to  be 
used  promiscuously  for  the  treatment  of  minor 
illnesses,  and  the  use  of  the  “broad  spectrum” 
antibiotics  as  prophylactics  should  be  discon- 
tinued. 

Thirdly,  consideration  might  well  be  given  by 
hospital  authorities  to  the  advisability  of  using 
antibiotic  drugs  on  a rotational  basis,  allowing 


a period  of,  say,  six  months  to  each,  this  rule 
to  be  deviated  from  only  under  conditions  of 
genuine  emergency.  Such  a ruling  would  en- 
counter obvious  difficulties  in  civilian  hospitals, 
but  ought  to  be  relatively  simple  to  enforce  in 
military  hospitals  where  both  authority  and  re- 
sponsibility are  vested  in  the  commanding  of- 
ficers. 

Next,  with  reference  to  the  patient,  one  or 
two  points  would  seem  to  be  self-evident.  At 
least  for  the  present,  and  until  the  situation  has 
been  corrected,  prudence  would  indicate  that 
debilitated  patients,  and  those  with  chronic  or 
wasting  diseases  should  be  treated  in  their  homes 
whenever  practicable.  If  circumstances  dictate 
that  such  a patient  must  be  admitted  to  a hos- 
pital he  should  be  treated  in  strict  isolation. 
Similarity,  obviously,  patients  with  known 
staphylococcal  infections  should  be  isolated,  es- 
pecially those  with  open  or  exuding  wounds, 
and  those  with  staphylococcal  respiratory  in- 
fections. If  this  is  not  practicable  they  should 
at  least  be  removed  from  surgical  wards.  It 
would  be  preferable,  for  instance,  to  treat  such 
cases  on  medical  wards,  provided  they  were  not 
in  proximity  to  old  or  debilitated  patients,  and 
provided  further  that  vigorous  attention  was  paid 
to  antiseptic  and  aseptic  techniques  in  the 
changing  of  dressings.  It  will  be  readily  appreci- 
ated that  the  immediate  environment  of  such 
patients  is  frequently  heavily  contaminated  with 
staphylococci,  and  hence  bed  clothing,  etc.,  must 
be  removed  from  them  with  the  minimum  of 
disturbance,  while  the  dust  in  rooms  and  wards 
should  be  suppressed  by  daily  oilings. 

The  over-riding  importance  of  rigid  adherence 
to  aseptic  techniques  cannot  be  sufficiently  em- 
phasized as  they  apply  to  the  administration  of 
intravenous  infusions  and  injections,  and  all  such 
measures  involving  breaks  in  the  skin  should  be 
kept  to  an  absolute  minimum.  The  routine  use 
of  masks  and  gloves  by  doctors  and  nurses  while 
changing  septic  dressings  in  the  wards  would 
be  a sensible  precaution  to  prevent  their  becom- 
ing heavy  carriers  of  pathogenic  staphylococci. 
Indeed  it  would  be  preferable  not  to  change 
dressings  in  the  wards  at  all,  but  to  change 
them  in  a special  dressing-room  with  an  oiled 
floor. 

In  the  operating  room  the  watch-word  should 
once  again  be  aseptic  technique.  Double  mask- 
ing and  the  changing  of  masks  every  two  hours 
during  long  operations  have  been  recommended 


Vol  15,  No.  1 


Arizona  Medicine 


17 


by  Chester  W.  Howe  (13),  in  addition  to  early 
eontrol  of  serious  wound  infeetions  by  drainage, 
debridement,  and  surgieal  elosure  whenever  pos- 
sible. Routine  bacteriologieal  investigations  of 
operating  room  staffs  to  reveal  possible  nasal 
carriers  of  pathogenic  staphylococci  is  an  ob- 
vious precaution.  This  entire  subject  has  been 
covered  in  detail  by  Joan  Stokes  in  her  book 
“Clinical  Bacteriology,”  and  the  interested 
clinician  could  hardly  do  better  than  conult  this 
admirable  work. 

But  it  is  only  by  painstaking  and  unremitting 
efforts  to  control  each  and  every  avenue  of 
spread  of  the  staphylococcus  that  we  can  hope 
to  substantially  reduce  infection  acquired  in  the 
hospital.  To  quote  E.  T.  Bynoe,  of  Canada’s 
Department  of  National  Health  and  Welfare, 
“It  requires  the  concerted  interest  and  action 
of  all  hospital  personnel  — surgical,  medical, 
nursing,  and  housekeeping  staffs.  This  is  the  plea 
we  are  making  today,  and  the  approach  we  are 
stressing  is  a return  to  and  an  improvement 
upon  Listerian  principles  of  aseptic  and  anti- 
septic techniques  in  our  hospitals.” 
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THE  TENTH  ANNIVERSARY  OF  THE  CIVILIAN  BLOOD 
PROGRAM  OF  THE  AMERICAN  RED  CROSS 


By  Hugh  H.  Smith,  M.D.,  Director 
Southern  Arizona  Regional  Blood  Program 
Tucson,  Arizona 


INTRODUCTION: 

T 

1 HE  first  Red  Cross  Blood  Transfusion 
Service  was  started  in  London,  England  in 
1921  ( 1 ) . Interest  in  the  development  of  blood 
collecting  programs  continued  and  in  1936  the 
Board  of  Governors  of  the  League  of  Red  Cross 
Societies,  in  Geneva,  urged  national  societies  to 
undertake  such  programs  as  a valuable  form  of 
public  service. 

The  use  of  blood  transfusions  before  World 
War  II  was  not  great.  It  has  been  established 
that  between  1930  and  1935  there  was  a ratio 
of  about  one  transfusion  to  150  to  200  hospital 
admissions  in  the  United  States  (2).  At  Cook 
County  Hospital  in  Chicago  Dr.  Bernard  Fantus 
and  a small  group  of  colleagues  established  a 
Blood  Preservation  Laboratory  in  1937  (3). 
Almost  immediately  Dr.  Fantus  coined  a new 
and  more  convenient  term  for  his  laboratory, 
namely  “Blood  Bank.”  In  his  view,  the  word 
“Bank”  signified  the  saving  of  blood  in  a place 
from  which  it  could  be  obtained  whenever 
needed. 

Later  on  in  the  same  year,  the  Red  Cross 
Chapter  in  Augusta,  Georgia  started  operating 
the  first  American  Red  Cross  blood  donor  serv- 
ice. Other  chapters  followed  suit  and  within 
fifteen  months  there  were  a dozen  such  blood 
donor  activities  set  up  under  Red  Cross  aus- 
pices in  the  United  States  (4). 

It  was  not  until  World  War  II  that  blood 
really  came  into  its  own  as  a therapeutic  agent. 
In  February,  1941,  at  the  request  of  the  Federal 
Government,  The  American  Red  Cross  Blood 
Donor  Service  was  inaugurated  on  a national 
basis.  During  the  war  years  a total  of  13,326,242 
pints  of  blood  were  collected  under  this  pro- 
gram in  urban  centers  and  by  mobile  units 
visiting  smaller  communities.  The  greater  part 
of  the  blood  collected  was  processed  into  dried 
plasma  or  serum  albumin  for  overseas  use;  some 
was  used  in  the  military  hospitals  at  home  as 
whole  blood  or  liquid  plasma  and  some  387,462 
pints  of  group  O whole  blood  were  flown  to 
bases  overseas  (5). 


After  the  war,  when  thousands  of  physicians 
began  returning  from  the  armed  forces  to  their 
practices,  a demand  arose  that  blood  be  made 
available  for  their  civilian  patients.  In  response 
to  this  demand,  Red  Cross  chapters  across  the 
country  developed  several  different  kinds  of 
blood  programs.  Between  1945  and  1947  well 
over  a hundred  “permissive  programs”  were 
launched.  These  programs  functioned  indepen- 
dently of  each  other  and  their  development  did 
not  result  in  a uniform  or  cohesive  system. 
Accordingly,  officials  of  the  National  Red  Cross 
after  consultations  with  the  United  States  Public 
Health  Service,  The  Ameriean  Medical  Associa- 
tion, The  American  Hospital  Association  and 
other  interested  organizations  decided  to  create 
a civilian  blood  program  on  a national  basis. 
Therefore,  in  areas  where  blood  requirements 
were  not  already  being  adequately  met,  the 
Red  Cross  Chapters  were  authorized  to  co-oper- 
ate with  state  and  local  medical  societies,  health 
departments,  hospitals  and  other  qualified  agen- 
cies in  the  procurement  of  blood  for  civilian 
use. 

The  first  of  the  new  regional  centers  under 
this  national  program  began  operating  in  Ro- 
chester, New  York  in  January,  1948.  The  growth 
of  the  program  has  proceeded  rather  steadily. 
In  some  instances  the  regional  programs  cover 
almost  a whole  state.  In  other  areas  the  program 
covers  all  or  part  of  only  one  urban  center. 
When  the  Korean  emergency  arose  in  1950  there 
were  37  regional  centers  in  operation.  To  meet 
national  defense  needs  blood  collections  had  to 
be  greatly  increased.  During  the  five  years 
that  this  emergency  endured  with  the  aid  of 
fifteen  special  collecting  stations  and  more  than 
120  mobile  units,  a total  of  6,707,940  pints  of 
blood  were  obtained  for  use  by  the  Armed 
Forces,  as  dried  plasma,  albumin  or  whole 
blood.  Of  this  amount,  co-operating  non-Red 
Cross  blood  banks  supplied  960,920  pints. 

Under  its  established  policy,  Red  Cross  pro- 
ceeds with  the  organization  of  a new  regional 
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center  only  upon  the  request  of  the  loeal  ehap- 
ters  eoneerned.  The  application  must  be  ap- 
proved by  the  Medical  Society,  the  loeal  hos- 
pital assoeiation  and  the  health  department  of 
eaeh  community  to  be  ineluded  in  the  region. 
As  of  the  present,  there  are  51  sueh  regional 
eenters  serving  communities  in  40  states  and 
the  Distriet  of  Columbia. 

To  administer  this  program,  a headquarters 
office  in  Washington  and  four  area  offices  eaeh 
have  a small  supervisory  staff  eonsisting  of 
physieians,  nurses,  administrative  and  technieal 
experts.  Researeh  and  statistieal  serviees  are  een- 
tered  in  the  National  Headquarters.  Standards 
for  the  whole  program  are  set  by  the  Director, 
who  is  advised  by  a Committee  on  Medical 
Policies  and  Procedures.  This  group  is  made 
up  of  outstanding  professional  and  technieal 
eonsultants. 

The  area  offiees  are  charged  with  the  im- 
mediate supervision  of  the  regional  centers  to 
insure  safe  medieal  and  technieal  standards. 
Thus  through  the  co-ordinating  functions  of  the 
national  and  area  offices  is  created  a network 
of  regional  eenters  over  the  country  forming  a 
closely  knitted  organization  operating  under  a 
unified  supervisory  staff. 

BLOOD  USAGE  IN  U.S.A.: 

A reeent  survey  of  American  hospitals  by  a 
committee  of  the  Joint  Blood  Couneil  (6)  pro- 
vides the  following  estimated  figures  for  blood 
usage  in  the  U.S.A.  during  the  year  1956: 

4,585,000  pints  of  blood  used 

1,399,500  patients  reeeived  blood 

2.3  pints  administered  per  person  ( average 
figure ) 

It  appears  from  the  figures  colleeted  in  this 
same  survey  that  the  regional  centers  maintained 
by  the  Ameriean  Red  Cross  provided  38  per 
cent  of  all  the  blood  used;  hospitals  that  ob- 
tained blood  from  voluntary,  unpaid  donors 
provided  36  per  eent;  eommereial  blood  banks, 
'll  per  eent;  non-hospital  community  blood 
banks,  9.5  per  cent;  hospitals  that  furnish  blood 
to  other  hospitals,  4 per  eent;  and  direetly 
paid  donors,  2 per  eent. 

In  Arizona  the  estimated  blood  usage  for 
transfusions  in  1956  was  34,800  pints,  of  whieh 
the  Red  Cross  program  in  the  seven  southern 
eounties  provided  12,539. 


RED  CROSS  BLOOD  PROGRAM  IN 
ARIZONA: 

In  May,  1948  the  blood  eollecting  program 
of  the  Southern  Arizona  region  was  activated. 
This  program  is  a eo-operative  aetivity  of  the 
medieal  soeieties,  hospitals  and  the  nine  Red 
Cross  Chapters  in  the  following  seven  eounties 
of  southern  Arizona:  Pinal,  Gila,  Graham,  Green- 
lee, Coehise,  Pima  and  Santa  Cruz.  The  Center 
for  the  Program  is  established  in  Tucson  at  the 
headquarters  of  the  largest  Red  Cross  Chapter 
of  the  region.  A mobile  unit  makes  a round  of 
the  other  communities  of  the  region  on  a regular 
sehedule  to  draw  blood  from  donors  reeruited 
by  the  local  Red  Cross  chapters.  The  military 
establishments  at  Davis-Monthan  and  at  Fort 
Huaehuca  have  been  particularly  responsive  to 
the  appeals  for  blood.  The  population  of  the 
region,  according  to  the  estimates  at  the  present 
time,  is  approximately  398,530. 

The  organization,  methods  and  standards  in 
use  at  the  Southern  Arizona  program  are  strietly 
in  aceord  with  those  evolved  in  the  Ameriean 
Red  Cross  National  Blood  Program.  Eaeh  re- 
gional center  is  inspected  periodically  by  the 
professional  and  teehnieal  offieers  of  the  national 
and  area  offices.  The  Red  Cross  is  licensed  by 
the  National  Institutes  of  Health  to  collect 
and  distribute  blood  products  for  human  use. 
The  maintenance  of  this  NIH  license  depends 
upon  the  results  of  regular  inspeetions  by  the 
representatives  of  NIH. 

RECRUITMENT  OF  DONORS: 

The  most  important  part  of  any  blood  program 
is  obtaining  an  adequate  number  of  carefully 
selected  volunteer  donors  to  provide  the  re- 
quired types  of  blood  in  amounts  suffieient  to 
meet  the  demand.  In  the  Red  Cross  system 
this  responsibility  rests  on  the  ehapters  par- 
ticipating in  the  regional  program.  Eaeh  ehap- 
ter  appoints  its  own  Blood  Program  and  Blood 
Reeruitment  Committees,  who  co-operate  elosely 
with  the  staff  of  the  regional  eenter.  An  effort 
is  made  to  present  the  appeal  for  donors  to 
the  eommunity  as  a whole  and  to  all  its  various 
eomponent  parts.  When  the  matter  is  presented 
on  a suffieiently  personal  basis  the  response  is 
generally  good,  as  shown  by  the  number  of  those 
belonging  to  the  “gallon  club.” 

Donors  must  be  between  the  ages  of  18  and 
60  years.  A eareful  history  is  taken  with  special 
emphasis  on  previous  attacks  of  jaundice  or 
exposure  to  eases  of  infectious  hepatitis.  A phy- 
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sician  is  on  hand  at  all  blood  drawings  to  pass 
judgment  on  any  dubious  individuals  and  to 
judge  the  physical  fitness  of  all  prospective 
donors  to  give  their  blood. 

BLOOD  COLLECTION: 

All  blood  procured  in  this  program  is  volun- 
tarily given  by  the  donor  and  to  the  recipient. 
Blood  drawings  are  scheduled  either  at  the 
Tucson  Center  or  by  the  mobile  unit  in  the 
Tucson  area  and  all  other  communities  of  the 
region. 

All  blood  collected  is  processed  and  stored 
at  the  Tucson  Center  ready  for  distribution  to 
hospitals  and  to  clinics  upon  requisition. 

Frequently,  directed  blood  donations  are  col- 
lected from  residents  of  the  region  for  credit 
to  relatives  or  friends  hospitalized  elsewhere  in 
the  country.  Also,  blood  is  supplied  for  use  in 
the  treatment  of  residents  of  the  area  covered 
by  the  program  when  they  are  hospitalized  out- 
side the  region,  if  arrangements  can  be  made 
with  the  blood  center  or  blood  bank  concerned. 

At  present,  blood  is  also  being  collected  for 
the  Federal  Civil  Defense  Administration  to  be 
used  for  the  preparation  of  a national  reserve  of 
serum  albumin.  The  quota  of  blood  for  this 
purpose  from  the  Southern  Arizona  Region  is 
1620  pints  for  delivery  during  the  period  of 
Nov.  1,  1956  and  Dec.  31,  1957.  Up  to  date, 
1,989  pints  have  already  been  sent. 

BLOOD  DISTRIBUTION: 

Blood  is  dispatched  to  each  of  the  27  partici- 
pating hospitals  in  the  region  and  to  medical 
clinics  upon  requisition  to  meet  estimated  needs. 
Telephone  service  is  provided  24  hours  daily 
and  every  effort  is  made  to  fill  emergency  re- 
quirements as  rapidly  as  possible. 

Unused  blood  is  returned  to  the  Center  for 
redistribution,  or,  if  outdated,  for  plasma  frac- 
tionation. The  sterile  pooled  plasma  is  shipped 
to  selected  commercial  laboratories  with  ade- 
quate facilities  for  producing  valuable  blood 
products.  Experience  at  this  Center  has  shown 
that  approximately  9%  of  the  blood  collected  is 
eventually  used  to  obtain  plasma  fractions.  The 
present  arrangements  are  that  the  allocation  of 
serum  albumin  to  each  regional  center  is  based 
upon  the  aetual  amount  of  plasma  sent  in  for 
fractionation.  This  limits  the  issue  of  this  valu- 
able product  to  the  maintenance  of  small  stocks 
in  hospital  pharmacies  for  use  in  surgical  shock 
and  burn  cases.  Albumin  for  the  treatment  of 


medical  cases  is  issued,  when  available,  upon 
application  by  physicians  to  the  Director  of  the 
Blood  Center.  2,149  units  of  100  cc.  each  of 
serum  albumin  have  been  distributed  without 
charge  to  patients  since  January  1953. 

The  supply  of  Red  Cross  gamma  globulin  is 
now  allocated  as  follows:  40%  to  the  health  de- 
partments of  the  states  and  territories  for  issue 
to  physicians  for  use  largely  for  prevention  or 
modifying  measles  and  viral  hepatitis;  40%  to 
the  51  Red  Cross  regional  blood  centers  for  dis- 
tribution to  the  physicians  practicing  in  each 
region;  and  20%  of  the  gamma  globulin  is  re- 
served for  research  purposes.  This  research  is 
directed  toward  establishing  the  efficacy  of 
gamma  globulin  in  diseases  where  it  is  now  be- 
ing tried  and  in  the  investigation  of  new  uses. 
8,130  cc.  of  gamma  globulin  have  been  made 
available  to  physicians  in  Southern  Arizona  dur- 
ing the  past  three  years. 

Since  1954  purified  preparations  of  fibrinogen, 
made  from  plasma,  have  been  made  available 
chiefly  for  use  on  an  experimental  basis  in  cer- 
tain hemorrhagic  conditions,  principally  in  cases 
of  post  partum  hemorrhage.  Supplies  of  this 
blood  derivative  are  quite  limited.  It  is  not  yet 
established  whether  serum  hepatitis  results  from 
its  use,  so  physicians  who  obtain  this  product 
are  requested  to  be  on  guard  for  the  develop- 
ment of  delayed  jaundice  in  the  recipient.  Thus 
far,  71  ampoules  of  fibrinogen  have  been  issued 
in  the  region  since  1954. 

BLOOD  COLLECTION  RECORD  OF  SOUTHERN 
ARIZONA  CENTER: 


Total  Pints  Of  For  Use  In 

Year  Blood  Collected  For  Defense  So.  Ariz.  Region 


1948 

4,608 

4,608 

1949 

8,050 

8,050 

1950 

10,244 

1,407 

8,837 

1951 

18,541 

8,580 

9,961 

1952 

27,588 

15,993 

11,575 

1953 

21,751 

10,059 

11,692 

1954 

17,898 

4,955 

12,943 

1955 

13,304 

549 

12,755 

1958 

15,443 

333 

15,110 

1957 

*14,110 

*1,638 

*12,472 

Totals 

151,517 

43,514 

108,003 

*Through  Oct.  31st 

RECIPROCITY: 

As  the  number  of  blood  transfusions  increased. 

problems 

soon  arose 

with  people  who  wanted  to 

donate  blood  for  their  families 

or  friends  hospi- 

talized  in 

distant  parts  of  the  country.  Early  ef- 

forts  were  made  to  meet  this  situation  by  infor- 

mal  arrangements 

between 

individual  blood 
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centers.  After  some  years  of  unsatisfactory  ex- 
perience, a formal  reciprocity  system  was  set  up 
by  the  Red  Cross  with  the  central  exchange  lo- 
cated at  National  Headquarters. 

Through  the  American  Association  of  Blood 
Banks,  a large  number  of  non-Red  Cross  blood 
procurement  facilities  have  also  organized  an  ef- 
fective system  of  exchanging  blood  that  provides 
coverage  over  many  communities  of  the  nation. 

Although  there  have  been  difficulties  due  to 
differences  in  administrative  and  financial  ar- 
rangements, considerable  progress  has  been 
made  in  working  out  methods  of  exchanging 
blood  regularly  between  the  Red  Cross  and  the 
American  Association  of  Blood  Banks.  Through 
these  two  national  systems  it  should  soon  be 
possible  for  a patient  hospitalized  anywhere  in 
the  country  to  receive  credits  for  blood  donated 
for  him  in  the  region  of  his  residence,  or  for  per- 
sons in  one  area  to  give  directed  donations  for 
the  use  of  specified  individuals  living  in  other 
parts  of  the  U.S.A.  and  Canada. 

FINANCES: 

The  Red  Cross  Blood  Program  is  a service  de- 
signed to  help  provide  blood  and  blood  deriva- 
tives, without  charge  for  the  products,  to  the 
people  who  need  them.  The  program  has  a dual 
objective:  (1)  Making  blood  and  blood  deriva- 
tives available  to  physicians  to  help  safeguard 
the  health  of  the  community,  and  (2)  Meeting 
large-scale  needs  for  blood  occasioned  by  dis- 
aster or  national  emergency. 

During  the  early  years  of  the  program,  the 
National  Red  Cross  bore  the  major  portion  of 
the  cost.  Since  all  parts  of  the  country  were  not 
covered  by  the  regional  centers,  it  soon  became 
apparent  that  the  local  Red  Cross  chapters  par- 
ticipating in  the  program  must  bear  a larger 
share  of  the  expense.  This  arrangement  tended 
to  work  a hardship  on  the  chapters  in  some 
communities  and  other  methods  of  sharing  the 
financial  load  were  investigated.  In  1954  the 
Board  of  Covernors  of  Red  Cross  authorized 
regional  centers  to  negotiate  with  the  hospitals 
being  supplied  with  blood  by  the  program  for 
arrangements  by  which  they  might  share  a 
part  of  the  expenses  for  supplies  required  for  the 
collection  of  blood  and  the  cost  of  distributing 
the  blood  to  the  hospitals.  Under  this  Hospital 
Participation  Plan  the  agreed  charge  per  unit 
of  blood  used  may  be  passed  on  to  the  recipient 
of  the  blood,  but  no  charge  can  be  made  for  the 


blood  itself.  In  1956  this  plan  was  modified  to 
include  “a  part  of  the  operational  cost  incurred 
in  the  collection,  processing  and  distribution 
of  the  blood.”  During  the  current  year  the  cost 
per  pint  of  blood  borne  by  the  hospitals  is 
$4.95.  Of  course,  the  hospitals  also  make  a 
charge  for  laboratory  work  in  cross  matching  and 
for  administering  the  blood. 

For  the  fiscal  year  1957-58,  the  budget  set 
up  for  the  operation  of  the  Southern  Arizona 
Regional  Blood  Program  calls  for  a total  of 
$110,100.  The  sources  of  these  funds  are: 

American  National  Red  Cross  ..$23,938.00 

Local  Red  Cross  Chapters  26,781.25 

Hospital  Participation  Plan  59,380.75 

Total  $110,100.00 

RESEARCH: 

One  of  the  most  important  aspects  of  the  Red 
Cross  Blood  Program  has  been  the  stimulation 
of  research.  Investigations  are  going  foixvard 
along  three  main  lines: 

1.  Statistical  — The  large  number  of  donors 
and  their  wide  geographical  distribution  affords 
excellent  opportunities  for  such  studies  as  racial 
and  regional  differences  in  blood  groups  and 
hemoglobin  levels.  Studies  on  blood  usage  are 
also  proving  of  value. 

2.  Techniques  and  equipment  — Standard 
vacuum  bottles,  disposable  donor  sets,  one-time 
use  finger  lancets,  rapid-acting  high-titer  group- 
ing and  typing  sera,  light  insulated  chests  for 
shipment  of  blood  under  refrigeration  have  been 
developed  and  standardized  by  collaboration 
between  the  Red  Cross  Blood  Program  staff 
and  various  manufacturers. 

3.  Plasma  fractions  — From  outdated  blood, 
plasma  is  separated  and  sent  off  to  selected 
laboratories  for  fractionation.  Proportionate 
amounts  of  gamma  globulin,  serum  albumin  and 
fibrinogen  are  returned  for  distribution  to  hos- 
pitals and  physicians  of  the  region  for  estab- 
lished therapeutic  uses  and  for  experimental 
clinical  trials. 

After  separation  of  these  well  known  frac- 
tions, about  35  ]3er  cent  of  the  plasma  proteins 
remain.  A number  of  other  derivatives  from  this 
residue  are  being  tested  by  over  200  research 
groups  both  in  this  country  and  abroad  to  seek 
other  useful  therapeutic  products. 

SUMMARY: 

During  the  ten  years  of  its  existence  the  Na- 
tional Red  Cross  Blood  Program  has  come  of 
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age,  having  demonstrated  its  usefulness  both 
in  peace  and  war.  The  country-wide  network 
of  regional  centers,  now  numbering  51  in  40 
states  and  the  District  of  Columbia,  provides 
approximately  38  per  cent  of  the  blood  used  in 
the  United  States  by  physicians  for  transfusions. 
The  large  scale  operation  of  the  Red  Cross 
program  provides  excellent  facilities  for  research 
on  new  blood  fractions,  for  the  development  of 
techniques  for  improving  equipment  and  for 
statistical  studies  on  problems  related  to  the  use 
of  blood  in  hospitals.  The  Red  Cross  program 
assures  the  facilities  and  trained  personnel  to 
implement  immediately  the  blood  collections 
that  would  be  required  in  the  event  of  another 
national  emergency. 

The  appeal  to  citizens  of  all  kinds  throughout 
the  community  to  give  their  blood  as  a service 


to  their  fellow  man  has  met  with  good  response 
as  evidenced  by  the  collection  of  over  two 
million  pints  of  blood  in  the  Red  Cross  program 
during  1956. 
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I OW  THAT  THE  HOLIDAYS  ARE  OVER,  THE  SERIOUS  BUSINESS  OF  LEGISLATION 
MUST  BE  TACKLED.  FOLLOWING  THE  DIRECTION  OF  THE  HOUSE  OF  DELE- 
GATES, YOUR  EXECUTIVE  SECRETARY,  DR.  SAMUEL  WICK  OF  ARIZONA  STATE 
HOSPITAL  AND  MR.  EDWARD  JACOBSEN,  LEGAL  COUNSEL  FOR  ARIZONA  MED- 
ICAL ASSOCIATION,  WERE  TOLD  BY  THE  LEGISLATIVE  COMMITTEE  TO  DRAW 
UP  A MENTAL  HEALTH  BILL  SATISFACTORY  TO  DOCTORS,  LAWYERS,  JUDGES, 
ETC.  THIS  WAS  DONE.  IT  WAS  PRESENTED  TO  COUNCIL  ON  NOV.  24  AND  AP- 
PROVED. 

BY  THE  TIME  THIS  IS  PUBLISHED,  THIS  BILL  WILL  HAVE  BEEN  INTRODUCED 
IN  THE  LEGISLATURE.  THIS  IS  AN  EXAMPLE  OF  YOUR  ASSOCIATION  IN  AC- 
TION. THE  COMMITTEE  RESPONSIBLE  MEETS,  TAKES  ACTION,  THE  COUNCIL 
APPROVES  OR  DISAPPROVES,  AND  THE  SOCIETY  GETS  BEHIND  THE  EFFORT.  WE 
TRY  TO  BACK  BILLS  WHICH  ARE  FOR  THE  PUBLIC  GOOD.  THERE  IS  NOTHING 
WRITTEN  INTO  THIS  BILL  THAT  SETS  UP  THE  QUALIFICATIONS  OF  THE  SUPER- 
INTENDENT OF  THE  STATE  HOSPITAL.  THOSE  QUALIFICATIONS  ARE  IN  AN- 
OTHER SECTION  OF  THE  CODE.  THE  RIGHTS  OF  THE  PATIENT  FOR  RELEASE 
ARE  SPELLED  OUT  IN  PLAIN,  UNDERSTANDABLE  LANGUAGE.  HIS  RIGHTS  FOR 
PRIVATE  OR  PUBLIC  HEARING  ARE  SPELLED  OUT.  AT  NO  POINT  IN  THE  BILL 
IS  THE  PATIENT  REFERRED  TO  AS  INSANE,  ONLY  MENTALLY  ILL. 

I ASK  THAT  EACH  AND  EVERY  ONE  OF  YOU  PERSONALLY  AND  COLLECTIVELY 
AS  COUNTY  SOCIETIES  CONTACT  YOUR  LEGISLATORS  URGING  PASSAGE  OF  THE 
MENTAL  HEALTH  BILL. 

SEVERAL  OTHER  BILLS  OF  MEDICAL  INTEREST  ARE  RUMORED  TO  BE  IN  THE 
PROCESS  OF  PREPARATION  FOR  INTRODUCTION,  AMONG  THESE  IS  THE  RAW 
MILK  BILL  OF  1957.  YOU  WILL  HEAR  ABOUT  THESE  IF  AND  WHEN  THEY  ARE 
INTRODUCED. 

YOUR  LEGISLATIVE  COMMITTEE  IS  VERY  ACTIVE  AND  WILL  LET  YOU  KNOW 
OF  THE  MERITS  OF  THESE  BILLS. 

AGAIN  I ASK  THAT  EACH  OF  YOU  GET  TO  KNOW  YOUR  LEGISLATOR.  IN  THAT 
WAY,  HE  WILL  LISTEN  WHEN  YOU  TALK  TO  HIM  REGARDING  A BILL  IN  PRO- 
CESS OF  PASSAGE. 

C.  C.  CRAIG,  M.D.,  PRESIDENT 
ARIZONA  MEDICAL  ASSOCIATION.  INC. 
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January  23  through  25,  1958 

Tucson  Inn 
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Missouri. 
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Ross  Golden,  M.D.,  Diagnostic  Radiologist,  University  of  California,  Medical  Center,  Los  An- 
geles 24,  California. 
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Arthur  Purdy  Stout,  M.D.,  Pathologist,  Columbia  University,  College  of  Physicians  and  Sur- 
geons, Institute  of  Cancer  Research,  630  West  168th  Street,  New  York  32,  New  York. 

E.  Dale  Trout,  Ph.D.,  Physicist,  General  Electric  Company,  4855  Electric  Avenue,  Milwau- 
kee 1,  Wisconsin. 

MODERATORS 

Kenneth  G.  Baker,  M.D.,  Tucson 
Edward  H.  Bregman,  M.D.,  Phoenix 
Louis  G.  Jekel,  M.D.,  Phoenix 
Robert  B.  Leonard,  M.D.,  Phoenix 
Frederick  J.  Lesemann,  Jr.,  M.D.,  Tucson 
Darwin  W.  Neubauer,  M.D.,  Tucson 
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Arthur  J.  Present,  M.D.,  Tucson 
SESSION  TOPICS 
Skin  Tumors 

Tumors  of  the  Head  and  Neck 
Abdominal  Tumors 
Pelvic  Tumors 

End  Results  and  Complications  of 
Irriadiation  Therapy 
Daily  Roundtable  Discussions  — Price  of 
Luncheons  included  in  the  Registration  Fee 
REGISTRATION  FEE  - $15.00 
( Academy  of  General  Practice  — 

Category  One,  Credit,  7 Hours ) 
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CONTRIBUTORS 

The  Editor  sincerely  solicits  contributions  of  scientific 
articles  for  publication  in  ARIZONA  MEDICINE.  All  such 
contributions  are  greatly  appreciated.  All  will  be  given  equal 
consideration. 

Certain  general  rules  must  be  followed,  however,  and  the 
Editor  therefore  respectfully  submits  the  following  suggestions 
to  authors  and  contributors: 

1.  Follow  the  general  rules  of  good  English,  especially  with 
regard  to  construction,  diction,  spelling,  and  punctuation. 

2.  Be  guided  by  the  general  rules  of  medical  writing  as 
followed  by  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION. 

3.  Be  brief,  even  while  being  thorough  and  complete.  Avoid 
unnecessary  words.  Try  to  limit  the  article  to  1500  words. 

4.  Read  and  re-read  the  manuscript  several  times  to  cor- 
rect it,  especially  for  spelling  and  punctuation. 

5.  Manuscripts  should  be  typewritten,  double  spaced,  and 
the  original  and  a carhon  copy  submitted. 

6.  Articles  for  publication  should  have  heen  read  before 
a controversial  body,  e.g.,  a hospital  staff  meeting,  or  a 
county  medical  society  meeting. 

7.  Exclusive  Publication— Articles  are  accepted  for  publi- 
cation on  condition  that  they  are  contributed  solely  to  this 
Journal.  Ordinarily  contributors  will  be  notifed  within  60 
days  if  a manuscript  is  accepted  for  publication.  Every  effort 
will  be  made  to  return  unused  manuscripts. 

8.  Illustrations  — Ordinarily  publication  of  2 or  3 illustra- 
tions accompanying  an  article  will  be  paid  for  by  Arizona 
Medicine.  Any  number  beyond  this  will  have  to  be  paid  for 
by  the  author. 

9.  Reprints  — Reprints  must  be  paid  for  by  the  author 
at  established  standard  rates. 

The  Editor  is  always  ready,  willing,  and  happy  to  help 
in  any  way  possible. 


(The  Opinions  expressed  in  original  contributions  do  not  neces- 
sarily express  the  opinion  of  the  Editorial  Board.) 


COUNCIL  MEETING 

Council  membership  — Resignation  of  G. 
Robert  Barfoot,  M.D.  as  central  district  coun- 
cilor, and  appointment  by  the  council  of  Don- 
ald Poison,  M.D.  to  fill  this  office  until  the  next 
election. 

Board  and  committee  appointments  — Altera- 
tions in  this  schedule  are  as  listed  in  this  issue 
of  the  Journal. 

Council  recommended  five  candidates  to  the 
governor  to  replace  Elvie  B.  Jolley,  M.D.  on  the 
state  board  of  health  membership.  Dr.  Jolley’s 
term  expires  Feb.  1,  1958. 

Audit  of  the  association’s  books  and  accounts 
of  the  treasurer  for  the  fiscal  year  April  1,  1956  to 
March  31,  1957  by  R.  C.  Condit,  CPA,  reported. 
Accepted. 

Council  voted  the  establishment  of  the  prece- 
dent to  award  retiring  and  past  presidents  of 
the  Arizona  Medical  Association  an  appreciation 
plaque. 

Arizona  Medical  Association  was  awarded  a 
plaque  by  the  AMA  for  the  excellency  of  its 
contribution  to  the  AMEF  fund.  A full  report 
of  the  contribution  of  the  state  association  to  be 
rendered  by  Dr.  Harold  Kohl  in  the  February 
issue  of  the  Journal. 

A review  made  of  the  annual  report  of  com- 
mittee on  reports  to  the  house  as  of  April  11, 
1957,  with  the  specific  recommendations  to  coun- 
cil. These  factors  were  reviewed.  No  specific 
action  taken. 

Sterilization  of  certain  inmates  at  the  Arizona 
State  Hospital  is  now  being  done  after  review  of 
the  cases  by  the  Board  of  Medical  Examiners.  It 
is  the  recommendation  of  council  that  a speci- 
fic committee  be  appointed  to  review  this  prob- 
lem and  that  the  committee  serve  with  pay. 

Medicare  program  was  reviewed.  Medicare 
contract  No.  DA-49-007-MD-806  Renewal  Sup- 
plemental Agreement  extending  the  contract 
from  July  1,  1957  to  Feb.  28,  1958.  Modification 
No.  10,  passed  by  council.  Further  the  Sup- 
plemental Agreement  Modification  No.  10  was 
executed  between  the  council  and  the  negotiat- 
ing team  of  the  defense  department.  It  is  to  be 
noted  that  this  Medicare  program  is  approxi- 
mating a payment  of  $50,000  per  month  to  the 
doctors  of  Arizona.  The  provisional  claim  rate 


Vol  15,  No.  1 


Arizona  Medicine 


27 


by  Arizona  Blue  Shield  with  reference  to  the 
Medicare  program  has  been  reduced  from  $2.50 
to  $2.05  as  their  cost  for  processing  each  claim. 

It  was  recommended  by  council  that  the  cen- 
tral office  be  reimbursed  for  time  as  to  the  esti- 
mated cost  of  administration  of  the  Medicare 
program. 

Dr.  Frank  W.  Edel  reported  on  the  Medicare 
adjudication  committee  operations  and  is  to  be 
commended  on  the  excellency  in  which  they 
have  pursued  this  difficult  problem.  It  was  rec- 
ommended to  council  that  the  Medicare  adju- 
dication committee  be  awarded  per  diem  com- 
pensation for  time  spent  in  the  adjudication  of 
these  cases. 

Report  submitted  by  the  medical  school  com- 
mittee, by  Chairman  D.  W.  Melick,  M.D.  The 
essence  of  this  report  was  carried  in  the  editorial 
appearing  in  the  December  issue  of  Arizona 
Medicine. 

No  specific  recommendations  were  established 
with  reference  to  the  Western  Regional  Com- 
pact — Legislative  Amendment  Recommenda- 
tions. The  period  of  time  for  residency  in  Ari- 
zona should  be  cut  from  10  years  and  that  the 
repayment  should  be  altered  from  its  full  re- 
payment status  as  is  now  in  effect. 

Dr.  Rhodes  previously  discussed  this  problem 
in  an  issue  of  Arizona  Medicine,  and  recom- 
mended greater  leniency. 

The  cancer  education  contest,  sponsored  by 
the  Arizona  Federation  of  Womens  Clubs,  re- 
ceived council  approval.  A discussion  of  this 
contest  is  presented  elsewhere  in  this  issue  by 
Dr.  Robert  Leonard. 

Mernbership  Classification  Changes 

(a)  Maricopa  County  Medical  Society  — 70- 
Year  Dues  Exemption:  Mabel  I.  Adams,  M.  D., 
Henry  L.  Franklin,  M.  D.,  Clarence  G.  Salsbury, 
M.  D.  (Effective  Jan.  1,  1958).  Reinstatement: 
Edward  Blank,  M.  D.— May  18,  1957. 

(b)  Pima  County  Medical  Society  — 70-Year 
Dues  Exemption:  Bryant  B.  Edwards,  M.  D., 
Ursus  V.  Portmann,  M.  D.,  (Effeetive  Jan.  1, 
1958).  Service  Membership:  Raymond  C.  Spaul- 
ding Jr.,  M.  D.  Military  service  (temporary). 
Dues  exempt.  (Effective  Oct.  8,  1957). 

(c)  Yavapai  County  Medical  Society— 70-Year 
Dues  Exemption:  James  H.  Allen,  M.  D.  (Ef- 
fective Jan.  1,  1958).  Service  Membership:  Wil- 
liam F.  Holsey,  M.  D.  VA  Center  — Whipple 
(permanent).  (Effective  Oct.  23,  1957— One-half 
dues ) . 


Scientific  assembly  committee  report  confirm- 
ing the  annual  meeting  date  at  the  San  Marcos 
Hotel,  Chandler,  Arizona  — April  30,  May  1 
through  3,  1958. 

Report  by  Dr.  Hayes  W.  Caldwell,  chairman, 
subcommittee  on  insurance  medical  fee  equali- 
zation previously  listed  in  this  Journal  December 
1957.  Council  accepted  the  report  and  appointed 
a special  committee  for  continued  investigation 
of  this  problem.  The  mental  patient  commitment 
bill  was  reviewed  by  Counsel  Edward  Jacobson 
and  was  accepted  as  discussed  in  the  president’s 
letter  of  this  issue. 

Eederal  legislation  of  medical  services  for 
OASI  recipients  was  discussed  by  Dr.  Jesse 
Hamer.  See  AMA  comment  in  this  issue. 

Report  by  Dr.  Lindsay  E.  Beaton,  chairman 
of  the  industrial  relations  committee  covering 
the  revision  of  the  industrial  fee  sehedule,  which 
unfortunately  has  received  unanticipated  and  re- 
grettable delays.  A clarification  of  the  industrial 
commission’s  consultation  rules  was  presented. 
This  has  previously  been  submitted  to  the  mem- 
bers. A discussion  carried  out  of  the  probable 
needs  for  legislative  amendments  to  permit  “a 
free  choice  of  physicians”  by  all  patients,  par- 
ticularly those  eovered  under  the  Industrial  Com- 
mission Act.  This  included  a limited  discussion 
of  the  so-called  “closed  panel  practice,”  and  the 
restricting  clause  of  59A  in  the  Industrial  Com- 
mission Act. 


LETTER  TO  THE  EDITOR 

D EAR  DR.  NEUBAUER: 

Here  is  the  article  assigned  to  me  for  the  Jan- 
uary issue  of  Arizona  Medicine.  As  nurse  re- 
cruitment chairman  for  this  year,  I thought  that 
there  would  be  widespread  interest  in  factual 
material  about  the  new  collegiate  schools  of 
nursing.  I think  it  is  important  that  we  under- 
stand the  reason  for  the  need  of  these  collegiate 
programs,  since  13.8  per  cent  of  all  nursing  stu- 
dents are  enrolled  in  collegiate  programs.  The 
typical  reaction  to  this  is,  “\Miat  ^\'e  need  is 
more  bedside  nurses  and  fewer  bosses.”  This  at- 
titude of  both  lay  and  professional  people  must 
be  challenged  on  the  basis  of  facts,  in  the  light 
of  future  need.  There  is  no  dearth  of  material  to 
support  these  theories,  but  most  of  us  do  not  take 
the  time  to  acquire  the  information,  nor  would 
we  know  where  to  go  to  get  it. 
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I would  like  to  suggest  that  Arizona  Medicine 
run  a series  on  nursing  education  and  perhaps 
the  allied  sciences,  by  experts  in  the  fields.  To 
be  included  would  be  the  requirements,  facili- 
ties available  in  Arizona,  the  advantages,  etc. 

Doctors  and  their  wives,  by  virtue  of  their  in- 
terests, are  placed  in  the  position  of  advisor  to 
many  young  people.  We  are  at  a disadvantage 
when  we  have  so  little  factual  information.  We 
fall  down  on  our  job  in  recruitment,  and  this  is 
very  poor  public  relations.  Many  of  us  fail  in 
our  support  in  these  fields,  simply  because  we 


know  so  little  about  them.  They  need  and  de- 
serve our  support.  It  is  imperative  for  the  suc- 
cess of  these  new  ventures  that  the  medical  com- 
munity is  behind  them.  It  is  imperative  that  the 
collegiate  nursing  schools  be  successful,  for  they 
are  almost  always  the  precursors  of  a medical 
center,  or  medical  school.  That  dream  may  be- 
come reality,  too,  someday.  Meanwhile,  let’s 
learn  about  what  we  have  now,  and  support  it 
to  the  best  of  our  ability. 

BROWNIE  DUDLEY  (Mrs.  Arthur) 


opics  of  >yHeJical  3n  tcrost 


WMA  ACTS  TO  PROTECT  CUBAN 
DOCTORS  AGAINST  POLITICAL 
PERSECUTION 

A CTING  TO  uphold  the  principle  that  bellig- 
erents are  entitled  to  medical  care  without  dis- 
crimination or  fear  of  reprisal,  the  World  Medi- 
cal Association  has  moved  to  investigate  reports 
that  certain  Cuban  doctors  have  been  persecuted 
and  murdered  while  carrying  out  their  humani- 
tarian service  to  the  sick  and  wounded. 

A request  has  been  made  by  the  recent  11th 
general  assembly  that  a committee  of  represen- 
tatives of  the  World  Medical  Association  be  au- 
thorized to  visit  Cuba  in  order  to  investigate  “al- 
leged persecutions  of  the  medical  profession  at- 


tending the  sick  and  wounded.”  This  request 
was  made  directly  to  the  president. 

The  Cuban  president  was  further  requested 
to  “guarantee  the  rights  of  Cubans  to  testify  be- 
fore the  eommittee  without  fear  of  reprisal.”  It 
was  emphasized,  of  course,  that  this  committee 
“would  not  be  concerned  in  any  way  with  the 
political  aspects  of  the  situation  in  Cuba.” 

Members  of  the  World  Medical  Association 
accept  the  principles  of  the  Declaration  of  Ge- 
neva, which  asserts  the  right  of  all  patients  to 
receive,  and  of  all  doctors  to  give,  the  medical 
care  any  person  needs  regardless  of  any  consid- 
eration whatever,  political  or  otherwise. 

The  World  Medical  Association  proposes  to 
fight  for  this  principle  anywhere,  at  any  time, 
and  with  all  its  resources. 


RESTRAINT  URGED  IN  USE  OF 
X-RAYS  WITH  NEWBORN  AND  IN 
PREGNANCIES 

A po.,  of  spec...  .n  ..aUh  f.e.ds,  af.e.  a 
day’s  discussion  of  the  advantages  and  problems 
in  use  of  diagnostic  X-rays  in  care  of  pregnant 
women  and  children,  came  up  with  an  appeal 
for  restraint.  The  session  was  called  by  the  chil- 
dren’s bureau,  with  Bureau  Chief  Katherine 
Brownell  Oettinger  presiding.  In  attendance 
were  radiologists,  pediatricians,  obstetricians, 
dentists  and  public  health  workers.  They  agreed 
that,  used  under  proper  conditions.  X-rays  were 
invaluable,  and  they  noted  a general  interest  in 


the  medical  profession  in  promoting  more  knowl- 
edge and  better  observation  of  precautions  in 
use  of  X-rays.  It  was  emphasized  that  too  many 
parents  demand  X-rays,  in  the  mistaken  belief 
they  are  essential  to  an  examination,  and  that 
parents’  best  contrbution  would  be  to  refrain 
from  pressing  for  X-rays  when  the  physician  or 
dentist  did  not  recommend  them. 

It  was  reported  that  a number  of  states  had 
outlawed  the  dangerous  use  of  fluoroscopes  in 
fitting  shoes,  and  that  other  states  are  consider- 
ing restrictions.  X-raying  newborn  to  discover 
enlargement  of  the  thymus  “is  no  longer  consid- 
ered good  medical  practice,”  the  conference  said, 
as  “this  condition  is  not  the  cause  of  trouble  it 
once  was  thought  to  be.” 
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FEDERAL  MEDICAL-HEALTH 
SPENDING  FOR  FISCAL  YEAR  1958 

(July  1,  1957  to  June  30,  1958) 

This  is  an  annual  budget  report  in  which  are 
grouped  together  all  federal  health  or  medical 
programs,  their  objectives  described,  and  their 
cost  to  the  U.S.  taxpayer  listed.  At  least  23  fed- 
eral departments  and  agencies  engage  in  some 
medical  activity.  Despite  the  “economy  drive,” 
these  programs  approximate  those  of  last  year 
at  about  $2.5  billion. 

The  figures  shown  do  not  include  all  admin- 
istrative costs.  If  a modest  2 per  cent  increase  is 
added  to  cover  overhead,  “central-service-type” 
costs,  the  totals  would  have  to  be  inereased  by 
about  $50  million. 

Appended  to  this  report  is  essential  informa- 
tion on  the  amount  of  payments  to  disabled  in- 
dividuals where  the  federal  government  puts  up 
all  or  part  of  the  money.  Disability  benefits  go  to 
4.5  million  persons.  The  total  payments  this  year 
will  exceed  $3.2  billion.  Some  of  this  expense 
is  wholly  federal,  some  includes  state  funds, 
some  employer  contributions  and  some  employe 
contributions.  Well  over  80  per  cent  of  the  entire 
amount  is  from  U.S.  general  revenue.  The  re- 
mainder of  the  federal  share  is  from  social  se- 
curity and  railroad  payroll  taxes. 

In  evaluating  this  report,  remember  the  $3.2 
billion  figure  includes  matching  amounts  from 
non-federal  sources— the  $2.5  billion  figure  does 
not. 

We  are  grateful  to  federal  program  and  budg- 
et officers  for  furnishing  material  for  this  report. 
Medical-Health  Budgets  Of  Federal  Depart- 
ments Agencies  and  Commissions  For  This  Fis- 


cal Year. 

AGENCY  AMOUNT 

Department  of  Health,  Education, 

and  Welfare $849,395,800 

Veterans’  Administration  849,374,000 

Department  of  Defense 702,305,000 

Atomic  Energy  Commission 40,085,000 

International  Co-operation  Admin- 
istration   37,300,000 

Department  of  State  15,718,110 

Federal  Employes’  Health  Program.  10,000,000 

Department  of  Labor 8,069,476 

National  Science  Foundation 7,500,000 

Panama  Canal  Company  & Panama 

Canal  Zone  Government 5,988,300 
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Department  of  Treasury 3,837,850 

District  of  Columbia 3,700,000 

Federal  Civil  Defense  Administra- 
tion   3,100,000 

Department  of  Justice  1,796,000 

Federal  Trade  Commission 1,500,000 

Department  of  Commerce 911,300 

Civil  Service  Commission 387,000 

President’s  Committee  for  Em- 
ployment of  Physically  Handi- 
capped   182,575 

Department  of  Interior 154,950 

Office  of  Defense  Mobilization.  . . . 77,000 

Small  Business  Administration 70,000 

National  Advisory  Committee  to 

Selective  Service  19,000 

Office  of  the  Attending  Physician 
of  Congress  12,145 


Total  $2,541,483,506 


DEPARTMENT  OF  HEALTH,  EDUCATION, 
AND  WELFARE 
($849,395,800) 

Division  of  Hospital  Facilities  Total  $122,650,000 
This  division  administers  the  federal  aspects 
of  both  the  original  and  expanded  Hill-Burton 
programs.  Total  appropriations  are  divided  into 
the  following  four  categories : 

Hill-Burton  Original  Program $99  million 

This  appropriation,  allotted  to  the  states  on 
the  basis  of  population  and  per  capital  income, 
assists  in  the  financing  of  new  hospitals  and  re- 
lated health  facilities  construction  under  the 
original  Hill-Burton  program.  To  date,  federal 
funds  have  partially  financed  approximately 
3,170  projects,  including  145,400  hospital  beds, 
695  publie  health  centers,  21  state  health  lab- 
oratories and  something  in  excess  of  100  nurses’ 
homes  and  training  facilities.  Since  1946,  the  in- 
ception of  the  program,  federal  contributions 
represent  $852  million;  when  the  sponsors’  share 
is  included,  the  total  is  $2,687,000,000. 

Medical  Facilities-Categonj  Program  $21  million 
The  total  allotted  to  the  states  this  year  on  a 
population-per-capita-income  formula  will  assist 
in  the  financing  of  new  construction  under  the 
1954  amendments  in  four  categories  as  follows: 
$6.5  million  for  hospitals  for  the  chronically  ill 
and  impaired;  $6.5  million  for  diagnostic  cen- 
ters, or  diagnostic  and  treatment  eenters;  $4  mil- 
lion for  nursing  homes;  and  $4  million  I'or  ri'ha- 
bilitation  facilities.  As  under  the  original  pro- 
gram, the  federal  share  may  range  Irom  oiu'- 
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third  to  two-thirds  of  the  total  project  cost.  As 
of  July  1957,  a total  of  344  projects  had  been  ap- 
proved divided  among  the  four  categories  as  fol- 
lows: facilities  for  chronically  ill  (71),  diagnos- 
tic-treatment centers  ( 131 ),  nursing  homes  (80), 
and  rehabilitation  facilities  (62). 

Hill-Biuton  Administrative  Expenses . $1,450,000 
This  appropriation  is  used  for  administration, 
including  salaries  and  expenses  for  the  hospital 
survey  and  construction  program  for  the  federal 
headquarters  and  for  eight  regional  federal 
offices. 

Researeh  $1.2  million 

Authorized  in  1949  but  not  appropriated  until 
1955  is  this  item  for  research,  experiments  and 
demonstrations  on  utilization  of  hospital  serv- 
ices, facilities  and  resources.  The  bulk  of  the 
money  is  assigned  as  grants  to  st*ates,  universi- 
ties, hospitals,  hospital  associations,  professional 
associations,  and  community  organizations  and  a 
small  amount  for  direct  research  by  the  U.S. 
Public  Health  Service. 

National  Institutes  of  Health  .Total  $241,183,000 

National  Caneer  Institute $56,402,000 

About  65  per  cent  of  this  appropriation  is  ear- 
marked for  grants  to  non-federal  individual  in- 
vestigators and  private  institutions  for  research 
and  training.  States  receive  $2.25  million  for  can- 
cer control  work.  The  balance  is  used  for  direct 
operations,  salaries,  supplies,  and  for  this  insti- 
tute’s share  in  the  cost  of  operating  the  Bethesda 
( Md. ) clinical  center  and  related  auxiliary  serv- 
ices. 

National  Heart  Institute $35,936,000 

Grants  to  non-federal  individual  investigators 
and  public  and  private  institutions  for  research 
and  training  take  about  75  per  cent  of  the  ap- 
propriation. $2,125,000  is  allocated  to  states  for 
heart  disease  control.  The  remainder  is  for  direct 
operations,  such  as  salaries  and  supplies,  and  to 
support  the  clinical  center. 

Mental  Health  Institute  $39,217,000 

Approximately  80  per  cent  of  this  appropria- 
tion is  apportioned  for  research  and  training 
through  grants  to  individual  investigators  and 
public  and  private  institutions.  The  sum  of  $4 
million  is  allocated  to  the  states  for  community 
mental  health  services.  The  remainder  will  sup- 
port direct  operations,  such  as  salaries,  expenses 
and  to  help  finance  the  clinical  center  and  for 
related  auxiliary  research  services. 

Arthritis  ir  Metabolie  Diseases 

Institute  $20,385,000 


Grants  to  public  and  private  investigators  for 
research  and  training  total  75  per  cent  of  this 
appropriation.  The  remainder  will  go  for  direct 
operations,  such  as  salaries  and  supplies  and 
clinical  center  support. 

Neurological  Diseases  & Blindness 

Institute  $21,387,000 

Grants  to  public  and  private  investigators  and 
institutions  for  research  and  training  total  75  per 
cent  of  tliis  appropriation.  The  remainder  is  for 
direct  operations,  such  as  salaries  and  supplies 
and  support  for  the  clinical  center. 

AJlergy  ‘b-  Infectious  Diseases 

Institute  $17,400,000 

Research  grants  to  public  and  private  investi- 
gators for  research  and  training  amount  to  60 
per  cent  of  this  appropriation.  The  remainder 
finances  direct  research  and  other  related  serv- 
ices of  the  Institute. 

Dental  Health  Institute  $6,430,000 

This  appropriation  is  divided  as  follows:  (a) 
for  research  and  fellowships,  $3,825,000;  ( b ) di- 
rect research  at  Bethesda,  $1,184,000;  (c)  re- 
view and  approval  of  research  grants  and  fellow- 
ships, $102,000;  (d)  administration,  $107,000; 

(e)  technical  assistance  to  states,  $911,000;  and 

(f)  co-ordination  and  development  of  dental 
resources,  $301,000. 

National  Institutes  of  Health- 

General  Funds  $14,026,000 

These  funds  are  administered  by  the  division 
of  research  grants  of  the  National  Institutes  of 
Health,  with  practically  all  funds  being  expend- 
ed for  research  and  training  grants,  with  the  ex- 
ception of  $2,105,000  for  control  of  biologies  (in- 
cluding polio  and  flu  vaccine),  which  activity  is 
under  the  division  of  biologies  standards.  The 
balance  goes  toward  supporting  fellowships  and 
administrative  expenses  relating  to  grants. 
Laboratory  Research  Construction 

(NIH)  $30  million 

There  is  available  for  planning  and  construc- 
tion of  research  facilities  $30  million,  the  au- 
thority for  which  is  Public  Law  835  (84th  con- 
gress). To  be  eligible  for  grants,  the  applicant 
must  be  a public  or  nonprofit  institution  deter- 
mined by  the  surgeon  general,  after  consultation 
with  the  National  Advisory  Gouncil  on  Health 
Research  Facilities,  to  be  competent  to  engage 
in  the  type  of  research  for  which  the  facility  is 
to  be  constructed.  This  year  will  be  the  second 
full  year  of  operation  for  this  program. 

Water  Pollution  Control $47.5  milhon 
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Under  a new  law  enacted  in  1956  ( Public  Law 
660),  the  federal  government  makes  grants  for 
waste  treatment  plants.  There  was  approximate- 
ly $2.5  million  left  from  last  year’s  $50  million 
appropriated  funds  and  the  congress  has  au- 
thorized that  these  funds  be  carried  into  the  cur- 
rent fiscal  year.  In  addition,  $45  million  was  ap- 
propriated for  fiscal  1958.  This  will  assure  that 
the  program  will  continue  at  the  same  level  as 
last  year. 

Hospitals  and  Medical  Care $44,399,000 

These  funds  are  used  for  operational  costs  and 
maintenance  of  PHS  hospitals  and  health  serv- 
ices in  caring  for  American  seamen,  coast  guard 
and  Public  Health  Service  personnel  and  their 
dependents,  federal  employes  injured  at  work, 
leprosy  patients  and  narcotic  addicts;  includes 
studies  in  the  development  and  eo-ordination  of 
nursing  resourees.  It  also  ineludes  $1  million  for 
grants  to  Hawaii  for  care  of  patients  suffering 
from  leprosy  and  $3  million  for  nurse  training 
grants.  Not  shown  is  approximately  $3  million 
additional  ineome  from  other  federal  agencies 
for  reimbursable  items. 

Indian  Health  Activities $43,230,300 

Under  Publie  Law  568  (83rd  congress),  PHS 
assumed  responsibility  for  the  health  of  Ameri- 
can Indians  and  natives  of  Alaska  which  former- 
ly was  a funetion  of  the  interior  department.  The 
total  is  broken  down  as  follows:  hospital  eare  in 
Indian  hospitals,  $23,153,000;  contract  patient 
care,  $8,313,000;  field  health  serviees,  $6,536,000; 
program  direction  and  management  serviees, 
$2,098,300;  and  modernization  of  hospitals  and 
construetion  of  facilities  $3,130,000.  In  addition, 
the  Indian  health  aetivities  of  PHS  will  receive 
approximately  $740,000  as  reimbursements  from 
other  governmental  ageneies  for  serviees  ren- 
dered in  PHS  faeilities. 

Assistance  to  States— General $22,592,000 

Grants  totaling  $15  million  will  be  available 
for  allocation  to  the  states  in  support  of  state 
and  local  general  publie  health  activities.  These 
grants  must  be  matehed  one  state  dollar  for 
every  two  federal  dollars.  U.S.  Public  Health 
Service  will  spend  $5,592,000  to  provide  techni- 
cal assistance,  eonsulting  serviees  to  states,  ex- 
penses of  the  national  offiee  of  vital  statistics, 
international  health  aetivities,  demonstrations, 
training  activities,  and  operational  expenses.  A 
total  of  $2  million  will  be  available  for  grants  to 
schools  or  direct  traineeship  awards  to  individu- 
als for  the  training  of  professional  public  health 


personnel.  In  this  program,  matehing  will  be 
required. 

Sanitary  Engineering  Activities $12,640,000 

This  program  is  made  up  of  seven  activities  as 
follows:  air  pollution  eontrol,  $4  million;  water 
supply  and  water  pollution  control,  $6.5  million; 
radiological  health  aetivities,  $395,000;  milk  and 
food  sanitation  aetivities,  $490,000;  interstate 
carriers  and  general  sanitation  activities,  $510,- 
000;  sanitary  engineering  center  research  activi- 
ties, $440,000;  and  administration,  $305,000. 

Tubercidosis  Control $7  million 

Grants  to  states  for  diagnostic  and  treatment 
clinies,  mass  ease-finding  and  follow-up  serviees 
account  for  $4.5  million,  all  of  which  has  to  be 
matehed  equally  by  the  states.  The  remainder  is 
for  direct  operations  of  PHS. 

Communicable  Disease  Control.  .$6.25  million 
The  entire  appropriation  is  used  for  direet 
activities  of  the  PHS  Gommunicable  Disease 
Genter  at  Atlanta,  Ga.,  and  its  affiliated  opera- 
tions. The  center  carries  on  studies  in  epidemi- 
ology, furnishes  laboratory  diagnostic  services, 
and  sponsors  special  projects  to  assist  states. 
Office  of  the  Surgeon  General  . . . .$5.1  million 
For  administrative  expenses  of  this  office,  in- 
cluding all  housekeeping  services,  evaluation  of 
public  health  needs,  and  personnel  training.  In- 
cluded also  is  approximately  $1.2  million  for 
administration  of  the  National  Health  Survey 
Aet  authorized  by  Public  Law  652  (84th  con- 
gress ) . 

Venereal  Disease  Control  $4,415,000 

Of  the  total,  $1.7  million  goes  for  a direct 
grants  to  states  for  venereal  disease  deteetion, 
treatment  and  control  on  a special-need  basis. 
The  remainder  is  spent  for  teehnical  assistanee  to 
the  states,  mostly  to  pay  247  federal  employes, 
the  majority  of  whom  are  assigned  to  state  health 
departments. 

Foreign  Quarantine  Service  $3,876,000 

This  serviee  operates  approximately  315  medi- 
cal quarantine  stations  on  the  borders  of  the 
United  States.  It  also  operates  approximately 
25  medical  examination  stations  on  foreign  soil 
for  the  examination  of  aliens  seeking  visas  to 
enter  the  U.  S.  Inspections  are  made  of  all  sea- 
going vessels  and  aircraft  entering  the  U.  S. 
It  is  estimated  that  the  service  will  examine 
3 million  aliens  in  this  country,  and  225,000 
abroad. 

Asian  Flu  Program $2.8  million 

Direct  appropriations  to  PHS  amount  to  $800,- 
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000,  most  of  which  will  be  spent  at  the  PHS 
Communicable  Disease  Center  at  Atlanta,  or 
under  its  direction.  These  funds  will  be  used 
to  assist  states  in  establishing  programs  for  the 
control  of  this  disease.  Congress  gave  the  service 
contingent  authority  to  use  up  to  $2  million  from 
the  President’s  disaster  relief  fund  in  the  event 
of  widespread  epidemic.  The  $2  million  is  for 
supplies  and  materials  and  cost  of  administering 
programs  by  the  states.  If  flu  reaches  major 
proportions,  it  is  possible  that  part  of  these  funds 
will  be  used  to  call  up  reserve  public  health 
officers  to  assist  in  controlling  the  disease. 
Alaska  Health  and  Sanitation 

Programs  $2,165,000 

This  appropriation  will  be  divided  as  follows: 
$638,000  for  grants  to  the  Territory  for  public 
health  services  and  $527,000  for  research  activi- 
ties of  the  Aretie  Health  Research  Center  at 
Anchorage.  The  remaining  $1  million  will  be 
used  to  enable  the  Territory  to  pay  for  hospitali- 
zation for  Alaska’s  mentally  ill  at  Morningside 
Hospital  in  Portland,  Ore. 

National  Library  of  Medicine  $1,450,000 

As  a result  of  Public  Law  941  enacted  in 
1956,  the  army  medical  library  has  been  re- 
named the  National  Library  of  Medieine  and 
transferred  to  the  department  of  health,  eduea- 
tion,  and  welfare.  While  a new  strueture  has 
been  authorized  to  house  the  library,  only  oper- 
ational funds  and  planning  money  have  been 
made  available  by  eongress  for  this  fiscal  year. 
Reimbursable  Health  Program  for 

Other  Governmental  Agencies $475,000 

This  represents  the  cost  of  services  expected  to 
be  advanced  to  Public  Health  Service  by  other 
governmental  agencies  for  establishing  and  op- 
erating on-the-job  clinics.  PHS  deals  largely  with 
Washington  personnel,  whereas  90  per  cent  of 
the  total  number  of  the  government  employes 
are  located  outside  the  greater  Washington  area. 

Freedmens  Hospital  $3  million 

This  institution  with  an  average  patient  load 
of  328  plus  32  new-borns,  is  a medieal  teaching 
facility  and  general  hospital.  Its  patients  are 
chiefly  medical  indigents  from  the  District  of 
Columbia  and  the  adjoining  area.  The  hospital 
is  utilized  for  training  of  interns  and  residents, 
ehiefly  from  Howard  University  and  it  has  a 
nurses’  training  sehool.  A total  of  $4,121,000  is 
authorized  for  operating  cost.  All  in  excess  of 
$3  million  (appropriated  for  fiseal  1958)  are  ex- 
pected reimbursements  from  charges  made  to 


patients  and  payments  made  by  the  District  of 
Columbia  and  other  federal  ageneies  and  from 
the  counties  surrounding  Washington  who  utilize 
these  faeilities  for  welfare  patients.  Some  super- 
visory functions  over  this  program  is  vested  in 
PHS. 

Howard  University Approx.  $1,136,000 

This  university  eame  into  being  shortly  after 
the  close  of  the  Civil  War  because  of  the  lack 
of  higher  edueational  faeilities  for  Negroes.  It  is 
jointly  supported  by  congressional  appropria- 
tions and  private  funds  and  offers  instruction  in 
10  schools  and  colleges,  including  colleges  of 
medicine,  dentistry,  and  pharmacy.  This  year 
the  university’s  total  operational  budget  is  in  ex- 
cess of  $7  million.  Of  this  amount,  the  federal 
government  will  eontribute  $3.8  million  toward 
operational  expenses,  $150,000  for  plans  for  eon- 
struetion,  and  $262,000  for  additional  equipment 
for  the  dental  college.  The  combined  budgets 
for  the  colleges  of  medieine,  dentistry  and  phar- 
macy will  require  approximately  19  per  eent  of 
the  university’s  total  budget.  The  entire  student 
body  of  the  university  for  1957-58  will  be  ap- 
proximately 5,200.  There  are  325  students  en- 
rolled in  the  eollege  of  medieine,  278  in  the  eol- 
lege  of  dentistry,  and  140  in  the  college  of  phar- 
maey.  The  federal  contribution  for  direct  cur- 
rent operations  in  the  colleges  of  medicine,  den- 
tistry and  pharmacy  totals  approximately  $874,- 
000,  aceording  to  the  university’s  treasurer. 
When  the  federal  eontribution  for  additional 
equipment  for  the  dental  eollege  is  added  to 
this  amount,  the  total  identifiable  federal  eontri- 
bution to  health  aetivities  of  the  university  for 
this  year  becomes  $1,136,000. 

St.  Elizabeth’s  Hospital $15,904,500 

St.  Elizabeth’s  provides  treatment  for  several 
classes  of  mentally  ill  persons,  ineluding  those 
residing  in  the  District  of  Columbia,  benefici- 
aries of  the  veterans’  administration,  beneficiar- 
ies of  Public  Health  Service,  insane  persons 
eharged  with  or  eonvicted  of  erimes  in  U.S. 
courts  (including  the  Court  of  the  Distriet  of 
Columbia),  certain  American  citizens  found  in- 
sane in  Canada,  the  Panama  Canal  Zone  and  the 
’Virgin  Islands,  eertain  foreign  service  person- 
nel, and  members  of  the  military  serviees  admit- 
ted to  the  hospital  prior  to  July  16,  1946.  Con- 
gress appropriated  $3,085,800  to  this  institution 
for  operational  expenses,  $55,000  for  major  re- 
pairs, and  $180,000  for  construetion  planning. 
Reimbursements  from  other  agencies  will  ap- 
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proximate  $12,583,700.  This  hospital  has  an  av- 
erage daily  patient  load  of  7,500. 

Bureau  of  Public  Assistance 

(Medical  Payments) . . .Approx.  $150  million 
Out  of  a total  budget  of  approximately  $3  bil- 
lion (federal  and  state)  for  categorical  public 
assistance  programs,  officials  of  the  social  se- 
curity administration  estimate  that  approximate- 
ly 12.5  per  cent  is  now  being  devoted  to  health 
care  of  recipients.  For  all  facets  of  living  ex- 
penses and  medical  care,  the  total  federal  con- 
tribution this  year  will  exceed  $1.6  billion.  An 
estimated  $380  million  of  federal,  state  and  local 
funds  is  expected  to  be  paid  for  medical  and 
health  needs  of  categorical  recipients  this  fiscal 
year,  and  $280  million  will  be  paid  to  vendors  of 
medical  care,  such  as  physicians,  hospitals,  phar- 
macists, nursing  homes,  etc.,  of  which  $90  mil- 
lion will  be  federal.  It  is  expected  that  $100  mil- 
lion will  be  paid  directly  to  recipients  for  their 
medical  care  needs.  Of  this  amount,  the  federal 
contribution  will  be  approximately  $60  million. 
The  U.S.  share  for  both  medical  payments  to  re- 
cipients and  to  medical  vendors  will  be  about 
$150  million. 

Office  of  Vocational  Rehabilitation . .$50,830,000 
Under  the  expanded  Vocational  Rehabilita- 
tion Act  (Public  Law  565,  83rd  congress),  con- 
gress this  year  voted  $49.5  million  for  grants  to 
states  and  other  agencies.  This  is  divided  as  fol- 
lows: (a)  support  of  basic  rehabilitation  serv- 
ices including  medical  examinations,  surgical  and 
therapeutic  treatment,  hospitalization,  prosthe- 
ses,  occupational  tools  and  aids,  vending  stands, 
rehabilitation  facilities,  vocational  training  and 
funds  for  maintenance  (based  on  per  capita  in- 
come and  population  as  in  Hill-Burton),  $40 
million;  (b)  extension  and  improvement  of  state 
programs,  $1  million;  (c)  special  grants  to  states 
or  nonprofit  organizations  for  projects  designed 
to  expand  the  rehabilitation  program  (2-1  fed- 
eral-state matching),  $3.6  million;  (d)  $4.4  mil- 
lion is  available  for  training  of  rehabilitation 
personnel,  including  physicians,  therapists,  psy- 
chologists, counselors,  medical  and  psychiatric 
social  workers.  In  addition,  $1,330,000  is  avail- 
able for  federal  administrative  costs. 

Childrens  Bureau  $32.3  million 

Operating  under  the  Social  Security  Admin- 
istration, the  children’s  bureau  administers 
grants  to  states  for  maternal  and  child  health, 
and  crippled  children’s  and  child  welfare  serv- 
ices. This  year  grant  money  totals  $41.5  million. 


divided  as  follows:  $16.5  million  for  maternal 
and  child  health  work;  $15  million  for  crippled 
children’s  services;  and  $10  million  for  child  wel- 
fare services.  However,  this  last  item  has  no 
medical  significance  and,  therefore,  it  is  not  re- 
flected in  the  total  of  $32.3  million.  One-half  of 
the  federal  funds  for  maternal  and  child  health 
and  crippled  children’s  services  is  required  to 
be  matched  dollar  for  dollar  by  the  states.  In  ad- 
dition, the  children’s  bureau  has  $2  million  to 
finance  investigating  and  reporting  activities  and 
to  administer  all  the  grants.  About  40  per  cent 
of  this  amount  is  chargeable  to  the  health  and 
related  activities  of  the  children’s  bureau  which 
include  administration  of  grants  for  maternal  and 
child  health  and  crippled  children’s  services  and 
consultative  services  to  state  agencies  and  other 
public  and  voluntary  agencies  and  organizations 
engaged  in  the  provision  of  maternal  and  child 
health  services. 

Federal  Surplus  Property 

Donation  Program . . . Approx.  $15.2  million 
The  department  of  HEW  has  authority  to 
make  donations  of  personal  property  and  trans- 
fer of  real  estate  declared  surplus  by  federal 
agencies  for  health  needs.  In  the  case  of  real 
estate,  conditional  title  is  vested  in  the  trans- 
feree and  then  after  a number  of  years  of  utili- 
zation of  the  property  in  accordance  with  im- 
posed conditions,  the  property  can  become  abso- 
lutely vested.  Recipients  of  personal  property 
may  be  medical  institutions,  health  centers,  hos- 
pitals and  clinics.  Eligible  donees  of  real  prop- 
erty may  be  any  institutions  organized  for  health 
purposes,  including  those  engaging  in  medical 
research.  It  is  difficult  to  determine  the  exact 
value  of  property  donated  and  transferred,  since 
accounting  is  on  the  basis  of  acquisition  cost. 
Last  year  approximately  $47  million  of  personal 
property  ( acquisition  value ) was  donated  for 
health  purposes  which  had  a fair  market  value 
of  approximately  $14  million.  During  the  same 
period,  approximately  $2.5  million  of  real  estate 
(acquisition  value)  was  transferred  with  a fair 
market  value  in  excess  of  $1.2  million.  It  is  ex- 
pected that  the  level  of  donations  and  transfers 
for  the  current  fiscal  year  will  be  in  line  or 
slightly  in  excess  of  last  year’s  totals. 

Food  and  Drug  Adminisiration $9.3  million 

For  administering  the  Food,  Drug  and  Cos- 
metic Act,  congress  voted  the  abo\’e  funds.  FDA 
will  also  realize  an  estimated  $1.2  million  from 
fees  paid  by  industry  for  certification  of  biolog- 


New  authoritative  studies  show  that  Kynex  dosage  can  be  reduced  even  further  than  that 
recommended  earlier.^  Now,  clinical  evidence  has  established  that  a single  (0.5  Gm.)  tablet 
maintains  therapeutic  blood  levels  extending  beyond  24  hours.  Still  more  proof  that  Kynex 
stands  alone  in  sulfa  performance— 

• Lowest  Oral  Dose  In  Sulfa  History— 0.5  Gm.  (1  tablet)  daily  in  the  usual  patient  for 
maintenance  of  therapeutic  blood  levels 

• Higher  Solubility— effective  blood  concentrations  within  an  hour  or  two 

• Effective  Antibacterial  Range— exceptional  effectiveness  in  urinary  tract  infections 

• Convenience— the  low  dose  of  0.5  Gm.  (1  tablet)  per  day  offers  optimum  convenience 
and  acceptance  to  patients 

1.  Nichols,  R.  L.  and  Finland,  M.:  J.  Clin.  Med.  49:410,  1957. 


NEW  DOSAGE.  The  recommended  adult  dose  is  1 Gm.  (2  tablets  or  4 teaspoonfuls  of  syrup) 
the  first  day,  followed  by  0.5  Gm.  (1  tablet  or  2 teaspoonfuls  of  syrup)  every  day  thereafter, 
or  1 Gm.  every  other  day  for  mild  to  moderate  infections.  In  severe  infections  where  prompt, 
high  blood  levels  are  indicated,  the  initial  dose  should  be  2 Gm.  followed  by  0.5  Gm.  every 
24  hours.  Dosage  in  children,  according  to  weight;  i.e.,  a 40  lb.  child  should  receive  14  of  the 
adult  dosage.  It  is  recommended  that  these  dosages  not  be  exceeded. 

TABLETS:  Each  tablet  contains  0.5  Gm.  (JVi  grains)  of  sulfamethoxypyridazine.  Bottles  of 
24  and  100  tablets. 

SYRUP:  Each  teaspoonful  (5  cc.)  of  caramel-flavored  syrup  contains  250  mg.  of  sulfa- 
methoxypyridazine. Bottle  of  4 fl.  oz. 
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ics,  insulin,  etc. 

U.S.  Office  of  Education $4  million 

For  a number  of  years,  the  office  of  education 
has  been  making  grants  to  states  chiefly  for  vo- 
cational education.  It  is  estimated  that  during 
the  last  fiscal  year,  approximately  $2  million  in 
grants  was  used  to  educate  practical  nurses.  For 
this  year,  the  office  of  education  has  available 
$33,750,081  for  grants  to  states,  of  which  $4  mil- 
lion is  earmarked  for  the  practical  nurse  train- 
ing program. 

VETERANS’  ADMINISTRATION 
($849,374,000) 

In-Patient  Care  in  VA  Hospitals^  $657,071,000 
VA’s  largest  single  medical  expenditure  cov- 
ers in-patient  care  in  173  VA  hospitals  and  pro- 
vides for  an  estimated  122,299  beds.  At  present 
VA  reports  an  estimated  daily  patient  load  of 
111,900,  approximately  91.5  per  cent  of  bed  ca- 
pacity. The  appropriation  includes  salaries  of 
physicians  and  other  personnel,  medical  reha- 
bilitation of  veterans,  dietetic  and  nursing  serv- 
ices, social  services  and  special  services,  such  as 
recreation  and  transportation  of  veterans. 

Out-Patient  Care** $79  million 

The  bulk  of  this  appropriation  is  for  out-pa- 
tient care  in  about  100  VA  clinics.  The  remain- 
der is  earmarked  for  fees  to  physicians  ($8,112,- 
000 ) and  dentists  ( $2,390,000 ) under  the  home- 
town care  program. 

Modernization  and  Replacement 

Construction**  $42  million 

This  amount  is  for  work  on  existing  units 
where  costs  exceed  $250,000  per  project  and 
equipment  for  new  units.  The  money  is  avail- 
able until  expended.  (See  Alterations  and  Im- 
provements item  for  small  projects.) 

Domiciliary  Care**  $31,490,000 

Domiciliary  care  is  being  provided  in  17  VA 
facilities  for  about  16,600  veterans  who,  while 
incapacitated  for  employment,  are  not  in  need 
of  full  hospital  care.  VA  also  makes  payments  to 
30  state  veterans  homes  with  a daily  patient  load 
of  approximately  9,300.  Payments  this  fiscal  year 
are  estimated  at  $6,446,000.  Under  Public  Law 
613  (83rd  congress)  federal  contributions  to 
these  homes  were  raised  from  a maximum  of 
$500  to  $700  a year  per  patient. 

Contract  Hospitalization**  $13,389,000 

This  appropriation  finances  an  average  daily 
patient  load  of  roughly  3,000  veterans  in  federal 
hospitals  other  than  VA  and  in  state  and  mu- 
nicipal hospitals.  Patients  in  federal  non-VA 


hospitals  are  estimated  at  1,324  and  in  non- 
federal  hospitals,  1,676.  Mental  cases  make  up 
the  largest  single  category  of  contract  cases. 

Medical  Administration**  $7,862,000 

To  operate  the  VA  department  of  medicine  and 
surgery  in  the  central  office  and  the  seven  area 
medical  offices;  included  are  salaries,  travel  and 
like  expenses. 

Medical  Research**  $11,344,000 

For  research,  mostly  in  VA  hospitals.  The 
breakdown : general  medical  and  surgical  re- 
search, $5,970,700;  atomic  medical  research, 
$1,945,000;  prosthetics  testing,  $1  million;  neuro- 
psychiatric, $1,507,130;  tuberculosis,  $846,670; 
other,  $74,500. 

Alterations,  Improvements 

and  Repairs** $2,028,000 

For  alterations,  improvements  and  repairs  to 
VA  clinics  and  domiciliaries  (costing  less  than 
$250,000  per  project). 

Supply  Depot  Operations**  $1,790,000 

For  maintaining  and  operating  supply  depots 
handling  the  purchase,  shipping  and  storage 
of  medical  supplies  and  equipment  used  by  the 
department  of  medicine  and  surgery. 

Medical  Education  and  Training** . . . .$1  million 
For  VA  training  programs  for  physicians  and 
other  VA  personnel,  in  medical  specialties  and 
auxiliary  services. 

Medical  Care  — Philippine  Veterans.  .$1  million 
Until  1960,  the  U.  S.  will  contribute  for  the 
medical  care  of  Philippine  veterans. 

®In  appropriating  for  VA,  congress  stipulated  that  the  funds  were 
predicated  on  furnishing  care  and  treatment  for  140,800  bene- 
ficiaries during  this  year.  This  total  of  beneficiaries  was  arrived 
at  by  adding  the  estimated  number  of  veterans  to  be  cared  for 
in  VA  hospitals,  domiciliary  facilities,  contract  hospitals,  and 
state  veterans’  homes.  There  is  no  way  of  estimating  whether 
more  or  less  patients  than  this  total  will  be  cared  for  during 
the  year.  If  VA  doesn’t  furnish  care  at  this  level,  its  funds  will 
be  reduced  proportionately. 

DEPARTMENT  OE  DEFENSE 
(Approx.  $702,305,000) 

Army  Medical  Services**  . .Approx.  $270  million 
The  estimated  cost  includes  expenses  nor- 
mally associated  with  the  operation  of  military 
hospitals  and  dispensaries,  military  and  eivilian 
salaries,  medieal  supplies  and  equipment,  utili- 
ties, communications,  transportation,  travel  sub- 
sistence, maintenance  and  repair  of  buildings 
and  grounds,  expenses  for  construction,  depend- 
ent medical  care,  medical  education  and  train- 
ing,  medical  research  and  preventive  medicine. 
Air  Force 

Medical  Services**  Approx.  $211  million 

The  estimated  cost  includes  expenses  normal- 
ly associated  with  the  operation  of  military  hos- 
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pitals  and  dispensaries,  military  and  civilian 
salaries,  medical  supplies  and  equipment,  utili- 
ties, communications,  transportation,  travel  sub- 
sistence, maintenance  and  repair  of  buildings 
and  grounds,  expenses  for  construction,  depend- 
ent medical  care,  medical  education  and  train- 
ing, medical  research  and  preventive  medicine. 
Naval  Medical  Services'^  . .Approx.  $220  million 

The  estimated  cost  includes  expenses  normal- 
ly associated  with  the  operation  of  military  hos- 
pitals and  dispensaries,  military  and  civilian 
salaries,  medical  supplies  and  equipment,  utili- 
ties, communications,  transportation,  travel  sub- 
sistence, maintenance  and  repair  of  buildings 
and  grounds,  expenses  for  construction,  depend- 
ent medical  care,  medical  education  and  train- 
ing, medical  research  and  preventive  medicine. 
Office,  Asst.  Secretary  of  Defense 
(Health  b-  Medical)  Approx.  $105,000 

For  salaries,  travel  and  administration  of  this 
office,  and  for  travel  expenses  and  consultant 
fees  for  the  defense  department  civilian  health 
and  medical  advisory  council. 

“A  defense  department  source  gives  this  explanation:  All  dollar 
amounts  are  estimated  and  have  been  rounded  because  military 
appropriations  are  not  broken  doivn  into  categories  of  medical 
expenditures.  The  estimated  reduction  in  the  total  military  med- 
ical program  during  fiscal  year  1958  (down  $88  million)  is  pri- 
marily attributable  to;  (a)  a reduction  in  military  strength  and 
also  fewer  military  dependents  requiring  care  in  military  facili- 
ties, (b)  a sharply  reduced  hospital  construction  program,  and 
(c)  employment  of  fewer  medical  personnel  to  take  care  of  a 
smaller  number  of  beneficiaries.  It  is  estimated  that  the  average 
daily  patient  load  will  be  2,000  fewer  in  military  facilities  due 
to  the  cut  in  military  strength.  Hospital  construction  costs  dur- 
ing the  fiscal  year  will  be  substantially  less  than  last  year.  Most 
of  this  reduction  will  affect  the  air  force.  It  is  estimated  that 
in  the  combined  military  services,  in-patient  hospital  care  this 
year  will  cost  about  $292  million.  Out-patient  care,  which  will 
cost  $166  million  because  of  approximately  35  million  out-pa- 
tient visits,  excluding  dental  visits,  reflects  a reduction  in  work- 
load because  of  reductions  in  military  and  dependent  popula- 
tion. The  overall  cost  of  dependent  medical  care  for  dependents 
in  civilian  facilities  has  been  running  slightly  in  excess  of  $5 
million  per  month.  It  is  estimated  that  it  will  cost  approximate- 
ly $62  million  for  the  current  fiscal  year. 

ATOMIC  ENERGY  COMMISSION 
($40,085,000) 

The  Atomic  Energy  Commission’s  division  of 
biology  and  medicine  has  about  $7.9  million 
more  than  last  year  for  research  projects.  This 
year’s  total  includes  the  following  spending 
plans;  cancer  ($3  million),  other  medical 
($11,656,000),  biological  ($12,391,000),  bio- 
physical ($2,159,000),  development  of  new 
laboratory  equipment  ($2,077,000),  vocational 
and  special  training  ($2,190,000),  radioisotope 
distribution  ($500,000),  environmental  science 
($3,677,000),  and  miscellaneous  items  ($2,035,- 
000). 


INTERNATIONAL  CO-OPERATION 
ADMINISTRATION 
( $37  million ) 

Technical  Co-operation 

Health  Programs $14  million 

The  International  Co-operation  Administration 
through  co-operatively  financed  programs  is 
helping  37  countries,  at  their  request,  to  im- 
prove their  health  and  living  conditions.  The 
broad  range  of  health  projects  falls  into  the 
fields  of:  (1)  epidemic  and  infectious  diseases 
(malaria,  trachoma,  small  pox,  typhoid);  (2) 
environmental  sanitation  ( safe  water  systems 
and  sewage  disposal);  (3)  development  of  rural 
health  services  and  facilities  (health  centers, 
hospitals,  clinics,  laboratories);  (4)  the  training 
of  personnel  both  locally  and  in  the  United 
States;  (5)  the  establishment  and  development 
of  basic  health  training  institutions  (schools  of 
nursing,  schools  of  public  health). 

Malaria  Eradication  Program $23  million 

The  85th  congress  in  the  Mutual  Security  Act 
authorized  United  States  participation  in  a 
world-wide  malaria  eradication  program  not  to 
exceed  the  amount  indicated  above. 

DEPARTMENT  OE  STATE 
($15,718,110) 

United  Nations  Childrens  Fund  . . . .$10  million 
The  United  States’  share  of  the  children’s  fund 
is  up  about  $300,000  over  last  year  for  a total 
of  $10  million.  The  percentage  of  U.  S.  contri- 
bution to  the  total  fund  has  dropped  slightly 
from  57.5  per  cent  to  55  per  cent  because  more 
nations  have  been  contributing.  Last  year  there 
were  65  contributing  nations;  this  year  there 
are  81.  The  fund  is  aiding  319  health  and  medical 
projects  in  102  countries  and  territories,  benefit- 
ing 52  million  children  and  others.  Last  year 
the  fund  aided  3.2  million  children  for  yaws, 
vaccinated  16  million  against  tuberculosis,  and 
protected  28  million  against  malaria  and  other 
insect-borne  diseases. 

World  Health  Organization  $4,200,110 

This  country’s  share  of  the  WHO  budget  re- 
mains at  one-third  of  the  total  of  all  member- 
nation  contributions.  Among  the  84  couutrics 
agreeing  to  make  contributions  is  Russia,  w hich 
recently  has  become  active.  Last  year  WHO  was 
sponsoring  about  600  health  projects  in  94  c-oun- 
tries  and  territories.  WHOs  o\crall  biulgd  is 
broken  down  this  w-ay:  approximalcK  SS  per 
cent  for  operating  programs,  10  per  cent  Or 
administration  and  salaric's,  and  tiu'  rest  Ini' 
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organizational  meetings.  actually  had  two 

appropriations  by  the  U.  S.  The  first  is  for 
$3,867,610  for  its  general  activities  and  a second, 
or  supplementary,  appropriation  of  $332,500  to 
be  used  to  finance  the  11th  world  health  as- 
sembly of  WHO  in  Minneapolis,  Minn. 

Pan  American  Sanitary  Bureau $1,518,000 

The  U.  S.  is  contributing  approximately  two- 
thirds  of  the  bureau’s  regular  budget  which  this 
year  totals  $2.3  million.  In  addition,  this  country 
hopes  to  allocate  $2  million  for  1958  malaria 
eradication^  programs  which  will  come  from 
ICA’s  $23.3  million.  The  bureau,  in  existence 
many  years  before  WHO  was  organized,  is  the 
regional  office  of  WHO  for  the  Americas.  The 
bureau  is  sponsoring  health  programs  in  20 
Latin  American  countries,  dependent  territories 
of  European  powers  in  this  hemisphere,  and  the 
U.  S. 

FEDERAL  EMPLOYES  HEALTH 
PROGRAMS 
(Approx.  $10  million) 

Another  health  program,  this  one  available  to 
all  federal  civilian  workers,  provides  limited 
services  through  health  clinics.  They  are  oper- 
ated by  federal  agencies  which  employ  300  or 
more  persons  in  any  one  area.  By  regulation, 
maximum  cost  of  a health  service  cannot  exceed 
$12  a year  per  employe,  although  special  in- 
dustrial conditions  or  minimal  size  units  may 
warrant  a higher  ceiling.  Services  include  treat- 
ment for  on-the-job  ilhiess  and  physical  ex- 
aminations for  employment. 

DEPARTMENT  OF  LABOR 
($8,069,476) 

Bureau  of  Employes’’ 

Compensation $7.5  million 

An  estimated  2.4  million  federal  workers  are 
elegible  under  the  Federal  Employes’  Compen- 
sation Act  for  medical  and  hospital  care, 
rehabilitation  services,  disability  and  death 
payments,  funeral  and  burial  expenses.  For  treat- 
ment of  employes  by  private  doctors  and  hos- 
pitalization in  private  facilities,  the  labor  de- 
partment has  set  aside  $5.3  million  this  fiscal 
year,  and  for  similar  services  in  federal  hospitals 
and  clinics,  $2.2  million.  Expenditures  for  care 
by  non-governmental  physicians  and  in  private 
hospitals  has  been  increased  by  $400,000  over 
last  year’s  spending  level. 

Bureau  of  Labor  Standards  $569,476 

For  promotion  of  industrial  safety,  the  bureau 


plans  to  spend  $386,901,  and  for  re-employment 
programs  of  the  physically  handicapped, 
$182,575.  The  agency  develops  standards  for 
hazardous  occupations,  assists  the  states  in  ac- 
cident prevention  programs,  and  assists  states 
and  unions  in  training  safety  personnel. 

NATIONAL  SCIENCE  FOUNDATION 
( $7.5  million ) 

The  foundation’s  overall  budget  of  $40  million 
is  the  same  as  last  year’s  appropriation.  The 
sum  of  $7.5  million  is  earmarked  for  research 
grants  in  the  biological  and  medical  sciences. 
The  foundation  provides  support  for  basic 
scientific  research,  for  training  and  education  in 
the  sciences  through  fellowships  and  programs 
to  improve  science  teaching,  and  programs  to 
improve  exchange  of  scientific  information. 

PANAMA  CANAL  COMPANY  & PANAMA 
CANAL  ZONE  GOVERNMENT 
($5,988,300) 

The  estimated  total  of  $5,988,300  available 
for  medical  and  health  programs  in  connection 
with  the  operation  of  the  Panama  Canal  is  di- 
vided as  follows:  $5,521,100  for  operation  of 
three  hospitals  ( total  bed  capacity  of  1,031 ) , one 
leprosarium  (bed  capacity  of  120),  one  medical 
clinic,  two  dental  clinics,  and  six  first  aid  sta- 
tions (available  to  Zone  employes  and  depend- 
ents, certain  military  and  other  persons); 
$467,200  for  operating  expenses  of  public  healtli 
activities,  including  sanitation  and  health  direc- 
tor’s office.  Certain  patients  pay  toward  the  cost 
of  their  medical  care.  These  payments  are  re- 
turned to  the  treasury,  the  total  of  which  was 
not  available. 

DEPARTMENT  OF  TREASURY 
($3,837,850) 

The  bureau  of  narcotics,  operating  within  the 
treasury  department,  is  primarily  engaged  in 
investigation,  detection  and  prevention  of  viola- 
tions of  the  federal  narcotic  and  marihuana  laws. 
Subsidiary  functions  are;  (1)  exercising  control 
over  the  legitimate  manufacture  and  distribution 
of  narcotics  within  the  U.  S.  through  a quota- 
system  and  supervision  over  approximately 
302,000  qualified  registrants  (physicians,  phar- 
macists, dentists,  wholesalers,  etc.);  and  (2) 
training  of  narcotics  law  enforcement  officers 
sponsored  by  local  and  state  law  enforcement 
agencies.  Increased  emphasis  is  being  placed 
on  interstate  and  international  sources  of  illicit 
supplies. 
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a superior  psychochemical 

for  the  management  of  both 
minor  and  major 

emotional  disturbances 


dihydrochloride  brand  of  thiopropazate  dihydrochloride 


• more  effective  then  most  potent  tranquilizers 

• as  well  tolerated  as  the  milder  agents 

• consistent  in  effects  os  few  tranquilizers  are 


Dartal  is  a unique  development  of  Searle  Research, 
proved  under  everyday  conditions  of  office  practice 

It  is  a single  chemical  substance,  thoroughly  tested  and  found  particularly  suited 
in  the  management  of  a wide  range  of  conditions  including  psychotic,  psycho- 
neurotic and  psychosomatic  disturbances. 

Dartal  is  useful  whenever  the  physician  wants  to  ameliorate  psychic  agitation, 
whether  it  is  basic  or  secondary  to  a systemic  condition. 

In  extensive  clinical  trial  Dartal  caused  no  dangerous  toxic  reactions.  Drowsiness 
and  dizziness  were  the  principal  side  effects  reported  by  non-psychotic  patients, 
but  in  almost  all  instances  these  were  mild  and  caused  no  problem. 

Specifically,  the  usefulness  of  Dartal  has  been  established  in  psychoneuroses  with 
emotional  hyperactivity,  in  diseases  with  strong  psychic  overtones  such  as  ulcera- 
tive colitis,  peptic  ulcer  and  in  certain  frank  and  senile  psychoses. 

Usual  Dosage  o In  psychoneuroses  with  anxiety  and 
tension  states  one  5 mg.  tablet  t.i.d. 

• In  psychotic  conditions  one  10  mg.  tablet  t.i.d. 
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DISTRICT  OF  COLUMBIA 
( Approx.  $3.7  million ) 

Only  a rough  estimation  can  be  made  of  the 
federal  contribution  for  health  and  medical  pro- 
grams of  the  District  of  Columbia.  The  total 
district  budget  for  all  governmental  functions  is 
in  the  neighborhood  of  $200  million.  Congress 
has  appropriated  $20  million  for  this  year  toward 
the  cost  of  the  District  government  or  about 
one-tenth  of  the  total.  The  District  health  de- 
partment will  expend  $28,229,300.  In  this 
amount  is  included  approximately  $11  million 
for  care  of  the  District’s  insane  in  St.  Elizabeth’s 
Hospital.  Since  such  sum  is  shown  in  this  report 
under  St.  Elizabeth’s  Hospital,  it  is  not  used  in 
computing  the  amount  of  federal  contributions 
for  the  health  needs  of  the  District.  The  Cen- 
eral  Services  Administration,  an  agency  of  the 
federal  government,  will  expend  $2  million  this 
year  for  construction  of  a D.  C.  hospital  center. 
This  latter  amount,  plus  10  per  cent  of  the  total 
health  expenditures  in  the  District  of  Columbia 
(minus  the  $11  million  allotted  to  St.  Eliza- 
beth’s), totals  approximately  $3.7  million. 

EEDERAL  CIVIL  DEEENSE 
ADMINISTRATION 
( $3.1  million) 

Health  and  medical  spending  by  FCDA  was 
drastically  curtailed  for  the  fiscal  year  1958.  Out 
of  a total  of  $39.3  million  for  civil  defense,  ap- 
proximately $3.1  million  will  be  made  available 
for  medical  activities  as  compared  with  $49,810,- 
000  for  medical  activities  in  fiscal  year  1957.  This 
is  principally  due  to  the  fact  that  no  funds  were 
appropriated  for  additional  federal  medical 
stockpiling  in  fiscal  1958;  whereas,  $47  million 
was  appropriated  for  this  purpose  last  year. 
Funds  for  medical  activities  break  down  as  fol- 
lows: $1.7  million  for  matching  funds  to  the 
states  to  help  them  maintain  their  medical  stock- 
piles; $1  million  for  research;  and  $400,000  for 
administrative  costs.  Not  shown  in  the  funds  for 
medical  activities  is  $3.3  million  appropriated 
for  the  warehousing  and  maintenance  of  the 
existing  stockpiles. 

DEPARTMENT  OE  JUSTICE 
($1,796,000) 

The  figure  represents  the  bureau  of  prisons’ 
estimate  of  the  cost  of  medical  and  dental  serv- 
ices for  over  20,000  prisoners  in  28  federal  penal 
institutions.  The  bulk  (about  $1,694,000)  goes 
to  commissioned  officers  of  the  Public  Health 


Service  assigned  to  the  prisons  and  to  related 
civil  service  personnel  for  services  that  include 
psychiatric,  medical,  surgical,  nursing  and  dental 
treatment.  Another  approximately  $102,000  is 
earmarked  for  fees  to  220  consultants  in  various 
medical  specialties. 

FEDERAL  TRADE  COMMISSION 
( $1.5  million) 

The  commission  plans  to  spend  about  the  same 
as  last  year  for  research,  testing  and  compliance 
operations  in  the  field  of  food,  drugs,  cosmetics 
and  devices.  This  is  nearly  20  per  cent  of  the 
agency’s  total  budget  of  $5,950,000.  FTC  is 
charged  by  congress  with  the  safeguarding  of 
life  and  health  of  the  public  through  the  pre- 
vention of  the  dissemination  of  false  advertise- 
ments of  various  products. 

DEPARTMENT  OE  COMMERCE 
($911,300) 

Civil  Aeronautics  Administration  $385,000 

Spending  for  the  CAA  flight  safety  program 
is  divided  as  follows:  $225,000  for  salaries  and 
administrative  expenses  at  headquarters; 
$110,000  for  similar  expenses  in  regional  offices; 
$50,000  for  the  CAA  medical  research  laboratory 
at  Columbus,  Ohio.  Eive  medical  officers  in  the 
field  supervise  the  periodic  physical  examina- 
tions required  in  the  United  States  and  over- 
seas. A total  of  196,295  examinations  were  made 
last  year  and  a similar  number  are  expected 
to  be  made  this  year.  For  this  service,  pilots  pay 
examining  physicians  directly. 

National  Bureau  of  Standards $526,300 

The  bureau  of  standards  tests  and  engages  in 
developmental  research  on  its  own  initiative  and 
at  the  request  of  others.  The  bureau  will  expend 
$127,900  of  its  own  money  this  year  as  follows: 
$83,300  for  diagnostic  and  therapeutic  radiation 
research;  $31,00  for  audiometric  calibrations  re- 
search; $13,600  for  dental  materials  research.  In 
addition  the  bureau  will  receive  $398,400  from 
other  agencies,  divided  as  follows:  $45,400  for 
diagnostic  and  therapeutic  radiation  research; 
$125,000  for  air  pollution  research;  $48,300  for 
audiometric  research;  $5,400  for  cardiovascular 
research  and  equipment  development;  $57,300 
for  anesthesiological  and  respiratory  research; 
$83,000  for  dental  materials  research;  and 
$34,000  for  metabolism  process  research. 

CIVIL  SERVICE  COMMISSION 
($387,000) 

The  commission’s  total  budget  is  $18.3  million. 
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out  of  which  about  2 per  cent  goes  to  the  medical 
division  for  salaries  of  eight  physicians  in  Wash- 
ington and  11  in  the  regional  offices.  The  medi- 
cal division’s  duties  include  establishing  and  re- 
viewing physical  standards  for  all  civilian  jobs 
in  the  federal  government,  supervising  and  ad- 
judicating disability  claims  for  retirement,  and 
setting  professional  standards  of  doctors  and  an- 
cillary personnel  to  be  employed  in  government. 

PRESIDENT’S  COMMITTEE  EOR  EMPLOY- 
MENT OE  PHYSICALLY  HANDICAPPED 
($182,575) 

Projected  spending  is  for  salaries  and  admin- 
istration in  the  development  and  promotion  of 
educational  programs  among  employers  and  the 
general  public  to  stimulate  employment  of  qual- 
ified physically  handicapped  persons.  It  also 
entails  expenses  in  connection  with  the  National 
Employ  the  Physically  Handicapped  Week. 

DEPARTMENT  OF  INTERIOR 
($154,950) 

The  bureau  of  mines,  operating  within  the  de- 
partment of  interior  has  a total  appropriation  of 
$5,585,000  for  this  fiscal  year.  Identifiable  health 
programs  and  expenditures  are  as  follows: 
$41,000  for  a program  of  silicosis  prevention  in 
mines;  $99,000  for  studies  on  natural  and  equip- 
ment fuel  gases  in  mines  and  effect  of  radio-ac- 
tivity in  metal  mines;  $14,950  for  the  salary  of 
one  physician  on  loan  from  PHS  who  directs  the 
medical  and  health  aspects  of  the  bureau’s  ac- 
tivity. 

OFFICE  OF  DEFENSE  MOBILIZATION 
($77,000) 

This  office  is  responsible  for  policy,  co-ordina- 
tion and  planning  of  the  federal  government’s 
activities  relating  to  the  mobilization  of  health 
resources— health  manpower,  facilities,  and  sup- 
plies. This  includes  the  responsibilities  of  the 
health  resources  advisory  committee  as  well  as 
of  a newly  established  health  division. 

SMALL  BUSINESS  ADMINISTRATION 
($70,000) 

The  small  business  administration  provides  fi- 
nancial assistance  to  hospitals,  convalescent  and 
nursing  homes,  medical  and  dental  laboratories, 
and  physicians  for  expenses,  improvements  and 
general  operations.  Small  business  administration 
loans  are  of  two  types:  participation  loans,  those 
made  jointly  with  banks  and  other  private  lend- 
ing institutions;  and  direct  loans,  where  no  par- 
ticipation is  available.  Since  all  loans  must  be  of 


such  sound  value  or  so  secure  as  reasonably  to 
assure  repayments,  no  program  losses  are  antici- 
pated. SBA  officials  estimate  that  administrative 
expenses  for  the  headquarters  and  field  offices 
will  aproximate  $70,000,  which  is  about  I per 
cent  of  the  total  administrative  fund  available 
for  all  lending  operations. 

NATIONAL  ADVISORY  COMMITTEE  TO 
SELECTIVE  SERVICE 
($19,000) 

It  is  expected  that,  because  of  an  abundance 
of  volunteer  physicians  for  military  service,  phy- 
sician draft  calls  probably  will  not  be  made  dur- 
ing the  fiscal  year.  This  reduces  the  responsibil- 
ity formerly  placed  on  the  Washington  head- 
quarters of  this  advisory  committee  and  on  the 
51  state  and  territorial  committees.  Last  year 
congress  provided  $180,000  for  salaries  of  the 
headquarters  and  state  and  territorial  commit- 
tees, but  this  year  voted  nothing.  However,  se- 
lective service  has  earmarked  $19,000  from  its 
funds  to  meet  the  salaries  of  a skeleton  staff  at 
headquarters  ( including  the  expenses  of  this  na- 
tional committee)  and  nominal  expenses  of  the 
state  committees.  The  national  advisory  commit- 
tee has  the  responsibility  of  advising  selective 
service  on  deferment  policies  for  physicians  in 
residencies,  teaching  positions,  essential  labora- 
tory and  clinical  research  and  persons  deemed 
necessary  to  protect  civilian  health  at  a time 
when  draft  calls  are  being  made.  The  state  and 
territorial  committees  assist  the  national  com- 
mittee. 

OFFICE  OF  THE  ATTENDING  PHYSICIAN 
OF  CONGRESS 
($12,145) 

Since  1928,  the  office  of  the  attending  physi- 
cian of  congress  has  provided  out-patient  care 
for  members  of  the  house  and  senate  and  their 
staffs.  By  an  act  of  that  year,  the  office  has  been 
filled  by  a medical  officer  of  the  United  States 
Navy.  Sole  occupant  of  the  post  has  been  Rear 
Adm.  George  W.  Calver  (MC),  U.S.N.  Funds 
voted  by  congress  are  for  medical  supplies  and 
equipment  and  contingent  expenses.  Salaries  of 
Dr.  Calver,  his  assisting  physicians  and  enlisted 
corpsmen  are  paid  from  navy  funds. 

PAYMENTS  TO  INDIVIDUALS  BECAUSE 
OF  DISABILITY  THROUGH  PROGRAMS 
IN  WHICH  THE  U.S.  GOVERNMENT 
PARTICIPATES 
(fiscal  year  ending  June  30, 195S) 

(not  listed  arc  small  groups  of  iKneficiarics  of  finlcral  rctirenu  nt 
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systems  other  than  civil  service  retirement,  such  as  employes  of 
TVA,  Federal  Reserve  hanks,  etc.) 

Estimated  Approx. 
Programs  Beneficiaries  Payments 

(Millions) 

Veterans'’  Benefits 

A.  Service-connected 

disabilities  2,075,000a  $l,440,000a 

B.  Non-service  con- 

nected disabilities  734,000  700,000b 

Military  Retirement 

Disability  79,000  205,000 

Federal  Employes 

compensation  110,000  21,500 

(These  three  programs  are  fully  financed  by  general  revenue 
of  U.S.  Admin,  cost  not  shown) 

Public  Assistance 

A.  Aid  to  needy  perma- 

nently and  totally 

disabled  310,300  184,500c 

B.  Dependent  children 

aid  (incapacitated 

father  segment ) . 633,000d  169,300d 

C.  Aid  to  the  blind.  . 109,500  78,400e 

U.S.  Civil  Service 

Disability  80,000f  102,500 

(Public  assistance  financed  55  per  cent  U.S.  and  45  per  cent 
states.  Civil  service  financed  50  per  cent  U.S.  and  50  per 
cent  employes.  Admin,  cost  not  shown  in  either  program.) 

Social  Security  - OASI 
Disability 
A.  Disability  over 

age  50  150,000g  175,000 

B.  Childhood  disability 

benefits-h  . . 24,000h  18,000 

(These  programs  financed  by  OASI  payroll  ta.x) 

Railroad  Retirement  Disability 

A.  Permanent  disability 

for  regular  job. . . 43,900  56,000 

B.  Permanent  disability 

for  all  employment  54,900  63,300 

C.  Temporary  disa- 

bility   145,000  51,000 

(This  program  financed  by  employers  and  employes.  Not 
shown  are  minor  admin,  costs  borne  by  U.S.) 

TOTAL  4,548,600-i  $3,264,500 

a Number  of  persons  and  dollars  in  this  pro- 
gram decreasing  as  beneficiaries  die. 

b This  program  is  increasing  rapidly;  up  $45 
million  since  last  year. 

c Of  this  total,  $98  million  is  provided  from 
U.S.  funds.  Additional  program  admin,  cost  is 
about  $21.7  million  (12  per  cent);  U.S.  share  is 
$10.7  million. 

d Provided  to  146,00  families.  $101.9  million 
of  benefits  is  federal.  Additional  admin,  cost  is 
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$19.9  million  (12  per  cent);  U.S.  share  is  $9.9 
million. 

e U.S.  contribution  to  program  is  $38.4  million. 
Additional  admin,  cost  is  $6.6  million  (8.5  per 
cent);  U.S.  share  is  $3  million. 

f Number  of  persons  in  this  program  increased 
by  7,000  in  last  12  months. 

g Approx.  150,000  beneficaries  are  estimated 
at  mid-year;  by  July  1,  1958  estimate  is  200,000. 

h Eligibility  based  on  disability  incurred  be- 
fore age  18;  the  24,000  beneficiaries  listed  is  at 
mid-year;  by  July  1,  1958  total  will  reach  37,000. 

i No  adjustment  made  for  payments  to  one  in- 
dividual through  more  than  one  program. 

MD  INTERNATIONAL 

A SPECIAL  hour-long  report  on  American  doc- 
tors who  serve  in  the  far  comers  of  the  world  — 
the  problems  they  face,  the  satisfactions  they  re- 
ceive, their  importance  in  building  good  will  for 
the  U.  S.  — will  be  televised  in  compatible  color 
at  10  p.m.  (EST)  Thursday,  January  23,  over 
the  NBC-TV  network. 

Titled  “MD  INTERNATIONAL,”  this  latest 
in  the  prize-winning  March  of  Medicine  TV  ser- 
ies is  the  result  of  a 34,000-mile,  around-the- 
world  film  expedition  with  a special  mission  — 
to  show  Americans  how  their  doctors  who  “prac- 
tice at  the  bedside  of  the  world”  serve  not  only 
as  men  of  medicine,  but  also  as  unofficial  U.  S. 
ambassadors.  The  program  was  inspired  by 
President  Eisenhower’s  appeal  for  “People-to- 
People”  activities  in  all  professions  and  walks  of 
life. 

Sponsored  by  the  American  Medical  Associa- 
tion and  Smith  Kline  & French  Laboratories,  a 
seven-man  March  of  Medicine  crew  set  out 
early  last  summer  to  film  American  doctors  at 
work  in  Korea,  Hong  Kong,  Sarawak,  Burma, 
Nepal,  Lebanon,  Ethiopia  and  India. 

It  took  81  days  and  every  kind  of  transporta- 
tion from  turbojet  airliners  to  Tibetan  ponies  to 
get  this  story  of  the  devotion  of  American  doc- 
tors abroad; 

Hong  Kong  — Battling  native  superstition  and 
prejudice.  Dr.  Olaf  Skinsnes,  a young  Chicago 
pathologist,  established  an  island  for  lepers 
within  sight  of  Communist  territory.  His  efforts 
have  given  new  hope  to  a once-despised  group. 

Korea  — Every  day  as  many  as  1,000  patients 
line  up  for  medical  treatment  outside  a clinic 
operated  by  the  Maryknoll  Sisters  in  the  war- 
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ravaged  city  of  Pusan.  A handful  of  Maryknoll 
Sisters  — Americans  trained  in  U.  S.  medical 
schools  — thus  serve  what  the  Army  newspaper 
“Stars  and  Stripes”  calls  the  world’s  longest 
charity  line. 

Borneo  — For  days  at  a time,  Dr.  Harold 
Brewster,  formerly  of  New  York,  lives  with  and 
treats  the  Ibans,  a tribe  in  the  interior  of  Borneo 
that  once  practiced  head-hunting.  A Methodist 
medical  missionary,  Dr.  Brewster  works  with 
the  native  government  and  the  World  Health 
Organization  to  help  stamp  out  malaria,  TB  and 
the  dysenteries. 

Burma  — Dr.  Phillips  Greene,  a Harvard  grad- 
uate who  was  Dean  of  Yale-in-China  Medical 
School,  teaches  and  practices  orthopedic  sur- 
gery in  close  collaboration  with  his  Burmese  eol- 
leagues.  MD  INTERNATIONAL  shows  Dr. 
Greene’s  rehabilitation  efforts  with  a young  Bur- 
mese who  lost  a leg  during  the  war,  but  now 
can  walk  — thanks  to  this  American  surgeon. 

Lebanon  — Each  year  the  medical  faculty  — 
including  a number  of  Americans  — at  Beirut’s 
American  University  graduates  scores  of  doc- 
tors to  practice  throughout  the  Middle  East. 
Lebanon’s  Foreign  Minister,  Gharles  Malik,  took 
MD  INTERNATIONAL  on  a tour  of  the  medi- 
cal school  to  explain  the  importance  of  U.  S. 
education  in  this  part  of  the  world. 

Nepal  - MD  INTERNATIONAL  visited  two 
doctors  in  this  remote  kingdom  that  lies  between 
India  and  Tibet. 

In  Katmandu,  capital  of  Nepal,  Dr.  Bethel 
Fleming,  formerly  of  Ghicago,  has  established  a 
child  and  maternal  eare  center  with  nothing  more 
than  a pocket  set  of  instruments  and  permission 
to  use  an  abandoned  cholera  hospital. 

In  Tansing,  6,000  feet  up  in  the  Himalayas, 
Dr.  Garl  Friedericks  of  Reading,  Pa.,  practices 
general  medicine  in  a village  so  mountainous 
that  it  has  never  known  the  wheel.  Dr.  Fried- 
ericks is  perhaps  the  U.  S.  physician  practicing 
furthest  from  home.  March  of  Medicine  fol- 


lowed him  in  his  daily  routine  and  on  a horse- 
back trek  into  the  interior  to  help  head  off  a 
cholera  epidemic. 

Ethiopia  — An  U.  S.  Government  Point  Four 
medical  mission,  headed  by  Dr.  Arthur  Gurtis 
of  Arkansas,  plans  and  direets  public  health  pro- 
grams in  this  disease-ridden  country.  In  a rare 
appearance  before  TV  cameras.  Emperor  Haile 
Selassie  tells  the  U.  S.  of  his  country’s  grati- 
tude “for  the  co-operation  of  your  doctors.  . . .” 

India  — Vellore’s  famed  Ghristian  Medical 
Gollege,  founded  by  American  missionaries,  has 
a variety  of  medical  programs  in  addition  to  its 
curriculum.  MD  INTERNATIONAL  filmed  a 
Boston  thoracic  surgeon.  Dr.  Reeve  H.  Betts,  as 
he  performed  a Blaloek-Taussing  “blue  baby 
operation”  on  an  Indian  child.  Then  MD  IN- 
TERNATIONAL joined  Dr.  Victor  Rambo  who 
travels  from  village  to  village  performing  catar- 
act surgery  — sometimes  as  many  as  100  a day. 

More  than  40,000  feet  of  color  film  were  shot 
by  the  MD  INTERNATIONAL  crew  under  the 
direetion  of  David  Lowe,  formerly  executive 
producer  of  NBG’S  Educational  TV  Project,  and 
Scriptwriter  Lou  Hazam.  Months  of  research 
and  preparation  were  necessary  before  the  crew 
left  the  U.  S.  So  hazardous  and  exhausting  was 
the  film  expedition  that  there  was  not  one  day 
of  the  trip  that  at  least  one  member  of  the  team 
was  not  ill. 

March  of  Medicine,  sponsored  by  the  A.M.A. 
and  Smith  Kline  & Erench  Laboratories,  was  the 
first  medical  TV  documentary  series  to  receive 
an  Albert  Lasker  Award  for  medieal  journalism. 
“Monganga,”  the  story  of  an  American  mission- 
ary in  the  Belgian  Gongo,  which  was  presented 
twice  over  NBG-TV  in  1956-57,  has  received 
several  awards,  including  a Silver  Reel.  MD  IN- 
TERNATIONAL already  is  being  mentioned  for 
1958  TV  honors. 

(Editor’s  Note  — This  will  be  presented  — 
8 P.M.  — Tucson  Inn  in  conjunction  with  the 
Ganeer  Seminar. ) 
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RX.,  DX.,  AND  DRS. 

By  Guillermo  Osier,  M.D. 


0»AUERBACH  of  the  VA  hospital  in  New  Jer- 
sey has  done  a terrifically  detailed  piece  of  work 
to  show  the  effect  of  smoking  on  the  walls  of  the 
bronchi.  He  subdivided  the  bronchial  tree  into 
about  220  standard  areas,  and  took  a section  from 
each  area.  About  200  cases  which  had  complete 
data  on  smoking  habits  were  studied  in  that  way. 
. . . The  basement  membrane,  the  cells  next  to  the 
membrane,  the  mucosal  (surface)  cells,  and  the 
cilia  were  all  compared  with  a “normal  status.” 
. . . The  results  were  “anti-smoke,”  to  say  the  least. 
The  incidence  of  bronchial  carcinoma,  “carcinoma 
in  situ,”  and  hyperplasia  were  all  directly  related 
to  the  use  of  cigarets.  . . . Dr.  Auerbach  concluded 
on  an  informal  note  at  a recent  meeting,  “I’m  a 
pathologist,  not  an  evangelist,  but  I’m  entitled  to 
an  opinion.  Anyone  who  smokes  is  crazy.” 


Dr.  Leroy  Burney,  surgeon  general,  sure  stuck 
a knife  into  the  anti-TB  movement.  First,  he  is- 
sued a communique  concerning  the  possible 
RADIATION  HAZARD  of  case-finding  x-rays. 
Second,  it  was  written  in  such  a way  that  it  could 
be  very  easily  twisted  for  headline  purposes  (and 
was).  Third,  the  findings  he  quoted  don't  exactly 
square  with  a current  summary  from  the  Na- 
tional Tuberculosis  Ass'n.  And  finally,  fourthly, 
he  dropped  the  loaded  item  on  approximately  the 
day  when  Christmas  Seals  were  put  into  the  mail 
throughout  the  United  States. 


Arizona  doesn’t  have  much  of  a problem  with 
silicosis  these  days.  Mine  workers  are  x-rayed; 
their  jobs  are  analyzed;  protective  measures  are  in 
use;  the  old  silicotics  have  been  moved  to  non- 
dusty  jobs,  or  are  retired.  ...  A peculiar  type  of 
silicosis  is  seen  in  nearby  California  with  several 
places  of  origin  in  Palos  Verdes  (near  Los  An- 
geles), Lompoc  (near  Santa  Barbara),  etc.  The 
cause  is  diatomaceous  earth,  and  it  has  the  two 
qualities  most  necessary  for  pathogenesis;  a very 
fine  dust  and  a high  silica  content.  Some  of  the 
jobs  have  resulted  in  first  stage  trunk  lesions  in 
a year  or  two.  . . . So,  don’t  overlook  the  possibility 
in  an  emigrant  from  those  areas,  even  if  the  pa- 
tient is  a woman.  Women  have  worked  in  the 
“bagging  room”  which  is  as  great  an  exposure  as 
one  can  find. 


HOW  TO  DEVELOP  SYMPATHY  FOR  EMPHY- 
SEMA — Find  out  what  your  own  top  tolerance 
is  for  altitude.  Be  sure  to  know  at  what  level  you 
begin  to  have  discomfort  in  the  chest,  dyspnea, 
palpitation,  and  headache.  . . . Then  go  up  in  a 
plane,  or  into  the  mountains,  about  2,000  feet 
higher.  Observe  with  objective  detachment  (if 
possible)  the  progress  of  your  symptoms,  plus  the 
development  of  anxiety  and  concern.  . . . You 
probably  will  feel  a new  appreciation  of  the  pa- 
tient with  "thin  lungs." 


If  you  aren’t  familiar  with  distemper,  perhaps 
you  know  about  measles.  The  connection  between 
the  two  diseases  is  not  as  incongruous  as  it  sounds. 
Distemper,  which  afflicts  young  dogs,  and  measles, 
which  attacks  young  humans,  are  so  similar  that 
the  anti-serum  of  one  disease  will  provide  im- 
munity against  the  other.  . . . Chadwick  of  UCLA 
reported  the  similarity  at  a virology  conference 
of  the  California  universities.  The  cross-immunity 
has  been  demonstrated  in  tissue  cultures  and  dogs. 
The  two  viruses  have  common  component;  they 
produce  similar  changes  in  certain  cells;  they 
affect  the  respiratory  system,  produce  a rash,  and 
are  air-borne.  Cross  infection  does  not  occur  be- 
tween children  and  puppies,  however. 


The  MECHANISM  OF  INHERITANCE  has  be- 
come a few  steps  more  certain  in  the  last  few 
years.  Mendel's  work  pushed  ahead  of  the  animal 
breeders  in  the  mid- 19th  century;  the  microscope 
showed  us  the  chromosomes  a bit  later;  logic  sug- 
gested that  the  smaller  genes  were  more  specific 
than  the  chromosomes;  and  the  biochemists  and 
crystallographers  took  over  for  the  more  recent, 
non-visibie  steps.  . . . The  chromosomes  are  com- 
posed of  chemicals  which  probably  control  the 
rate  and  growth  of  cells.  They  are  confined  to  the 
nucleus,  and  are  proteins  or  nucleic  acids.  The  two 
main  proteins  are  DESOXYRIBONUCLEIC  ACID 
(DNA)  and  a little  ribonucleic  acid  (RNA).  . . . 
Both  DNA  and  RNA  are  huge  molecules,  and  are 
composed  of  long  chains  of  alternate  sugar  and 
phosphate  groups.  From  that  point  on  the  data 
become  extremely  complicated,  with  analysis  of 
the  content  of  certain  types  of  cells  (sperm,  etc.), 
the  relationship  to  ultra-violet  light  radiation,  to 
x-ray  diffraction,  to  geometry  of  structure,  etc. 
. . . If  this  explanation  has  been  at  all  erroneous 
we  wish  to  apologize  to  Dr.  L.  D.  Hamilton  of  the 
Upjohn  "Scope"  magazine. 


Some  women  apparently  would  rather  not  have 
flat  breasts;  would  arther  have  full  or  normal 
breasts.  They  would  not  be  satisfied  with  the  ap- 
pearance of  having  breasts  which  falsies  more  or 
less  produce,  but  would  not  mind  an  internal 
prosthesis.  . . . “General  Practice.”  (The  medical 
journal  of  the  West)  publishes  an  article  by  R.  A. 
Franklyn,  M.D.,  on  "Augmentation  Mammaplasty." 
The  technic  consists  of  implanting  foam  plastic 
in  the  retromammary  space,  over  the  pectoral 
muscles.  (“Surgiform,”  a nylon  sheathed  polyure- 
thane foam  sponge).  . . . The  use  of  an  operation 
for  cosmetic  (and  a related  emotional  uplift)  is 
frankly  defended.  They  report  a series  of  2,170 
implants,  with  a 95  per  cent  “success  rate.”  In- 
fection is  the  only  complication.  Shrinkage  is 
avoided  by  using  the  nylon  sheath. 
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Dear  Doctor: 

It  Has  Been  A Real  Pleasure  Doing 
Business  With  You  During  1957. 

Does  Your  Investment  Port  Folio 
Include  The  Blue  Chips  For  1958? 

HAPPY  NEW  YEAR 

PAUL  BOYAJIAN  & ASSOCIATES 
AM  5-5906 

1827  W.  Camelback  Rd.,  Phoenix,  Arizona 
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Treatmenl  wiih  ULTRASOUND  has  grown  in 
use  so  lhat  a ihree-day  convention  has  recently 
been  held  in  California.  On  the  other  hand,  one 
of  the  best  orthopedic  groups  we  know  doesn't  use 
the  method.  ...  A recent  summary  has  listed  the 
four  primary  actions  of  ultrasonic  energy:  1.  It 
creates  thermal  effects  on  the  interfaces  of  tissues 
of  different  acoustic  impedances.  ...  2.  It  produces 
a mechanical  effect  by  rapidly  vibrating  the  tissues 
at  1 million  cycles  per  second.  It  is  often  called 
microscopic  massage.  ...  3.  It  provides  a chemical 
effect  by  increasing  cell  permeability  and  stimula- 
tion of  metabolic  influences.  ...  4.  It  produces  a 
neurotrophic  effect  which  indicates  feeding  of  the 
nerves.  . . . The  actual  clinical  uses  are  roughly 
divided  into  four  groups  — FIRST:  Diseases  of 
the  peripheral  nervous  systems  such  as  neuritis 
and  neuralgias.  SECOND:  Diseases  of  the  mus- 
culoskeletal system  such  as  spondylitis,  arthritis, 
myalgias  and  Marie  Strumpel  disease.  THIRD:  Dis- 
eases of  the  skin  such  as  varicose  ulcers  and  sclero- 
derma. 


A cartoon  in  “Medical  Economics”  shows  one 
surgeon  saying  to  another,  as  he  stands  at  the 
table,  knife  in  hand,  “Just  ask  yourself:  ‘What 
would  Osier  have  done?’.  ...  He  didn’t  mean 
Guillermo  Osier,  but  since  Guillermo  and  the 
famous  William  were  both  internists,  we  can  try 
to  answer  for  both  — We  would  have  handed 
the  knife  to  a surgeon  and  gotten  the  heck  up  into 
balcony! 


It  hardly  seems  possible  that  any  part  of  the 
body  has  been  ignored,  or  forgotten,  in  this  day 
and  age.  The  drug  houses  are  going  to  keep  it 
from  happening,  and  Eaton's  has  "rediscovered 
the  FEMALE  URETHRA."  Come  to  think  of  it, 
we  haven't  seen  a lot  written  about  it.  and  didn't 
know  it  was  in  trouble.  . . . The  Eaton  research 
has  shown  its  structure,  with  its  numerous  para- 
urethral glands.  Chronic  infection  can  occur.  Pel- 
vic symptoms  may  result.  Furacin  suppositories 
could  relieve. 


Cases  of  hypogammaglobulinemia  (adult-type 
and  “acquired”)  are  being  recognized  in  every 
large  general  practice,  if  the  eye  is  sharp.  A 
history  of  recurring  infections,  not  responsive  to 
usual  therapy,  may  be  the  lead,  though  many 
such  cases  do  not  have  the  low  gamma  globulin 
level,  and  you  can’t  tell  one  from  t’other  without 
the  tests.  . . . The  current  tests  often  use  the 
simple  and  inexpensive  turbidimetric  test  as  a 
screen.  If  the  globulin  is  negative,  the  actual 
weight  and  per  cent  measurement  of  the  blood 
proteins  must  be  made.  (Albumin  should  be  54-64 
per  cent  of  the  total  proteins;  globulin  A 1 is  3-4 
per  cent;  A 2 is  4-7  per  cent;  B is  9-12  per  cent; 
and  gamma  globulin  should  be  14-25  per  cent).  . . . 
The  therapy  is  obviously  imperfect,  since  polio 
immune  is  used,  and  since  in  the  few  treated 


cases  which  have  been  reported  the  amounts  which 
are  effective  in  keeping  the  blood  levels  up  are 
highly  variable.  One  case  will  maintain  a re- 
sponse for  80  days  after  a huge  dose;  another  will 
do  well  with  smaller  doses  every  1 or  2 weeks; 
and  others  respond  slowly  if  at  all.  . . . Martin, 
Bronstein  and  Dray,  of  the  National  Institutes  of 
Health  (USPHS,  Bethesda,  Md.),  report  a series  in 
the  September  1957  Ann.  Int.  Med.,  and  it  forms 
a good  basis  for  comparison. 


Dr.  Waller  Alvarez  is  slrongly  in  favor  of  scan- 
ning "ROUTINE  ORDERS"  in  hospitals,  operating- 
rooms,  etc.,  and  eliminating  the  ones  which  time 
and  experience  have  found  useless.  . . . The  ob- 
stacle to  clearing  the  decks  is  the  cry  which  goes 
up  from  people  who  are  attached  to  every  step 
in  every  ritual.  . . . Dr.  A.  has  lilted  at  quite 
a few  of  these  windmills  and  knows  the  scanty 
chances  of  success. 


The  action  of  oral  insulin  (Orinase)  is  said  to 
be  due  in  large  part  to  a release  of  insulin  which 
has  been  produced  and  stored  in  the  pancreatic 
beta  cells.  A diabetic  must  therefore  have  beta 
cells,  and  they  must  be  functioning.  . . . The  basic 
limitations  for  use  of  Orinase  are  for  people  over 
40  years  of  age,  who  have  been  taking  less  than 
40  units  of  insulin.  It  also  works  better  in  cases 
who  have  not  tended  to  have  ketosis. 


EXCITING  NEWS  FOR 

HARD  of  HEARING 

DOCTOR: 

Maico's  Newest  Hearing  Aid  with  "Automatic 
Volume  Control"  Gives  Amazing  Results  For 
Those  Hard'to-Help  Nerve-loss  Cases.  May  we 
Suggest  That  You  Have  Your  Patient  Try  It. 

MfllCO 

Hearing  Aids  - Audiometers 

Don't  Be  Satisfied  With  Less  Than  The  Best 

MAICO  of  PHOENIX 

HEARING  SERVICE 

212  W.  Adams  - Ph.  AL  8-0270 

WE  GUARANTEE  TO  THE  DOCTOR  AND  HIS  PATIENT 
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Norman  A,  Ross,  M.  D. 


AMA  Washington  Letter,  Nov.  22, 1957 
AMA’S  REASONS  FOR  OPPOSING  HOSPI- 
TALIZATION AT  AGE  65  UNDER  OASI 

T HE  BODY  of  this  communique  refers  to  the 
Forand  Bill,  HR  9467,  which  was  introduced 
late  last  season.  This  bill  provides  for  60  day§ 
hospital  plus  surgical  benefits  and  an  additional 
60  days  of  nursing  home  care  to  all  social  secur- 
ity beneficiaries  65  years  of  age  and  older  and 
the  same  benefits  to  their  survivors  and  depend- 
ents. Legislation  such  as  this  would  need  be 
enacted  to  accommodate  the  linking  of  volun- 
tary hospital  plans  with  soeial  security.  In  our 
report  last  month,  we  advised  that  the  AMA  is 
opposing  legislation  linking  voluntary  hospital 
plans  and  social  security. 

Dr.  David  E.  Allman  of  Atlantic  Gity,  N.  J., 
AMA  president,  has  this  to  say  about  this  seetion 
of  the  overall  program : 

“This  proposal  is  clearly  ‘socialized  medicine’ 
for  a segment  of  the  American  people.  Enact- 
ment would  permit  the  federal  government  to 
withdraw  soeial  seeurity  taxes  on  a compulsory 
basis  from  almost  the  entire  working  population 
and  use  those  taxes  to  reimburse  hospitals  and 
physicians  for  services  rendered  to  all  persons 
eligible  to  receive  old  age  and  survivors  benefits. 
The  Ameriean  Medieal  Association  has  repeat- 
edly opposed  compulsory  health  insurance  and 
is  unequivocally  opposed  to  this  new  version.” 

Dr.  Fister  maintains  that  “the  strength  of  the 
opposition  to  this  precipitate  and  revolutionary 
proposal  is  great.”  He  offers,  “The  AMA  has 
supported  and  promoted  voluntary  health  in- 
surance ...” 

We  note  that  “the  life  insurance  and  health 
insuranee  industries”  are  joining  the  AMA  to  op- 
pose these  laws  and  in  their  objection  to  these 
proposals.  Our  voluntary  surgical  and/or  medi- 
cal and  hospital  agencies  are  not  listed  among 
those  joining  in  the  objection.  Is  it  possible  that 
medicine  is  talking  out  of  both  sides  of  its 
mouth? 


Will  the  United  States  of  Ameriea  retain  its 
world  medical  leadership? 

The  educational  number  of  the  Journal  of  the 
Ameriean  Aledical  Association,  Nov.  16,  1957,  if 
reviewed  critically  can  cause  one  to  doubt  it. 

We  graduate  about  6,800  medical  students  an- 
nually. We  hope  to  increase  this  number  and 
graduate  7,100  after  five  years.  A recent  propos- 
al, this  by  the  Ameriean  Association  of  Medical 
School  Educators,  is  to  build  up  to  25  two-year 
medical  schools  to  utilize  upward  of  400  vacan- 
cies in  the  last  two,  the  clinieal  years,  of  medi- 
cine that  can  be  shown  to  exist  now. 

We  call  your  attention  to  Page  1388  of  the 
above  issue  and  to  the  article : 

“FOREIGN  INTERNS  AND  RESIDENTS  IN 
THE  UNITED  STATES,  1956-1957 
James  E.  McGormaek,  M.D. 
and 

Arthur  Feraru,  D.  en  D.del’U  (Lyon), New  York” 
From  this  artiele  and  remembering  those  6,800 
American  graduates,  consider  the  effect  of  the 
following: 

“A  total  of  6,741  foreign  physieians  from 
88  countries  were  reported  as  interns  or  res- 
idents during  a seurvey  of  1,242  hospitals  of 
the  United  States  during  the  year  1956-1957. 
Of  these,  4,753  were  residents,  1,988  were 
interns.  * * * The  gross  totals  for  four  suc- 
cessive years  beginning  with  1953-1954  have 
been  2,920;  5,036;  6,033;  and  6,741.  This 
steady  increase  is  matehed  by  a steady  in- 
crease in  the  number  of  hospitals  reporting 
foreign  residents  and  interns  **  * *.” 

Does  the  above  indieate  that  the  American 
postgraduate  and  specialty  training— medicine’s 
souree  of  medical  educators— is  becoming  an  ex- 
port item? 

How  long  will  the  United  States  be  able  to  lay 
claim  to  generally  the  best  medicine— the  best 
educated  and  trained  physicians? 

Have  you  ever  thought  what  could  happen  if 
the  American  public  took  the  reports  ol  surveys 
seriously? 
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The  New  York  Times,  Nov.  19,  1957 ; 

BLUE  CROSS  RISE  ARGUED  IN  PUBLIC 
City  and  Labor  Are  Against  It,  Hospitals  in 
Favor  as  Hearing  Opens  Here 

GEROSA  CITES  SURPLUS 

Medical  Societies  Back  Plea  That  Extra  Costs 
Justify  40  Per  Cent  Increase  in  Rates 
by  Farnsworth  Fowle 

“A  public  hearing  on  raising  the  New  York 
Blue  Cross  premium  rate  opened  yesterday  be- 
fore Leffert  Holz,  state  superintendent  of  insur- 
ance. Affected  are  nearly  7 million  insured  mem- 
bers and  hospitals  that  serve  them. 

The  nonprofit  hospitalization  insurance  plan, 
officially  known  as  Associated  Hospital  Service 
of  New  York,  has  applied  for  an  average  increase 
of  40  per  cent  in  subscription  rates.  Of  this,  15 
per  cent  would  be  for  increases  in  hospital  costs 
expected  over  the  next  three  years. 

In  a 90-minute  presentation,  Charles  Garside, 
president  and  board  chairman,  called  increased 
costs  of  hospital  service  the  heart  of  the  prob- 


lem. ^ 

Subscribers  organized  are  represented. 

CITY  OPPOSING  INCREASE 
“Jerome  G.  Clifford,  law  secretary  to  Control- 
ler Lawrence  E.  Gerosa,  said  he  spoke  for  more 
than  222,000  city  employes  who  subscribed  to 
Blue  Cross  either  directly  or  through  member- 
ship in  the  health  insurance  plan,  constituting 
the  largest  bloc  of  subscribers.  * * * 

“Mr.  Clifford  added  Mr.  Gerosa’s  suggestion 
that  the  city  be  represented  on  the  board  of  the 
Associated  Hospitals  Service.” 

LABOR  ASKS  VOICE 
“Mr.  Eisenberg  said  labor  considered  itself  re- 
sponsible critics  of  the  present  Blue  Cross  pro- 
posals and  asked  for  a greater  voice  in  its  policy 
making.  He  asked  the  superintendent  of  insur- 
ance to  bring  about  a larger  board  of  directors, 
with  50  per  cent  of  the  total  from  organized 
labor.” 

These  are  only  excerpts.  I have  copies  of  the 
article. 


when  anxiety  and  tension  "erupts”  in  the  G.  \.  tract... 

IN  GASTRIC  ULCER 


PATH  I BAM  ATE 

Meprobamate  with  PATHILON®  Lederle 


Co??lhines  Meprobamate  {400  mg.'^  the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  gastric  ulcer  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . Zvith  PATHILON  {25  mg.'^the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

‘Trademark  ® Registered  Trademark  for  Tridihexethyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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An  Ethical  Professional 
Service  for  Your  Patients 
Founded  1936 


Times  Are  Changing 


Times  HAVE  changed.  Doctor  . . . Your  pa- 
tient depends  on  installment  buying  to  get 
the  things  he  needs  when  he  needs  them. 

The  BUDGET  PLAN  FOR  HEALTH  as  offer- 
ed by  M & D allows  him  to  pay  your  bill  in 
easy  monthly  installments  at  low  interest 
rates. 

Only  through  you  or  the  hospital  will  your 
patient  know  of  Medical  & Dental.  It  only 
takes  a minute  to  suggest  the  BUDGET 
PLAN  FOR  HEALTH.  Try  it,  and  see  how 
convenient  it  is  for  both  you  and  your  patient. 


I 

i 


First  Street  at  WiUetta  . Phoenix  A1  8-7758 
507  Valley  Natl.  Bldg.*Tucson  MA  3-9421 


why  Difhetaneis  the  best  reason  yet  for  you  to  re-examin< 
the  antihistamine  you're  now  using  y>  Milligram  for  milligranl 


DIMETANE  potency  is  unexcelled,  dimetane  has  a therapeutic  index  unrivaled  by  an 
other  antihistamine— a relative  safety  unexceeded 
by  any  other  antihistamine,  dimetane,  even  in  very 
low  dosage,  has  been  effective  when  other  antihis- 
tamines have  failed.  Drowsiness,  other  side  effects 
have  been  at  the  very  minimum. 

» unexcelled  antihistaminic  action 


Diagnosis 

No.  of 
Patients 

Response 

Side  Effects 

Excellent 

Good 

Fair 

Negative 

Allergic 

rhinitis  and  vaso* 
motor  rhinitis 

30 

14 

9 

5 

2 

Slight  Drowsiness  (3 

Urticaria  and 
angioneurotic 
edema 

3 

I 

1 

1 

Dizzy  (1) 

Allergic 

dermatitis 

2 

1 

1 

Slight  Drowsiness  (2 

Bronchial  asthma 

1 

1 

Pruritus 

1 

1 

Total 

37 

15 

13 

7 

2 

Drowsiness  t5) , / oo 
Dizzy  (1) 

From  the  preliminary  Dimetane  Extentabs  studies  of  three  investigators.  Further  clinical  investigations  will  be  reported  as  complete 


OIMTIANE  IS  PARABROMOYLAMINE  MALEATE  - EXTENTABS  12  MG., TABLETS  4 MG.,  ELIXIR  2 MG.  PER  5 CC. 


blanket  of  allergic  protection,  covering  10-12 
ours— with  just  one  Dimetane  Extentab  »dimetane 
xtentabs  protect  patient  for  10-12  hours  on  one  tablet. 

Periods  of  stress  can  be  easily  han- 


dled with  supplementary  dimetane 
Tablets  or  Elixir  to  obtain  maxi- 
mum coverage. 

A.  H.  ROBINS  CO.,  INC. 


Dosage: 


Adults—One  or  two  i-nig.  tabs, 
or  two  to  four  teaspoonfuls 
Elixir,  three  or  four  times  daily. 

One  Extentab  q.S-12  h. 

or  tu'ice  daily. 
Children  over  6— One  tab. 
or  two  teaspoonfuls  Elixir  t.i.d. 
or  q.i.d.,  or  one  Extcyitab  q.lJh. 

Children  1-G—V-  tab. 
or  one  teaspooriful  Elixir  t.i.d. 


ft 


, , , y/-i 

///  o /'/7, 

Richmond,  Virginia  | Ethical  Pharmaceuticals  of  Merit  Since  1878 
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THE  TROJAN  HORSE* 

Socialized  Medicine  by  way  of  the  Veterans’ 
Administration 
LOUIS  M.  ORR,  M.D. 

Chairman,  AM  A Committee  on  Federal  Medical 
Services 
Orlando,  Fla. 

HOSE  OF  US  concerned  over  the  trend  to- 
ward socialism  in  this  country,  and  actively  in- 
terested in  stopping  the  spread  of  government 
control  over  the  nation’s  medical  services,  have 
learned  in  recent  years  that  we  must  be  on  guard 
against  a wide  variety  of  dangers.  Some  of  them 
are  obvious,  outright  threats,  bearing  all  the 
earmarks  of  socialistic  thinking.  Others,  which 
are  more  subtle  and  insidious,  require  careful 
study  of  their  future  effects  and  implications.  To 
put  it  in  military  terms,  we  have  learned  that  we 
must  be  vigilant  not  only  against  frontal  assaults, 
but  also  against  flank  attacks  and  infiltration 
tactics. 

Medicine’s  Counterattack 

An  outstanding  example  of  the  frontal  assault 
was  the  attempt  in  1949  to  push  through  the 
Truman-Ewing  plan  for  a system  of  national 
compulsory  health  insurance.  The  medical  pro- 
fession launched  a vigorous  campaign  against 
that  proposal,  took  the  facts  to  the  people,  and 
mobilized  effective,  articulate  support  from  an 
overwhelming  majority  of  the  American  citizens. 

Since  the  failure  of  the  big  frontal  assault, 
there  have  been  many  examples  of  the  flank  at- 
tack. These  are  found  in  the  countless  so-called 
fringe  measures  that,  in  effect,  would  intrude 
the  federal  government  into  medical  education, 
voluntary  health  insurance,  medical  care  for  the 
dependents  of  military  personnel,  construction 
of  private  medical  facilities,  and  a wide  range 
of  other  medical  activities,  all  of  which  should 
be  left  with  the  states,  local  communities,  and 
private  groups  of  individuals.  These  “fringe” 
proposals,  by  extending  federal  control  a bit  here 
and  there,  add  up  to  a tremendous  step  toward 
socialization. 

It  is  not  enough  to  be  on  guard  only  against 
new  proposals,  whether  they  be  obvious  or  sub- 
tle, which  would  move  us  in  the  direction  of  so- 
cialized medicine.  There  is  still  another  kind  of 
danger  that  we  might  call  a sort  of  mental  or 
philosophical  subversion  of  good  intentions.  This 
danger  arises  when  a familiar  homegrown  Amer- 
ican program  suddenly  takes  on  a new  meaning, 

“Reproduced  by  permission  from  the  AMA  Journal,  Oct.  27,  1956 


a new  and  dangerous  significance.  We  look 
about  us  and  realize  that  right  here  in  our  own 
back  yard,  without  any  prodding  from  planners 
and  socializers,  we  have  allowed  politicians  to 
create  a Trojan  horse  of  ominous  dimensions. 

New  Danger 

The  best  example  of  this  type  of  danger  is  the 
hospital  and  medical  care  program  of  the  veter- 
ans’ administration.  This  program,  with  the  pas- 
sage of  time  and  changing  conditions  in  America, 
has  been  allowed  to  drift  far  from  its  original 
humanitarian  purpose.  Today,  because  we  as  a 
nation  have  failed  to  keep  a tight  rein  on  the 
legislative  philosophy  behind  that  program,  it 
now  constitutes  the  biggest  single  mechanism 
that  could  nudge  us  toward  government-con- 
trolled, tax-paid  medical  care  for  the  entire  pop- 
ulation. 

To  illustrate  my  point,  I should  like  to  quote 
two  brief  paragraphs  from  the  1955  report  of 
the  Hoover  commission’s  task  force  on  federal 
medical  services.  The  task  force  said  in  its  pref- 
ace: 

If  only  because  of  their  increasing  number, 
variety  and  magnitude,  the  medical  services 
maintained  by  the  federal  government  call  for 
appraisal  of  their  organization.  But  the  case  for 
critical  review  is  cogent  for  another  reason. 
Whatever  inclines  any  one  federal  medical  serv- 
ice to  diverge  from  all  others  provides  thereby  a 
reason  for  review  lest  it  become  first  a law  unto 
itself  and  later  beyond  any  control.  The  circum- 
stances that  favor  differences  and  divergences 
are  many. 

These  federal  medical  services  have  come  into 
being  at  different  times  during  the  past  150 
years:  Thus  each  has  its  own  history  and  tradi- 
tion. They  have  had  different  rates  of  expansion. 
They  have  all  changed  and  are  still  changing,  in 
both  reputed  and  real  significance.  They  have 
different  motives  and  serve  different  main  pur- 
poses. 

More  than  any  other  federal  medical  agency, 
the  VA  hospital  and  medical  program  has  be- 
come “a  law  unto  itself,”  a sort  of  sacred  preserve 
that  some  people  seem  to  feel  should  not  even 
be  examined  or  questioned  by  the  American  tax- 
payers who  pay  the  bill.  More  than  any  other 
similar  program,  it  already  has  gone  beyond  rea- 
sonable control.  More  than  any  other,  it  has 
changed  radically  “in  both  reputed  and  real  sig- 
nificance.” Therefore,  let  us  look  at  the  history 
and  growth  of  the  VA  program,  to  see  how  all 
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this  has  come  about,  to  appraise  the  present,  and 
to  predict  the  future.  The  situation  has  reached 
the  point  where  the  American  people  must  make 
a national  policy  decision  affecting  not  only  vet- 
erans, but  the  entire  population,  present  and 
future. 

Expansion  of  Original  Program 

To  begin  with,  it  should  be  emphasized  that 
the  original  motive  of  the  veterans’  medieal  care 
program  was  the  desire  to  provide  care  for  any 
veteran  who  had  become  disabled  in  the  course 
of  service  to  his  country.  That  was,  and  still  is, 
a sound,  humanitarian  purpose  and  a legitimate 
obligation  of  the  federal  government.  Over  the 
past  33  years,  however,  as  a result  of  politieally 
motivated  acts  of  congress,  the  program  has  been 
expanding  primarily  to  provide  care  for  a vet- 
eran with  a disability  that  occurred  after  his  dis- 
charge from  military  service  and  that  has  no  re- 
lation to  military  duty.  Emphasis  has  shifted 
from  the  care  of  service-connected  conditions  to 
the  care  of  disabilities  that  do  not  originate  in 
military  service. 

Contrary  to  some  statements  and  claims,  there 
is  no  historical  precedent  or  American  tradition 
justifying  such  a governmental  program.  The 
first  purely  medical  benefits  for  veterans  were 
authorized  by  the  congress  in  1917  in  an  amend- 
ment to  the  War  Risk  Insurance  Act.  The  medi- 
cal services  and  supplies  provided  by  that  legis- 
lation were  limited  to  veterans  with  service-con- 
nected disabilities.  The  veterans’  bureau,  super- 
seded by  the  veterans’  administration  in  1930, 
was  created  by  an  act  of  congress  in  1921,  and 
the  following  year  the  new  agency  took  over  a 
number  of  U.  S.  Public  Health  Service  hospitals 
that  had  been  caring  for  veteran  patients. 

The  first  authorization  for  the  care  of  any  kind 
of  non-service-connected  cases  came  in  1923.  It 
occurred  then  because  a reduetion  in  the  load  of 
patients  with  service-connected  conditions  had 
made  some  beds  available.  As  a result,  the  con- 
gress authorized  hospital  care  for  certain  veter- 
ans of  the  Spanish-Ameriean  war,  the  Philippine 
insurrection,  and  the  Boxer  rebellion.  The  vet- 
erans involved  were  those  with  neuropsychiatric 
or  tubercular  diseases,  whether  service-connect- 
ed or  not.  Although  this  legislation  affected  a 
comparatively  small  number  of  veterans,  it  nev- 
ertheless soon  required  the  construction  of  addi- 
tional hospital  facilities. 

Tinge  of  Politics 

Since  then,  the  ball  has  been  rolling  steadily, 


nudged  along  by  vote-conscious  politicians.  The 
doors  were  opened  much  wider  with  the  passage 
of  the  World  War  Veterans’  Act  in  1924.  This 
legislation  restated  the  hospitalization  provisions 
of  the  amended  War  Risk  Insurance  Aet  of  1917. 
It  also  provided  liberalized  hospital  privileges, 
whenever  existing  government  facilities  were 
available,  to  a veteran  of  any  war,  military  oecu- 
pation,  or  expedition  since  1897,  regardless  of 
the  nature  or  origin  of  his  disability.  By  1926,  17 
per  cent  of  all  patients  in  veterans’  hospitals  were 
reeeiving  treatment  for  diseases  or  injuries  not 
related  to  military  service. 

The  doors  of  the  veterans’  hospitals  were 
swung  completely  open  by  the  act  of  July  2, 
1926,  which  eliminated  the  1897  date  and  ex- 
tended the  benefits  of  the  World  War  Veteran’s 
Act  to  the  veterans  of  any  war,  military  occupa- 
tion, or  expedition.  This  amendment  qualified 
approximately  5 million  veterans  for  lifetime 
medical  care  at  public  expense.  The  result  was  a 
huge  influx  of  veterans  into  government  institu- 
tions and  a further  acceleration  in  the  construc- 
tion of  hospital  facilities  not  needed  for  persons 
with  service-connected  cases. 

By  1928,  non-service-eonnected  cases  were  ac- 
counting for  49  per  cent  of  the  admissions  to 
veterans’  hospitals,  and  by  1931,  that  figure  was 
up  to  71  per  cent.  In  1933,  congress  passed  a law 
known  as  the  Eeonomy  Act  of  1933  that  repealed 
all  previous  public  laws  granting  hospital  or 
medical  treatment  or  domiciliary  care  to  veterans 
who  served  in  or  after  the  Spanish-Ameriean 
war.  This  law  and  its  subsequent  amendments 
provide  the  basic  legislative  authority  for  the 
eurrent  medical  program  of  the  veterans’  admin- 
istration. 

The  most  important  amendment,  relative  to 
non-service-connected  disabilities,  came  in  Pub- 
lic Law  141  of  1934,  which  provided: 

Any  veteran  of  any  war  who  was  not  dishon- 
orably discharged,  suffering  from  disability,  dis- 
ease or  defect,  who  is  in  need  of  hospitalization 
or  domiciliary  care,  and  is  unable  to  defray  the 
necessary  expenses  therefor  (including  transpor- 
tation to  and  from  the  veterans’  administration 
facility)  shall  be  furnished  necessary  hospitali- 
zation or  domiciliary  care  (including  transporta- 
tion) in  any  veterans’  administration  facility, 
within  the  limitations  existing  in  such  facilities, 
irrespective  of  whether  the  disability,  disease  or 
defect  was  due  to  service.  The  statement  under 
oath  of  the  applicant  on  such  form  as  ma\’  be 
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prescribed  by  the  administrator  of  veterans’  af- 
fairs shall  be  accepted  as  sufficient  evidence  of 
inability  to  defray  necessary  expenses. 

By  1944,  veterans’  hospital  construction  had 
cost  $218  million  since  World  War  I,  and  80  per 
cent  of  all  admissions  during  that  time  had  been 
for  treatment  of  non-service-connected  disabili- 
ties. In  that  same  year,  Gen.  Frank  T.  Hines, 
then  administrator  of  veterans’  affairs,  pointed 
out:  “The  right  of  war  veterans  to  hospital  treat- 
ment for  non-service-connected  disabilities  was 
initially  founded  upon  the  theory  that  there 
would  be  a certain  number  of  vacancies  in  hos- 
pitals acquired  and  maintained  for  care  and 
treatment  of  those  having  a service-connected 
injury  or  disease,  and  such  right  has  always  been 
conditioned  upon  available  facilities.” 

Legislation  Distorts  Purpose 

For  more  than  30  years,  even  in  the  period  im- 
mediately after  World  War  II,  the  VA  hospitals 
have  had  more  than  enough  beds  to  care  for  all 
persons  with  service-connected  conditions.  Nev- 
ertheless—and  despite  the  legislative  limitation 
concerning  available  facilities— the  VA  hospital 
system  has  been  continually  expanded.  What  has 
happened,  of  course,  is  simply  a constant  in- 
crease in  the  number  of  extra  facilities  available 
for  non-service-connected  cases.  This,  in  effect, 
distorts  the  real  intent  of  the  basic  legislation, 
not  to  mention  the  original  purpose  of  the  whole 
program. 

At  this  point  I should  like  to  emphasize  four 
salient  facts  to  help  bring  this  whole  program 
into  better  perspective  and  sharper  focus: 

First,  the  legislation  governing  the  present  VA 
hospital  and  medical  care  program  was  enacted 
22  years  ago,  when  we  had  less  than  one-fourth 
as  many  veterans  as  we  have  today.  Second,  we 
now  have  more  than  22  million  veterans,  living 
and  aging  at  a time  when  the  nation  has  been 
seriously  infiltrated  by  the  ideas  of  the  welfare 
state,  and  by  the  philosophy  of  “let  Uncle  Sam 
do  it.” 

Third  no  legal,  binding,  ironclad  limit  has  ever 
been  placed  on  the  extent  of  existing  VA  facili- 
ties, or  on  the  amount  of  money  that  congress 
can  appropriate  to  build  new  facilities.  And 
fourth,  the  facts  and  philosophy  behind  the  VA 
program  have  never  been  brought  clearly  to  the 
attention  of  the  American  people,  who  have 
never  given  a mandate  for  the  type  of  operation 
that  has  developed. 


Cost  and  Size  of  VA  Program 

What  has  developed?  What  is  the  present  size 
and  cost  of  the  VA  program?  This  is  a problem 
in  which  the  truth  is  found  in  the  black  and 
white  figures  of  reports  and  surveys,  so  let  us 
look  at  some  of  the  m.ajor  facts  that  emerge  from 
the  mass  of  statistics.  In  1936  the  VA  hospitals 
had  just  under  45,000  operating  beds.  That  was 
already  2,400  more  beds  than  were  needed  for 
all  persons  with  service-connected  cases  in  these 
hospitals  on  Nov.  30,  1954,  18  years  later.  At  the 
end  of  the  1940  fiscal  year— and  that,  mind  you, 
was  almost  a year  and  a half  before  Pearl  Har- 
bor—the  VA  was  up  to  almost  59,000  operating 
beds,  an  increase  of  14,000  over  1936.  The  in- 
crease alone  was  greater  than  the  number  of  pa- 
tients with  non-service-connected  conditions  in 
the  hospitals  at  that  time. 

By  the  end  of  the  1950  fiscal  year,  there  were 
more  than  106,000  operating  beds,  but  less  than 
35,000  patients  with  service-connected  condi- 
tions. By  the  end  of  the  1954  fiscal  year,  aecord- 
ing  to  the  recent  Hoover  commission  report,  the 
VA  had  170  hospitals,  not  including  contract  hos- 
pitals, with  more  than  123,000  constructed  beds 
and  more  than  114,000  operating  beds.  They  had 
at  the  same  time  only  37,570  patients  with  serv- 
ice-connected conditions  and  almost  66,000  with 
non-service-connected  conditions. 

You  will  note  that  in  less  than  20  years  there 
has  been  an  increase  of  almost  70,000  operating 
beds  that  are  not  needed  for  patients  with  serv- 
ice-connected conditions  and  are  used  only  for 
those  with  non-service-connected  conditions. 
The  VA  program,  as  presently  authorized,  is 
scheduled  to  reach  174  hospitals  with  about  126,- 
800  beds,  at  which  point  it  is  supposed  to  “sta- 
bilize.” This  myth  of  “stabilization,”  of  course,  is 
the  same  old  story  that  has  been  handed  out  for 
the  past  20  or  30  years  by  politicians  who,  in 
practically  the  next  breath,  start  asking  for  more 
VA  hospitals,  more  beds,  and  bigger  appropria- 
tions. 

The  number  of  VA  hospitals,  beds,  and  pa- 
tients in  those  beds  on  a given  day  tells  only  part 
of  the  story.  The  one-day-census  method,  which 
the  VA  prefers  and  which  puts  the  VA  program 
in  the  best  possible  light,  proves  in  itself  that 
the  care  of  persons  with  non-service-connected 
disabilities  has  become  the  predominant  part  of 
the  program. 

However,  when  we  look  at  the  admissions  and 
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discharges  in  VA  hospitals  in  a whole  year’s 
time,  we  get  an  even  clearer  pieture  of  what  has 
happened.  For  example,  during  the  1934  fiscal 
year  fewer  than  64,00  veterans  were  admitted  to 
VA  hospitals  and  homes.  In  the  1951  fiscal  year 
the  VA  treated  and  discharged  over  half  a mil- 
lion veterans,  512,000  to  be  exact,  and  almost 
85  per  cent  of  them  had  non-serviee-connected 
general  medical  and  surgical  disabilities,  as  dis- 
tinguished from  tuberculosis  and  neuropsychi- 
atric conditions. 

Costs  Mount 

The  figures  supplied  by  the  VA  in  June  1955, 
and  confirmed  by  VA  Administrator  Harvey  V. 
Higley,  show  that  persons  with  non-service-con- 
nected cases  accounted  for  over  62  per  eent  of  the 
patient  load  on  Nov.  30,  1953,  and  over  61  per 
cent  on  Nov.  30,  1954.  VA  figures  also  show 
that  in  the  1953  calendar  year,  the  VA  hospitals 
discharged  over  460,000  patients,  more  than 
83  per  cent  of  whom  had  disabilities  not  con- 
nected with  military  service.  Over  70  per  cent 
of  them  had  been  treated  for  general  medieal 
and  surgieal  conditions  that  had  no  relation  to 
the  time  spent  in  military  service.  And  what 
about  the  increase  in  the  eost  of  the  VA  hos- 
pital and  medical  program?  In  1934  it  cost  just 
over  $37  million,  while  in  the  1955  fiscal  year 
it  eost  over  $750  million.  The  VA  budget  for 
the  1956  fiscal  year  was  $790  million,  not  inelud- 
ing hospital  construetion. 

I want  to  underline  three  basic  facts  brought 
out  by  these  statistics.  During  the  past  20  years, 
the  number  of  VA  hospital  beds  almost  tripled; 
the  number  of  patients  treated  each  year  has 
increased  from  seven  to  eight  times;  and  the 
annual  cost  of  the  program  has  increased  more 
than  20  times  over  and  is  fast  approaching  the 
$1  billion  mark.  I ask  you,  how  big  must  a 
federal  medical  program  get  before  it  is  con- 
sidered “beyond  control”  and  of  “changing  sig- 
nificance” and  before  the  American  people  put 
a bridle  on  its  size,  cost,  and  philosophy  of 
operation? 

Many  people  in  this  eountry,  both  veterans 
and  nonveterans,  believe  that  the  VA  program 
already  is  too  big,  and  that  the  time  for  action 
is  now.  Two  groups  in  particular  — the  Ameri- 
can Medical  Association  and  the  Hoover  eom- 
mission’s  task  force  on  federal  medieal  serviees 
— have  made  careful  studies  of  the  problem  and 
have  developed  specifie  recommendations.  Be- 
fore I discuss  the  current  trends  and  probable 


future  growth  of  the  VA  program,  let  me  out- 
line the  findings  of  those  two  groups. 

AM  A Policy 

The  policy  of  the  American  Medical  Associa- 
tion is  expressed  in  the  eommittee  report  adopted 
by  the  AM  A house  of  delegates  in  June  1953. 

Your  committee  reeommends  with  respect  to 
the  provision  of  medieal  care  and  hospitaliza- 
tion benefits  for  veterans  in  veterans’  adminis- 
tration and  other  federal  hospitals  that  new 
legislation  be  enacted  limiting  sueh  care  to  the 
following  two  categories:  (a)  Veterans  with 

peacetime  or  wartime  service  whose  disabilities 
or  diseases  are  serviee-incurred  or  aggravated; 
and  (b)  Within  the  limits  of  existing  facilities 
to  veterans  with  wartime  serviee  suffering  from 
tuberculosis  or  psychiatric  or  neurological  dis- 
orders of  non-service-connected  origin,  who  are 
Unable  to  defray  the  e.xpenses  of  neeessary  hos- 
pitalization. 

Your  committee  recommends  that  the  pro- 
vision of  medical  care  and  hospitalization  in 
veterans’  administration  hospitals  for  the  re- 
maining groups  of  veterans  with  non-service- 
connected  disabilities  be  discontinued  and  that 
the  responsibility  for  the  care  of  sueh  veterans 
revert  to  the  individual  and  the  community, 
where  it  rightfully  belongs. 

I eannot  emphasize  too  strongly  that  there 
has  been  no  change  in  AMA  poliey  regarding 
patients  with  service-connected  disabilities.  The 
best  possible  care  for  these  veterans  is  elearly 
a national  responsibility.  The  AMA  poliey  state- 
ment said  on  that  point,  “Your  eommittee  would 
like  to  stress  the  fact  that  these  reeommenda- 
tions  do  not  suggest  any  limitation  or  impairment 
of  the  hospitalization  or  medical  care  now  avail- 
able to  veterans  who  have  become  physieally 
handicapped  as  a result  of  military  serviee.  We 
are  in  complete  accord  with  that  program.” 

On  the  second  point,  the  care  of  war  veterans 
unable  to  pay  -for  the  treatment  of  non-service- 
conneeted  tuberculosis  or  neuropsychiatric  dis- 
orders, the  AMA  policy  statement  said: 

The  recommendation  of  the  committee  with 
respect  to  the  treatment  of  veterans  with  tuber- 
culosis and  neuropsychiatric  disorders  of  non- 
serviee  origin  in  federal  hospitals  is  belie\'cd 
necessary  at  this  time  because  of  the  inadeijuacy 
of  local  facilities  designed  to  pro\idc  treatment 
for  all  such  cases.  It  is  the  feeling  of  the  com- 
mittee, however,  that  the  entire  question  of 
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whether  the  care  of  these  patients  is  a local  or 
a federal  responsibility  must  be  re-analyzed 
by  the  congress.  The  rapidly  expanding  veteran 
population  and  the  need  for  facilities  for  the 
remainder  of  our  citizens  afflicted  with  these 
diseases  suggests  that  community  facilities  must 
be  developed  under  state  or  local  administration 
for  the  benefit  of  all.  Preferential  treatment  for 
veterans  with  these  non-service-connected  dis- 
abilities cannot  be  continued  indefinitely,  in 
view  of  its  detrimental  effect  on  the  health  and 
the  economy  of  the  entire  nation. 

The  remaining  groups  of  non-service-con- 
nected cases,  which  the  AMA  believes  should 
now  become  the  responsibility  of  the  veteran 
himself  or  his  community,  are  the  general  medi- 
cal and  surgical  conditions,  whether  they  be 
chronic  or  nonchronic.  These,  if  you  remember, 
accounted  for  76  per  cent  of  all  the  VA  hospital 
discharges  in  the  1951  fiscal  year,  and  over 
70  per  cent  of  all  the  discharges  in  the  1953 
calendar  year.  I can  best  sum  up  the  AMA 
position  with  one  more  excerpt  from  the  official 
policy  statement: 

The  medical  profession  must  concern  itself, 
not  with  the  number  of  chiselers  in  veterans’ 
administration  hospitals,  nor  with  the  efficacy 
of  the  veterans’  administration  in  the  adminis- 
tration of  enabling  legislation,  but  rather  with 
the  broad  question  of  whether  such  legislation 
is  sound,  whether  the  federal  government  should 
continue  to  engage  in  a gigantic  medical  care 
program  in  competition  with  private  medical 
institutions,  and  whether  the  ever-increasing 
cost  of  such  a program  is  a proper  burden  to 
impose  on  the  taxpayers  of  the  country.  A con- 
sideration of  this  problem  must  of  course  be 
predicated  upon  a concern  for  the  health  of 
the  entire  population  and  not  just  a particular 
segment. 

Hoover  Recommendations 

The  soundness  of  the  AMA  position  was  borne 
out  by  the  1955  report  of  the  Hoover  com- 
mission’s task  force  on  federal  medical  services. 
That  report  pointed  out  that  of  the  21  million 
veterans  in  the  United  States,  only  3.5  million 
had  some  service-connected  disability;  the  re- 
maining 17.5  million  had  no  such  disabilities. 
The  task  force  also  estimated  that  the  total  num- 
ber of  veterans  eligible  for  war-service  benefits 
would  reach  a peak  of  about  24  million  in  the 
next  three  years.  In  a report  containing  many 
facts  and  figures  that  demonstrated  the  uncon- 
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trolled  expansion  of  the  VA  program,  the  task 
force  had  this  to  say: 

The  veterans’  administration  needs  a firm  legal 
basis  for  determining  the  eligibility  of  veterans 
for  medical  care.  The  federal  government  has 
an  obligation  to  care  for  veterans  who  have  in- 
curred disabilities  in  service.  For  such  veterans, 
this  obligation  is  of  a continuing  nature  and 
requires  the  highest  obtainable  quality  of  medi- 
cal services.  But  responsibility  for  the  care  of 
veterans  with  non-service-connected  disabilities 
is  not  of  the  same  order.  Lifelong  care  should 
not  evolve  from  the  very  normal  incident  of  ful- 
filling the  duties  required  of  every  citizen. 

The  task  force  recommended  that  “all  exist- 
ing rules,  regulations,  executive  orders,  and  laws 
relating  to  veterans  or  veterans’  benefits,  and 
in  particular  to  medical  treatment  and  domi- 
ciliary care  benefits,  be  consolidated  and  en- 
acted into  a single,  all  inclusive,  comprehensive 
code.”  It  also  recommended  that  congress  enact 
legislation  to  provide  that  veterans  may  receive 
“(a)  hospital  care  for  non-service-connected  dis- 
abilities if  medical  need  for  such  disabilities  was 
established  within  three  years  after  separation 
from  service;  and  (b)  outpatient  care  following 
hospitalization  for  those  non-service-connected 
disabilities  for  which  medical  need  was  estab- 
lished at  the  time  the  veteran  was  hospitalized.” 

The  task  force  estimated  that  the  three-year 
time  limit  on  establishing  eligibility  for  the  care 
of  non-service-connected  conditions  would  im- 
mediately reduce  the  federal  government’s  re- 
sponsibility from  a potential  of  21  million  vet- 
erans to  about  7 million,  including  3.5  million 
with  service-connected  disabilities.  The  sugges- 
tion for  outpatient  care,  if  applied  within  the 
framework  of  the  three-year  time  limit,  would 
help  to  reduce  the  length  of  hospital  stay,  de- 
crease the  cost  of  care,  and  permit  more  efficient 
use  of  existing  facilities. 

Strangely  enough,  the  Hoover  commission 
accepted  the  task  force  recommendation  on  out- 
patient care,  but  it  did  not  adopt  the  proposal 
for  a three-year  time  limit  on  establishing  ehg- 
ibility.  This,  in  effect,  would  open  the  doors  for 
lifelong  outpatient  care  of  non-service-connected 
disabilities,  and  would  skyrocket  the  costs  of 
the  VA  program.  It  is  still  a mystery  of  logic 
how  the  parent  commission,  whose  purpose  is 
to  save  money  for  the  taxpayers,  ever  arrived 
at  such  a paradoxical  conclusion. 

The  medical  task  force  also  recommended 
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“that  congress  authorize  no  further  construction 
of  veterans’  administration  hospitals;  and  that 
the  veterans’  administration  close  and  dispose 
by  sale  or  otherwise  any  hospital  which,  in  its_^ 
judgment,  can  no  longer  be  operated  effectively 
or  economically.”  The  Hoover  commission  ac- 
cepted those  recommendations,  and  it  also  ree- 
ommended  that  the  veteran’s  statement  of  his 
inability  to  pay  for  hospitalization  should  be 
subject  to  verification.  This,  of  course,  is  only 
a halfway  measure  that  does  not  come  to  grips 
v/ith  the  basie  philosophy  of  the  current  legis- 
lation. Both  the  task  force  and  the  parent  eom- 
mission  made  additional  technical  reccomenda- 
tions  designed  to  tighten  the  administration  of 
the  VA  program,  improve  its  efficiency,  and 
reduce  its  cost. 

hiefficiencij  in  VA  System 

There  are  countless  examples  of  ineffieiency, 
waste,  and  duplication  in  the  VA  hospital  con- 
struction program  and  in  the  over-all  operation 
of  the  VA  system.  As  just  two  examples,  I want 
to  cite  briefly  the  main  facts  emerging  from  two 
recent  surveys  in  different  parts  of  the  eountry. 

One  concerns  the  “home  town”  care  program 
that  is  in  operation  in  some  states.  Under  this 
type  of  plan,  veterans  with  s^ervice-connected 
disabilities  can  obtain  outpatient  care  from  pri- 
vate physicians  at  federal  expense.  In  Califor- 
nia, aceording  to  a study  by  the  California  Phy- 
sicians’ Service,  a monthly  average  of  12,000  such 
veterans  get  outpatient  care  from  California 
Physicians’  Service  physieians,  and  7,400  get  it 
in  VA  clinies.  Using  the  San  Franeisco-Oakland 
regional  office  VA  clinic  as  a basis,  the  figures 
for  the  1954  fiscal  year  show  that  the  average 
monthly  cost  was  $23.15  for  the  veterans  treated 
in  the  VA  clinic,  as  against  only  $15.40  for  the 
veterans  receiving  care  from  California  Phy- 
sicians’ Service  physicians.  The  cost  for  each 
visit  was  $11.38  at  the  VA  clinie,  as  against 
only  $5.90  in  the  physicians’  offices.  The  survey 
indicated  that  “home  town”  care  for  all  Cali- 
fornia veterans  with  service-eonnected  eondi- 
tions  could  save  the  VA  at  least  $688,000  every 
year,  not  to  mention  the  saving  of  time  and 
money  for  the  patients  themselves. 

The  second  survey,  by  the  Cincinnati  branch 
of  the  National  Medical  Veterans’  Soeiety,  con- 
cerns VA  hospital  construction  policy  in  that 
Ohio  city.  According  to  this  survey,  two  VA 
hospitals  already  serving  the  Cincinnati  area 
have  632  beds  authorized  for  general  medical 


and  surgical  cases,  but  not  in  use.  Even  ex- 
cluding these,  there  is  no  shortage  of  general 
beds  in  the  area.  However,  the  VA  does  have 
an  acute  need  for  more  neuropsychiatric  beds 
in  that  area,  and  Cincinnati  could  staff  such  a 
hospital.  Yet  the  VA  is  determined  to  open  the 
Cincinnati  VA  hospital  as  a general  medical 
and  surgical  facility,  which  will  not  meet  the 
aetual  needs  of  the  veterans,  and  will  aggravate 
health  personnel  shortages  already  existing  in 
the  area. 

Regardless  of  all  the  statistics  indicating  waste 
and  extravagance,  these  are  only  symptoms  of 
the  underlying  trouble.  The  real  question  in- 
volves the  basie  legislative  philosophy  behind 
the  program.  The  VA  has  to  administer  its  hos- 
pital and  medical  program  in  accordance  with 
existing  laws  and  the  financial  directives  of 
eongress.  And  regardless  of  whether  one  agrees 
specifically  with  the  policy  of  the  Ameriean 
Medical  Association,  or  the  recommendations  of 
the  Hoover  commission  or  its  medical  task  force, 
the  faet  remains  that  there  is  mounting  concern 
in  this  country  over  the  implications  of  the 
VA  program.  That  concern  is  predicated  not  only 
upon  the  gigantic  size  of  the  present  program, 
but  also  upon  current  trends  pointing  to  even 
greater  future  growth. 

More  Expansion  Possible 

One  of  the  most  important  single  factors  is 
the  aging  of  our  veteran  population.  By  1970  — 
only  12  years  from  now  — the  VA  estimates  more 
than  86  per  cent  of  the  living  veterans  dis- 
charged before  June  1950,  will  be  45  years  of 
age  or  older,  as  compared  with  a fraction  under 
23  per  cent  in  1952.  In  actual  numbers  there  will 
be  almost  14  million  at  or  beyond  age  45,  more 
than  three  times  as  many  as  there  were  in  1952. 

At  the  same  time,  almost  13  per  cent  of  these 
pre-Korean  war  veterans  will  be  age  65  or  over, 
as  compared  with  only  3 per  cent  of  all  veterans 
in  fiscal  year  1955.  That  is,  there  will  be  over 
2 million  veterans  at  or  beyond  age  65,  more 
than  10  times  the  number  in  1952  and  three 
times  the  number  of  all  over-65  veterans  in 
June  1955.  Past  experience  of  the  federal  gov- 
ernment shows  that  as  veterans  grow  older,  and 
more  vulnerable  to  chronic  ailments,  there  is 
a eonstant  increase  in  the  total  patient  load  of 
VA  hospitals,  in  the  proportion  of  non-scrvice- 
connected  cases,  and  in  the  average  length  of 
hospital  stay.  Unless  we  change  our  uational 
policy,  these  factors  will  produce  a tremendous 
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future  rise  in  the  size  and  cost  of  the  VA  pro- 
gram. 

Such  an  expansion  was  predicted  in  1945, 
five  years  before  the  Korean  conflict,  by  Gen. 
Frank  T.  Hines,  then  administrator  of  veterans’ 
affairs:  “With  the  numbers  involved  in  this  war 
and  with  the  needs  clause  retained  in  the  legis- 
lation, a peak  load  requirement  of  some  400,000 
beds  by  1975  would  seem  a fair  estimate.  With 
the  needs  clause  removed,  the  number  would 
be  measurably  increased  to  the  extent  that  free 
hospitalization  would  be  afforded  by  the  gov- 
ernment for  approximately  one-third  of  the  adult 
citizens  of  the  country,  which  in  turn  might 
involve  a recurring  annual  expenditure  for  such 
an  item  alone  of  approximately  $1  billion.” 

More  recently,  in  1952,  the  VA  department  of 
medicine  and  surgery  prepared  a report  for 
the  Booz,  Allen  & Hamilton  Company,  which 
was  making  a management  survey  of  the  agency. 
In  that  report  the  VA  itself  estimated  that,  if 
present  trends  and  admission  policies  continue, 
the  VA  by  1975  will  need  265,960  hospital  beds 
and  78,500  domiciliary  beds  to  support  the  an- 
ticipated patient  load.  That  is  a total  of  almost 
350,000  beds. 

Additional  Dangerous  Trends 

In  addition  to  the  size  and  aging  of  our  vet- 
eran population,  other  trends  and  influences  are 
affecting,  or  can  affect,  the  future  expansion  of 
the  VA  program.  One  of  these,  which  was  of- 
ficially condemned  by  the  AMA  house  of  dele- 
gates in  June  1954,  is  the  practice  of  establish- 
ing a “presumption”  of  service  connection  for 
veterans’  disabilities  by  means  of  legislative  ac- 
tion rather  than  by  scientific  medical  examina- 
tion. Under  this  practice,  a condition  is  pre- 
sumed to  be  service-connected  if  it  occurs  with- 
in a certain  length  of  time  after  discharge  from 
service;  about  30  specific  disabilities  have  al- 
ready been  included.  At  every  recent  session 
of  congress,  many  such  bills  have  been  intro- 
duced, and  more  and  more  of  them  became  law. 
This,  in  effect,  is  simply  an  indirect  method  of 
increasing  the  VA  load  of  non-service-connected 
cases.  The  end-result  of  this  dangerous  trend 
could  well  be  for  congress  to  declare  all  vet- 
erans’ ailments  service-connected  and  therefore 
eligible  for  complete  care  with  no  questions 
asked. 

We  can  reasonably  expect  in  view  of  past 
experience  that  there  will  be  continuing  political 


efforts  to  broaden  the  benefits  and  loosen  the 
eligibility  requirements  for  veterans  themselves. 
We  also  can  expect  politically  motivated  at- 
tempts to  extend  the  VA  hospital  and  medical 
care  program  to  persons  other  than  veterans. 
In  fact,  bills  already  have  been  introduced  in 
congress,  to  provide  such  care  for  the  dependents 
of  veterans,  and  that  would  mean  additional 
millions  of  government  beneficiaries.  We  can 
expect,  if  the  nation  adopts  a program  of  uni- 
versal military  training,  that  there  will  be  in- 
evitable political  pressures  to  extend  VA  bene- 
fits to  those  who  have  completed  such  training. 
And,  of  course,  if  we  have  any  more  “small” 
wars  like  Korea,  or  if  we  should  be  so  unfor- 
tunate as  to  have  another  global  conflict,  then 
our  veteran  population  will  again  increase  rapid- 
ly, and  the  entire  problem  will  be  compounded 
many  times  over. 

Future  Course 

When  and  where  does  the  growth  stop?  When 
and  where  are  the  various  trends  checked? 
In  my  opinion,  the  time  is  now,  and  the  job  must 
be  done  in  the  halls  of  congress,  under  the  im- 
petus of  American  public  opinion. 

The  Hoover  commission  pointed  out  that  the 
federal  government  already  has  undertaken  re- 
sponsibility for  all  or  part  of  the  medical  care 
of  about  30  million  people.  From  the  standpoint 
of  potential  beneficiaries,  the  VA  medical  pro- 
gram is  by  far  the  largest  in  the  federal  govern- 
ment, with  21  million  beneficiaries  now,  and  an 
estimated  24  million  within  the  next  three  years. 
From  the  standpoint  of  cost,  the  VA  medical 
program  is  second  only  to  that  of  the  defense 
department,  and  its  budget  is  approaching  a 
figure  of  $1  billion  a year. 

Through  the  VA  program,  we  already  have 
socialized,  tax-paid,  government-controlled  medi- 
cine for  one-eighth  of  our  population.  All  they 
have  to  do  is  apply  for  it  and  claim  that  they 
are  unable  to  pay  for  their  own  care.  But  what 
one  section  of  the  population  gets  from  the  fed- 
eral government,  the  rest  are  likely  to  want  in 
the  near  future,  and  there  always  will  be  plenty 
of  vote-conscious  politicians  around  to  demand 
it  for  them. 

So  what  is  the  next  step?  Government  hospital 
and  medical  care  for  the  dependents  of  vet- 
erans? — for  industrial  workers?  — for  white- 
collar  workers?  — for  farmers  — for  old  people? 
— for  everyone  with  an  income  under  $5,000  a 
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year?  — for  the  entire  population?  Where  does 
it  stop?  Remember  that  in  several  countries, 
Germany  and  Great  Britain  for  example,  gov- 
ernment medicine  started  out  covering  limited 
segments  of  the  population,  and  ended  up  as 
full-fledged  socialized  medicine  for  all. 

Through  the  VA  program,  we  are  rapidly 
creating  two  classes  of  citizens  with  respect 
to  hospital  and  medical  care;  those  who  once 
wore  a uniform  and  those  who  did  not.  If  we 
wait  too  long,  and  if  we  choose  the  wrong  way 
to  correct  that  unfair  discrimination,  we  will 
be  led  down  all  kinds  of  socialistic  byways. 
Through  the  VA  program  and  its  ever-mounting 
costs,  we  are  constantly  increasing  the  tax  bur- 
den on  all  citizens,  including  veterans  them- 
selves. We  can  be  taxed  into  socialism  as  well 
as  legislated  into  it.  Through  the  VA  program, 
we  are  siphoning  off  personnel  and  facilities 
needed  to  develop  adequate  health  facilities  for 
all  the  American  people,  including  the  veterans 
and  their  families  in  their  home  communities. 
If  this  trend  is  allowed  to  continue,  our  private 
system  of  medicine  will  suffer  increasingly  severe 


shortages,  and  the  pressures  will  mount  for 
complete  government  control  over  all  personnel 
and  services,  to  solve  all  problems  and  to  sim- 
plify the  entire  system. 

We,  and  I mean  all  of  the  American  people, 
must  decide  soon,  before  it  is  too  late,  what  is 
to  be  the  future  course  of  the  VA  hospital  and 
medical  care  program.  That  decision  will  de- 
termine whether  we  protect  and  improve  our 
private  system  of  health  care  for  all  people,  or 
whether  we  eventually  reach  socialized  medicine 
by  default. 

THE  COMPLETE  PEDIATRICIAN:  Practical,  Diagnostic,  Ther- 
apeutic and  Preventive  Pediatrics 

by  Wilburt  C.  Davison,  M.D.,  and  Jeana  Davison  Levinthal,  M.D. 
7th  ed.  272  pages.  (1957)  Duke  University.  .$4.25. 

This  is  indeed  a vade  mecum  for  general  prac- 
titioners and  pediatricians.  The  amount  of  infor- 
mation condensed  in  this  small  volume  is  aston- 
ishing. A special  organization  is  used  to  achieve 
such  compactness;  each  page  carries  the  admoni- 
tion, ‘To  understand  this  book,  read  the  Pref- 
ace and  Instructions  and  consult  the  Index.” 

Stacey’s  Medical  Books,  San  Francisco,  California. 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract... 

IN  DUODENAL  ULCER 


* 


Meprobamate  with  PATH  I LON®  Lederle 

Combines  Meprobamate  {400  mg.)  the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  duodenal  ulcer  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . with  PATHILON  (25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

*Trademark  ® Registered  Trademark  for  Tridihexefhyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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AhAA'S  REASONS  FOR  OPPOSING 
HOSPITALIZATION  AT  AGE  65 
UNDER  OASI 

NNOUNCING  that  it  will  “strongly  oppose” 
the  Forand  Bill  for  hospitalization  and  medical 
benefits  under  social  security,  the  American 
Medical  Association  has  explained  its  reasons. 
The  Forand  Bill  is  HR  9467,  introduced  late 
last  session.  It  offers  60  days  of  hospitalization, 
plus  surgical  benefits,  and  an  additional  60  days 
of  nursing  home  care,  to  all  social  security  bene- 
ficiaries 65  years  of  age  and  older,  and  the  same 
benefits  to  their  survivors  and  dependents.  Says 
Dr.  David  E.  Allman  of  Atlantic  City,  N.  J., 
AM  A president: 

“This  proposal  is  clearly  ‘socialized  medicine’ 
for  a segment  of  the  American  people.  Enact- 
ment would  permit  the  federal  government  to 
withdraw  social  security  taxes  on  a compulsory 
basis  from  almost  the  entire  working  population 
and  use  those  taxes  to  reimburse  hospitals  and 
physicians  for  services  rendered  to  all  persons 
eligible  to  receive  old  age  and  survivors’  bene- 
fits. The  American  Medical  Association  has  re- 
peatedly opposed  compulsory  health  insurance 
and  is  unequivocally  opposed  to  this  new  ver- 
sion.” 

A task  force  of  the  board  of  trustees  now  is 
making  an  intensive  research  study  of  the  health 
status  of  the  population  65  years  of  age  and 
over.  Heading  this  special  group  is  Dr.  George 
M.  Fister  of  Ogden,  Utah,  under  whose  direc- 
tion Walter  Polner,  Ph.D.,  has  been  assigned 
to  gather  information  on  the  extent  of  the  prob- 

Office  Space  For  Rent 
31  West  Camelback  Rd. 
Phone  CR  7-3337 


DRIVE-IN  PRESCRIPTION  WINDOW 
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HIE.  Dunlap 
WE  3-9152  - WI  3-9964 


lem,  economic  resources  of  those  affected,  con- 
tributions from  public  assistance,  relationship 
of  the  aged  persons  to  others  in  the  family 
group,  incidence  of  hospitalization,  and  illness 
by  age  groups,  and  growth  within  the  last  10 
years  of  voluntary  health  insurance  for  the  aged. 

Answers  obtained  to  these  questions  will  be 
the  basis  of  AMA’s  testimony  when  the  bill 
comes  up  in  congress  this  year,  and  of  the 
association’s  educational  efforts  in  behalf  of  the 
public. 

Solution  to  the  problem.  Dr.  Fister  maintains, 
is  not  a compulsory  federal  program,  but  the 
extension  to  older  persons  of  voluntary  health 
insurance,  which  has  such  a remarkable  record 
of  service.  Gomments  Dr.  Fister: 

“The  AMA  has  supported  and  promoted  vol- 
untary health  insurance  and  other  voluntary 
measures  designed  to  promote  individual  and 
family  economic  security  and  responsibility.  Pro- 
gress in  this  direction  has  been  phenomenal. 
Let’s  not  take  hasty  action.  . . . This  picture  is 
too  complex.  What  we  must  do  is  study  the 
problem  carefully.  Government  intervention 
would  be  fatal.” 

Dr.  Fister  noted  that  “the  strength  of  the 
opposition  to  this  precipitate  and  revolutionary 
proposal  is  great.”  He  said  that  allied  with  the 
AMA  were  the  American  Farm  Bureau  Federa- 
tion, the  National  Retailers’  Federation,  the 
U.  S.  Ghamber  of  Gommerce,  life  and  health 
insurance  industries,  the  National  Association 
of  Manufacturers  and  “innumerable  other  or- 
ganizations and  individual  citizens  who  are  op- 
posed to  government  intervention  into  medical 
and  other  private  affairs.” 


opening  for  board  certified  radiologist  in  diagnosis  and 
therapy.  Salary  open  for  the  first  year.  Percentage  for  the 
second  and  third  years  and  full  partnership  at  the  end  of  the 
third  year.  Opportunity  to  join  a group  serving  two  hospitals 
and  two  private  officers.  Apply 

DOUGLAS  D.  GAIN,  M.O. 

2021  North  Central  Ave.,  Phoenix,  Arizona. 


Modern  office  suitable  for  Doctors  or  other 
professional,  located  downtown  Yuma 
Refrigerated,  Reasonable  Rent 

N.  McCALLUM 

1165  7th  Avenue  — Yuma,  Arizona 


KTA  MX 

in  any^i 
hyperemotive 
state 

for  childhood  behavior  disorders 

10  mg.  tabletS“3-6  years,  one  tab- 
let t.i.a.;  over  6 years,  two  tablets 
t.i.d.  Syrup -3-6  years,  one  tsp. 
t.i.d.j  over  6 years,  two  tsp.  ti.d. 

for  adult  tension  and  anxiety 

25  mg.  tablets-one  tablet  q.t.d. 
Syrup--one  tbsp,  q.i.d. 

for  severe  emotional  disturbances 

100  mg,  tablets-one  tablet  t.I.d. 

for  adult  psychiatric  and  emotional 
emergencies 

Parenteral  Solution-25-50  mg, 
(1-2  cu.)  intramuscularly,  3-4 
times  daily,  at  4-hour  intervals. 
Dosage  for  chijdren  under  12  not 
established. 

Supplied:  Tablets,  bottles  of  100.  Syrup, 
pint  bottles.  Parenteral  Solution,  10  cc. 
multiple-dose  vials. 


Reviews  of  ataraxic  therapy  commonly  divide  the  available  tranquilizers  into  three 
main  categories:  the  rauwolfia  derivatives;  the  phenothiazine  compounds;  and  a 
smaller  group  of  agents  which  are  lumped  together  for  the  sake  of  convenience 
rather  than  because  of  any  common  characteristic. 

As  a result,  one  significant  fact  is  often  overlooked:  ATARAX  (hydroxyzine)  does 
not  fit  into  any  of  these  three  categories.  Indeed,  by  any  logical  criterion,  it 
belongs  in  a class  by  itself. 

1.  ATARAX  is  chemically  unique.  It  differs  from  any  other  tranquilizer  now  avail- 
able, not  in  minor  molecular  rearrangements  but  in  basic  structure. 

2.  ATARAX  is  therapeutically  different.  ATARAX  is  characterized  by  unique  cerebral 
specificity.  On  ATARAX,  the  patient  retains  full  consciousness  of  incoming  stimuli 
—their  nature  and  their  intensity— but  his  reactions  are  those  of  a well-adjusted 
person.  He  is  neither  depressed  nor  torpid,  and  his  reflexes  remain  normal,  as  does 
cortical  function.  Thus  ATARAX  induces  a calming  peace-of-mind  effect  without 
disturbing  mental  alertness. 

3.  ATARAX  is,  perhaps,  the  safest  ataraxic  known.  It  is  outstandingly  well  tolerated. 
Every  clinical  report  confirms  this  fact.*  After  more  than  150  million  doses,  there 
has  not  been  a single  report  of  toxicity,  blood  dyscrasia,  parkinsonian  effect,  liver 
damage,  or  habituation. 

4.  ATARAX  is  unusually  flexible.  This  lack  of  toxicity  makes  it  possible  to  adjust 
ATARAX  dosage  to  virtually  any  patient  need.  In  the  lowest  range,  children  respond 
well  to  10  mg.  or  one  teaspoonful  of  syrup  t.i.d.,  while  anxious  adults  usually  are 
treated  with  25  mg.  q.i.d.  Yet,  if  needed,  the  dosage  can  safely  be  raised:  in  more 
severe  disturbances,  dosages  up  to  1,000  mg.  daily  have  been  administered  without 
adverse  reactions. 

In  reviewing  your  own  experience  with  tranquilizers,  remember  that  ATARAX  is  in 
a class  by  itself;  that  you  cannot  judge  it  by  your  results  with  any  other  drug.  To  get 
to  know  ATARAX  at  first  hand,  prescribe  it  for  the  next  four  weeks  whenever  a 
tranquilizer  is  indicated.  See  for  yourself  how  it  compares. 

pe;ice  OF  MIND  ATARAX 

(brand  of  hydroxyzine) 


♦Documentation  on  request 


Medical  Director 


New  York  17,  New  York 
Division,  Chas.  Pfizer  & Co.,  Inc. 
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Dec.  1,  1957  Progress  Report  of  the 
Poisoning  Control  Information  Center 
at  the  University  of  Arizona  College  of 
Pharmacy 

N THE  Tucson  area  during  the  month  of 
November,  the  faculty  of  the  College  of  Phar- 
macy presented  24  talks  to  the  PTA  and  to 
civic  and  service  organizations,  as  a part  of 
the  Poisoning  Control  Information  Center’s 
adult  education  program  for  the  prevention  of 
poisonings. 

The  necessity  of  an  adult  edueation  program 
for  the  prevention  of  poisonings  can  be  shown 
by  just  one  of  the  59  poisoning  case  reports 
received  by  the  Poisoning  Control  Information 
Center  since  the  Nov.  1,  1957  progress  report. 
This  one  poisoning,  which  ended  fatally,  in- 
volved the  ingestion  of  a drain  pipe  cleaner  by 
a 13-month-old  boy. 

In  view  of  the  seriousness  of  poisonings  due 
to  drain  pipe  eleaners  and  other  strong  alkalies, 
the  Poisoning  Control  Information  Center  rec- 
ommends the  following  treatment: 

1.  Immediately  dilute  the  ingested  poison  by 
drinking  large  amounts  of  water,  milk,  orange 
juice,  lemon  juiee,  or  dilute  vinegar.  Wash  all 
contaminated  skin  and  accessible  mucous  mem- 
branes with  water. 

2.  Gastric  lavage  and  emetics  are  contraindi- 
cated because  of  the  danger  of  gastric  or  eso- 
phageal perforation. 

3.  Have  the  patient  swallow  demulcents  such 
as  olive  oil  or  egg  white,  and  also  apply  de- 
mulcents to  denuded  areas. 

4.  Administer  analgesics  — demerol,  50  to 
100  mg.  IM. 

5.  Treat  shock  by  IV  administration  of  elec- 
trolyte solutions,  plasma,  or  whole  blood. 

6.  Surgical  intervention  may  be  indicated  in 
case  of  severe  laryngeal  or  gastric  perforation. 
If  asphyxia  occurs,  a tracheotomy  may  be  neces- 
sary. 


HUMAN  BLOOD  COAGULATION 

by  Rosemary  Biggs  and  R.  B.  Macfarlane.  2nd.  ed.  476  pages. 
Illustrated.  (19.57)  Thomas.  $8.50. 

An  exeellent  new  edition  includes  progress 
made  in  knowledge  of  the  coagulation  of  blood. 
Clear  descriptions  of  new  technical  methods  are 
a definite  help  in  both  diagnosis  and  prognosis 
of  defects  involving  coagulation.  Tops  in  its 
field  for  clinicians,  workers  in  clinicopathological 
laboratories  and  hemotologists  will  appreciate 
the  volume  also. 

Stacey’s  Medical  Books,  San  Francisco. 


7.  Liquids  and  soft  foods  may  be  given  as 
tolerated,  but  in  most  instances  the  parenteral 
administration  of  fluids  and  carbohydrates  is 
necessary  for  the  first  week. 

8.  Early,  careful  esophageal  dilatations  may 
prevent  or  eventually  remedy  strictures.  Corti- 
sone therapy  may  help  to  minimize  stricture  for- 
mation. 

9.  Broad  spectrum  antibiotics  as  a prophy- 
laxis against  secondary  infections. 

Statistics  of  59  poison  cases  received  since  the 
Nov.  1,  1957,  progress  report. 

Age 

84.8  per  cent  under  5 years 

1.7  per  cent  5 to  15  years 

6.7  per  cent  16  to  30  years 

3.4  per  cent  31  to  45  years 

1.7  per  eent  over  45  years 
Nature  of  Incident 

96.6  per  eent  accidental 

3.4  per  cent  intentional 
Outcome 

98.3  per  cent  recovered 

1.7  per  cent  died 

Time  of  Day 

32.2  per  cent  between  6 a.m.  and  noon 

37.4  per  cent  noon  and  6 p.m. 

15.2  per  cent  6 p.m.  and  midnight 

13.5  per  cent  unknown 
Causative  Agents 

30.5  per  cent  aspirin  preparations 

10.2  per  cent  hypnotics  and  sedatives 

6.7  per  cent  sympatholytic  agents 

5.1  per  cent  tranquilizers  and  solvents  (each) 
3.4  per  cent  cough  syrups,  unknown  prescrip- 
tions, antispasmodics,  household  bleaches, 
and  pesticides  ( each ) 

1.7  per  cent  toothpastes,  stick  deodorants, 
nail  polishes,  hormones,  furniture  polishes, 
floor  waxes,  bird  of  paradise  seeds, 
“Christmas  snow,”  boric  acid,  oleander 
leaves,  household  ammonias,  alcohol,  and 
nasal  decongestants  ( each ) 


Now  Available  In  Mesa 

or  Dentist  in  established  Medical  Center  in 
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NEW  U.S.  EMPHASIS  ON  SCIENCE 

ITH  THE  U.  S.  just  getting  started  on  its 
“big  push”  to  catch  up  with  Russia’s  scientists, 
there  is  only  fragmentary  information  in  Wash- 
ington as  to  how  the  medical  profession  and 
federal  medical  programs  are  to  be  affected  by 
the  major  shift  in  emphasis.  However,  medicine 
will  be  involved  in  two  aspects: 

1.  The  increases  in  appropriations  for  scien- 
tific programs  related  to  defense  will  result  in, 
as  President  Eisenhower  says,  “cutting  out  or 
deferring  entire  categories  of  ( not  absolutely 
essential)  activities,  . . . one  of  the  hardest  and 
most  distasteful  tasks  that  the  coming  session 
of  congress  will  face.”  Clearly  federal  medical 
programs  “not  absolutely  essential”  will  be  under 
close  scrutiny. 


TO  AFFECT  MEDICAL  PROGRAMS 

2.  The  long-range  drive  to  improve  quality 
and  quantity  of  scientific  knowledge  will  be 
centered  around  defense-essential  areas,  par- 
ticularly chemistry,  physics  and  mathematics. 
However,  if  any  broad  program  of  scholarships 
eventually  is  offered,  medical  studies  won’t  be 
ignored. 

The  understanding  is  that  the  big  new  defense 
appropriations  largely  will  flow  through  the  de- 
fense department  and  such  organizations  as  the 
National  Science  Foundation,  but  that  medical 
research  at  the  National  Institutes  of  Health  will 
not  be  allowed  to  suffer.  Recommendations  of 
the  Bayne-Jones  committee,  now  studying  U.  S. 
medical  research  programs,  could  be  of  major 
significance  to  NIH. 


SUPREME  COURT  TAKING  UP  FTC 
CASES  ON  HEALTH  INSURANCE 

The  question  of  whether  Federal  Trade 

Commission  authority  over  accident  and  health 
insurance  companies  is  limited  to  states  that 
don’t  have  adequate  laws  against  false  adver- 
tising, will  be  coming  up  in  the  supreme  court 
this  year.  The  tribunal  agreed  on  Oct.  12  to 
review  two  circuit  court  decisions  in  this  field. 
Because  of  the  crowded  court  calendar,  they 
probably  won’t  come  up  for  consideration  until 
March  or  later. 


FTC  told  the  court  that  lack  of  federal  regu- 
lation creates  a legal  vacuum,  “a  no-man’s  land 
which  is  not  effectively  regulated  either  by  the 
states  or  the  federal  government.”  The  litigation 
is  an  outcome  of  41  complaints  issued  by  FTC 
charging  certain  insurance  companies  with  de- 
ceiving the  public  through  false  advertising  of 
accident  and  health  insurance  policy  terms  and 
benefits.  Citing  a 1945  law,  the  circuit  courts 
held  in  two  cases  that  congress  intended  the 
business  of  insurance  should  be  regulated  by  the 
states,  and  that  where  states  had  undertaken 
such  regulation,  the  federal  anti-trust  laws  and 
FTC  act  would  not  be  applicable. 


SENATE  COMMITTEE  MAY 
INCLUDE  JENKINS-KEOGH  IN 
OMNIBUS  BILL 

T 

1 HE  Jenkins-Keogh  plan  for  tax  deferment  on 
retirement  funds  paid  by  the  self-employed  may 
be  made  a part  of  an  omnibus  tax  relief  bill 
for  small  business.  The  idea  is  under  considera- 
tion by  a tax  subcommittee  of  the  senate  small 
business  committee  which  is  continuing  regional 
hearings  on  general  tax  problems  for  the  small 
business  man  and  the  self-employed.  It  is 
planned  to  have  a committee  bill  reported  out 
and  ready  for  floor  action  by  late  January. 
While  tax  measures  are  supposed  to  originate 


in  the  house,  the  omnibus  bill  under  study  could 
be  attached  as  an  amendment  to  any  house- 
passed  tax  bill  that  comes  to  the  senate.  After 
passage  by  the  senate,  it  would  go  to  conference 
if  the  house  asked  for  such  conference.  No 
further  hearings  would  be  required  under  the 
procedure.  However,  by  then,  the  house  ways 
and  means  committee  would  have  covered  the 
ground  in  its  general  tax  hearings  which  opened 
Jan.  7 and  will  run  through  Feb.  7. 

The  American  Thrift  Assembly  is  pushing  for 
enactment  of  Jenkins-Keogh  legislation  in  the 
interest  of  10  million  self-employed.  Unlike  em- 
ployes of  corporations  and  associations,  the> 
cannot  set  aside  retirement  funds  with  a de- 
ferment of  taxes. 
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PHS  ADVISES  AGAINST 
COMMUNITY-WIDE  TB  X-RAY 
CAMPAIGNS 

UBLIC  Health  Service,  acting  on  advice  of  a 
coinmitttee  of  medical  and  public  health  leaders 
called  in  to  re-evaluate  recent  changes  in  the 
nature  of  the  tuberculosis  problem,  is  recom- 
mending against  community-wide  chest  X-ray 
campaigns  for  detection  of  TB.  Instead  PHS 
recommends  that  communities  use  tuberculin 
skin  testing  as  a first  step  in  case-finding,  fol- 
lowed up  with  X-ray  examinations  for  those  with 
positive  reactions. 

The  service  suggests  that  X-ray  examinations 
be  continued  on  selective  groups,  those  with 
greatest  risk,  such  as  persons  confined  to  hos- 
pitals and  other  institutions,  low-income  groups, 
migrant  workers  and  people  known  to  have 
been  exposed  to  the  disease.  It  was  emphasized 
that  groups  to  be  given  X-rays  should  be  selected 
locally,  with  the  choice  based  on  the  local 
tuberculosis  problem,  the  expected  yield  of  new 
cases  and  the  adequacy  of  diagnostic  and  treat- 
ment facilities  and  of  follow-up  services. 

One  factor  given  consideration  in  reaching  the 
decision,  PHS  says,  is  “the  problem  of  low-level 
radiation  exposure  from  X-rays.”  To  further  re- 
duce radiation  exposure,  both  of  the  operators 
and  the  public,  PHS  urges  periodic  inspection 
of  all  X-ray  equipment,  and  installation  of 
further  protective  devices  where  indicated. 

Of  the  new  tuberculosis  picture,  PHS  says:  “In 
the  last  15  years  . . . the  tuberculosis  problem 
has  changed  radically.  Some  areas  of  the  country 
are  now  practically  free  of  active  cases  of  the 
disease.  In  other  areas,  tuberculosis  continues 
to  be  a serious  problem,  particularly  among 
certain  groups.  While  the  number  of  active 
cases  has  declined  almost  30  per  cent  in  the 
last  five  years,  it  is  estimated  that  there  are 
still  about  250,000  persons  with  active  tuber- 
culosis in  the  United  States  today.” 

The  committee  that  advised  PHS  to  make  the 
recommendations  was  composed  of  : Drs.  Rus- 
sell H.  Morgan,  chief  radiologist,  Johns  Hopkins 
University  Hospital,  and  special  consultant  to 
the  surgeon  general  on  the  public  health  aspects 
of  radiation;  Ralph  Dwork,  director  of  health, 
Ohio  State  Department  of  Health;  Floyd  Feld- 
man, medical  director.  National  Tuberculosis 
Association;  Joseph  Stocklen,  tuberculosis  con- 
trol officer,  Cleveland  and  Cuyahoga  County 
Health  Department. 


U.  S.  TREASURY  DEPARTMENT 

International  Revenue  Service 
HE  INTERNAL  Revenue  Service  has  an- 
nounced that  it  is  modifying  its  position  with  re- 
spect to  classification  for  federal  income  tax 
purposes  of  organized  groups  of  doctors  prac- 
ticing medicine. 

In  Rev.  Rul.  56-23,  C.B.  1956-1,  it  was  held 
that  a group  of  doctors  who  adopt  the  form  of 
an  association  in  order  to  obtain  the  benefits  of 
corporate  status  for  purposes  of  section  401(a) 
of  the  Internal  Revenue  Code  of  1954  is  in  sub- 
stance a partnership  for  all  purposes  of  the  In- 
ternal Revenue  Code. 

It  is  now  the  position  of  the  service  that  the 
fact  that  an  association  establishes  a pension 
plan  under  section  401(a)  of  the  Internal  Reve- 
nue Code  of  1954  corresponding  to  section 
165(a)  of  the  1939  code  is  not  determinative  of 
whether  such  organization  will  be  classified  as 
a partnership  or  an  association  taxable  as  a cor- 
poration. The  usual  tests  will  be  applied  in  de- 
termining whether  a particular  organization  of 
doctors  or  other  professional  groups  has  more  of 
the  criteria  of  a corporation  than  a partnership. 

Basic  criteria  to  be  used  in  testing  the  ex- 
istence of  an  association  taxable  as  a corporation 
will  be  stated  in  a revenue  ruling  to  be  pub- 
lished at  a later  date. 


PREMIUMS  PAID  BY  PHYSICIAN 
ON  DISABILITY  INSURANCE  HELD 
NONDEDUCTIBLE  PERSONAL 
EXPENSES 

Marvin  J.  Blaess,  28  T.C.  No.  78,  6-25-57, 
reviewed."* 

HE  REVENUE  service  ruled  in  1955  that 
where  a taxpayer  purchases  a professional  over- 
head expense  disability  policy  which  would  re- 
imburse him  for  certain  overhead  expenses  in- 
curred during  prolonged  periods  of  disability 
due  to  injury  or  sickness,  any  premiums  paid  on 
such  policy  are  deductible  as  business  expenses 
and  any  benefits  received  are  taxable  income.  ( 1 ) 
The  special  tax  status  of  the  policy  involved  in 
that  ruling  must  be  distinguished  from  the  tax 
status  of  a typical  disability  policy  maintained 
by  a taxpayer  — as  this  case  holds. 

The  taxpayer  was  a practicing  physician.  Dur- 
ing the  taxable  year  in  issue,  1951,  he  paid  some 
$440  of  premiums  on  three  disability  policies 

"Reproduced  by  permission. 
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and  deducted  the  amount  on  his  income  tax 
return  filed  jointly  with  his  wife.  Each  policy 
provided  payments  of  $200  a month  during  a 
period  of  disability  requiring  the  attendance  of 
a doctor,  and  provided  certain  other  benefits 
usually  found  in  personal  disability  policies. 
None  of  the  policies  contained  any  restriction  on 
the  use  to  which  policy  benefits  could  be  put. 
Thus  he  was  not  required  to  use  them  for  the 
payment  of  office  expenses,  which  amounted  to 
approximately  $800  a month. 

Following  the  commissioner’s  determination 
that  the  premiums  were  not  deductible,  the 
taxpayer  petitioned  the  matter  to  the  tax  court. 
There  he  contended  alternatively  that  the  pre- 
miums were  deductible  as  ordinary  and  necessary 
business  expenses  under  a 1939  code,  section 
23(a)  ( 1 ) , or  under  section  23(a)(2)  as  ordi- 
nary and  necessary  expenses  paid  for  the  con- 
servation or  maintenance  of  property  held  for 
the  production  of  income.(2)  The  taxpayer  re- 
lied on  revenue  ruling  55-264,  previously  noted, 
arguing  that  it  should  apply  since  he  intended 
to  use  any  policy  benefits  to  pay  his  office  ex- 
penses. 

The  tax  court  held  that  the  disability  insurance 
premiums  were  personal  expenses,  deduction  of 
which  was  prohibited  by  the  1939  code,  section 
24  ( a ) ( 1 ) , ( 3 ) rather  than  expenses  deductible 
under  either  section  23  (a)(1)  or  23(a)(2). 

Before  taking  up  the  specific  issues,  the  tax 
court  emphasized  that  income  tax  deductions 
do  not  turn  on  equitable  considerations,  but 
upon  legislative  grace  expressed  in  the  form  of 
clear  provisions  for  their  allowance. 

In  taking  up  the  issue  of  deductibility  under 
section  23(a)(1)  as  a business  expense,  the  court 
stated  that  the  expenditure  must  proximately 
result  from  the  trade  or  business  conducted  by 
the  taxpayer  and  must  be  ordinary  as  well  as 
necessary  in  the  carrying  on  of  the  trade  or 
business.  From  this,  the  court  concluded  that 
the  procurement  and  maintenance  of  disability 
insurance  contracts  did  not  proximately  result 
from  the  operation  of  the  taxpayer’s  business. 
The  taxpayer’s  declared  intention  to  apply  any 
payments  received  to  discharge  his  office  ex- 
penses was  immaterial;  his  intent  could  not 
bring  the  expenditure  within  the  statutory  pro- 
visions. 

A footnote  to  the  opinion  distinguished  the 
payments  of  premiums  on  life  insurance  policies 
by  a business  creditor,  holding  the  policies  as 


collateral,  in  the  hope  that  the  indebtedness 
might  be  fully  recovered  ( 4 ) . 

The  court  next  took  up  the  taxpayer’s  alterna- 
tive contention  that  the  premiums  were  deduct- 
ible under  section  23(a)(2)  as  nonbusiness  ex- 
penses paid  for  the  conservation  of  property 
held  for  the  production  of  income.  It  agreed 
that  a medical  practice  was  property  held  for 
the  production  of  income.  However,  it  quoted 
a supreme  court  opinion  to  the  effect  that  this 
statutory  provision  was  applicable  to  expenses 
on  the  basis  of  the  remote  contribution  they 
might  make  to  the  conservation  of  a taxpayer’s 
income-producing  assets. (5)  It  concluded  that 
the  taxpayer’s  payments  of  disability  insurance 
premiums  were  not  for  the  immediate  purpose 
of  conserving  his  medical  practice,  nor  for  the 
immediate  production  or  collection  of  income. 
Furthermore,  the  indemnity  payments  were  not 
by  terms  of  the  policies  made  for  the  payment 
of  expenses  of  maintaining  or  conserving  the 
taxpayer’s  medical  practice,  but  were  to  com- 
pensate for  his  loss  of  earnings.  As  he  was  free 
to  use  any  indemnity  payments  for  any  purpose, 
his  present  intention  to  use  them  to  discharge 
office  expenses  could  not  bring  the  premiums 
within  the  statutory  provision. 

Although  the  court  did  not  feel  obligated  to 
do  so,  it  went  on  to  hold  that  since  the  insured 
was  free  to  use  any  indemnity  payments  for 
his  living  expenses,  or  personal  expenses,  or 
the  expenses  of  his  family,  the  premiums  were 
personal  expenses  and  nondeductible  under  sec- 
tion 24(a)(1). 

Comment  I:  Although  the  taxpayer  did  not 

succeed  in  deducting  his  disability  insurance 
premiums,  he  can  take  comfort  from  the  fact 
that  any  indemnity  payments  collected  by  him 
will  be  excluded  from  his  gross  income  under 
the  provisions  of  section  104(a)(3).  As  already 
pointed  out,  indemnity  payments  received  under 
a professional  overhead  disability  policy  would 
constitute  taxable  income. 

Comment  II:  Probably  the  taxpayer  could  not 
deduct  any  part  of  the  premiums  on  the  dis- 
ability policies  here  involved  as  an  itemized 
deduction  for  medical  expense.  Although  Sec- 
tion 213  allows  a deduction  for  the  expenses 
paid  for  medical  care,  and  defines  medical  care 
to  include  amounts  paid  for  accident  and  health 
insurance,  the  Revenue  Service  has  ruled  that 
only  premiums  paid  on  insurance  \\hich  pro- 
vides reimbursement  lor  medical  exjionscs  an 
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deductible;  premiums  on  insurance  which  pro- 
vide reimbursement  for  loss  of  earnings  are  not 
deductible.” 

I.  Revenue  ruling  55-264,  1955-1  C.B.  11.  This  ruling  was 
reprinted  at  page  48  1955  Current  Comment,  and  is  cited  at 
page  19-46  of  Service. 


2.  These  sections  are  the  predecessors  to  the  19.54  Code  sec- 
tions 162(a)  and  212. 

3.  Predecessor  to  the  19.54  code,  section  262. 

4.  The  footnote  cited  Dominion  National  Bank,  26  B.T.A. 
421,  and  Commissioner  v.  Charlestown  National  Bank,  213  F. 
(2d)  4.5,  which  are  cited  at  pages  18-5,  18-6  and  19-46  of  your 
Service. 

5.  The  case  quoted  from  was  Lykes  v.  U.  S.,  343  U.S.  118. 


WOMEN'S  CLUBS  COMPETE  IN 
CANCER  EDUCATION  CONTEST 

Beginning  Oct.  l,  1957  and  running  for  a full 
year,  the  Arizona  Federation  of  Women’s  Glubs 
are  competing  in  a cancer  education  contest 
sponsored  by  the  Association  of  Arizona  Insur- 
ance Gompanies  in  co-operation  with  the  Ari- 
zona division  of  the  American  Gancer  Society. 

A portion  of  the  contest  involves  club  mem- 
bers obtaining  an  examination  for  “cancer  de- 
tection.” For  this,  each  member  is  furnished  a 
form  to  present  to  her  physician.  The  physician 
is  requested  to  keep  the  form  in  his  office,  de- 
taching only  the  certificate  for  the  club  member 
to  turn  into  her  club  chairman  for  the  contest. 
The  certificates  state  nothing  concerning  the 
patient’s  examination  other  than  the  patient  has 
had  an  examination.  All  such  certificates  are  to 
be  destroyed  at  the  conclusion  of  the  contest. 
The  portion  of  tlie  form  retained  by  the  phy- 
sician is  largely  a history  form  which  is  printed 


AMERICAN  CANCER  SOCIETY 

T HE  AMERIGAN  Gancer  Society  reported  that 
six  women,  dying  of  widespread  breast  cancer, 
have  been  treated  experimentally  with  a power- 
ful cancer-causing  chemical,  3-methyl-cholan- 
threne  or  MG,  by  scientists  at  the  Ben  May 
Laboratory  for  Gancer  Research,  University  of 
Ghicago. 

One  patient  received  no  benefit  from  the 
treatment.  In  four  others,  the  cancers  were 
arrested  temporarily,  and  cancer  colonies  in 
the  lymph  nodes,  skin,  bone,  lungs  and  brain 
shrank  up.  The  sixth  was  without  symptoms  of 
cancer  and  doing  her  housework  nine  months 
after  being  treated  with  MG. 

The  treatments  were  given  by  Dr.  Gharles 
Huggins  (the  first  to  treat  prostatic  cancer  suc- 
cessfully by  removing  the  testes  and  administer- 
ing female  hormones,  and  breast  cancer  by  re- 
moving the  adrenal  glands)  and  Dr.  Jack  D. 
McGarthy.  Dr.  Huggins’s  research  is  supported 
by  the  American  Gancer  Society  and  its  Illinois 


primarily  to  save  the  physician’s  time,  and  give 
him  leads  as  to  the  necessity  of  further  question- 
ing. 

There  will  be  a prize  of  $250  to  whichever 
one  of  five  districts  reports  the  best  club  par- 
ticipation with  the  most  effective  programs.  In 
addition,  there  will  be  several  prizes  of  $100 
each  to  the  best  individual  club  projects. 

Mrs.  Lucille  Sutter,  president  of  Arizona  Fed- 
eration of  Women’s  Glubs  noted  this  to  be  a 
splendid  opportunity  for  an  education  program 
in  the  various  clubs  and  communities  to  help 
fight  cancer.  Mr.  A.  W.  McLeod,  president  of 
the  Association  of  Arizona  Insurance  Gompanies 
states  that  it  was  a privilege  for  the  various 
insurance  companies  to  co-operate  in  this  life 
saving  effort.  The  American  Cancer  Society  is 
co-operating  in  the  program  planning  and  is 
furnishing  all  of  the  contest  material. 

This  contest,  backed  by  the  strongest  women’s 
organization  in  this  state,  will  do  much  to  aid 
the  cancer  education  program. 


division,  the  Jane  Coffin  Childs  Memorial  Fund, 
the  U.  S.  Public  Health  Service,  and  the  Damon 
Runyon  Fund. 

MG,  universally  used  to  induce  cancer  in 
laboratory  animals,  was  employed  in  these  cases 
because  the  patients  were  beyond  help  by  con- 
ventional means.  All  had  undergone  radical 
surgery,  and  five  had  had  their  ovaries  and 
adrenals  removed  in  earlier  unsuccessful  at- 
tempts to  halt  the  disease. 

It  is  a paradox  that  almost  every  chemical 
used  to  treat  cancer  will  itself  cause  the  disease 
in  animals.  X-rays,  which  frequently  cure  cancer 
in  humans,  are  powerful  cancer  causers  when 
given  in  excessive  amounts.  Scientists  elsewhere 
had  found  that  MG  and  related  chemicals  some- 
times slowed  down  or  stopped  the  growth  of 
certain  transplanted  cancers  in  animals;  and  a 
few  have  reported  retarding  skin  cancer  and 
leukemia  in  man  with  chemicals  akin  to  MG. 

Drs.  Huggins  and  McGarthy  first  tried  MG 
on  rats  with  tumors  whose  growth  is  stimulated 
with  female  hormone.  They  found  that  in  the 
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treated  animals,  maintained  on  a high  protein 
diet,  cancers  developed  very  slowly  — the  MC 
suppressed  the  pituitary  secretion,  gonadotro- 
phin, which  stimulates  the  production  of  female 
sex  hormones,  and  it  also  acted  directly  against 
the  cancers  themselves.  They  then  decided  to 
administer  MC  intramuscularly  to  the  six  pain- 
racked  patients  who  were  riddled  with  cancer. 

The  best  response  was  observed  in  a 48-year- 
old  woman  whose  right  breast  and  nearby  tissues 
were  removed  surgically  in  July  1955.  Five 
months  after  surgery,  her  cancer  had  recurred 
in  one  lung,  the  sac  encasing  the  lungs,  and  the 
surgical  scar.  Armpit  lymph  depots  had  been 
transformed  into  cancerous  tissue. 

Removal  of  the  ovaries  and  adrenals  in 
August  1956  failed  to  stop  the  cancer;  and  on 
March  4,  1957,  the  patient  — by  then  without 
appetite,  breathing  with  great  difficulty  be- 
cause the  lung  sac  had  filled  with  fluid  and  the 
lung  itself  contained  a large  cancer  mass  — was 
given  MC  shots  intramuscularly.  Daily  injections 
continued  until  April  8. 

By  April  2,  cancerous  lumps  on  the  skin  had 
shrunk,  lymph  nodes  had  begun  to  decrease  in 
size,  and  with  the  ebbing  of  fluid  from  the  lungs, 
breathing  had  become  easy  once  again.  By 
the  end  of  April,  nests  of  cancer  could  still  be 
found  in  various  tissue  samples  examined  under 
the  microscope  by  Dr.  Eleanor  M.  Humphreys, 
pathologist,  but  these  were  in  a degenerating 
condition. 

In  October,  when  the  scientists  finished  writ- 
ing their  paper  for  the  journal.  Cancer  Research, 
the  patient  once  more  was  strong  and  doing  her 
housework;  and,  so  far  as  they  could  find  by 
x-ray  and  microscopic  examination,  no  cancer 


m TO  SMOKE  OR  NOT  TO  SMOKE 

1 HE  American  Cancer  Society  distributed  200,- 
000  copies  of  a leaflet  entitled  “To  Smoke  or 
Not  to  Smoke?”  Distribution  has  been  made 
through  the  society’s  60  divisions  and  more  than 
3,000  units  throughout  the  country. 

The  leaflet  points  up  the  evidence  linking 
lung  cancer  and  cigarets.  It  cites  several  stu- 
dies, including  the  society’s  Hammond-Horn 
four-year  study  of  187,783  men  between  the 
ages  of  50  and  70  which  revealed: 

“Lung  cancer  death  rates  are  10  times  higher 
among  those  with  a history  of  regular  cigaret 
smoking  than  among  those  who  have  never 


was  present. 

All  patients  were  observed  carefully,  during 
and  after  treatment,  for  possible  ill  effects  of  the 
drug.  All  patients  had  a decrease  of  hemo- 
globin and  blood  proteins  and  showed  a tem- 
porary anemia,  but  these  conditions  improved 
after  treatment  was  completed.  Aside  from 
this,  and  mild  nausea,  vomiting  and  occasional 
diarrhea  — all  of  which  were  transient  — no 
bad  results  were  observed. 

Whether  MC  can  cause  cancer  in  humans  is 
unknown.  While  it  is  a potent  cancer  inducer 
in  lower  animals,  it  failed  to  bring  on  the  dis- 
ease when  it  and  female  hormones  were  given 
to  monkeys  for  eight  to  10  years. 

None  of  the  patients  developed  new  cancers 
— a hopeful  sign  that  MC,  in  the  dosages  em- 
ployed, may  not  cause  cancer  in  humans.  Drs. 
Huggins  and  McCarthy  continue  to  regard  MC 
as  a potentially  dangerous  drug,  however;  and 
at  this  stage  they  feel  it  should  be  used  only 
in  certain  cancer  patients  when  all  other  meas- 
ures have  failed. 

MC  is  not  considered  a cancer  cure,  despite 
its  dramatic  effects  in  one  of  the  five  patients 
who  were  helped.  Two  of  the  six  patients  have 
died  of  their  disease;  and  the  rest  have  been 
helped,  so  far,  from  tliree  to  10  months  only. 

As  a research  tool,  however,  MC  is  useful. 
The  scientists  are  studying  the  metabolic  mech- 
anisms involved  in  the  remissions  the  drug  has 
wrought  in  an  effort  to  find  ways  of  improving 
MC’s  effectiveness.  And  for  some  patients  be- 
yond help  by  other  means,  it  has  alleviated 
suffering,  retarded  or  stopped  cancer  growth  for 
a while,  and  restored  them  to  a more  comfort- 
able and  useful  life. 


smoked.  Among  two-pack-a-day  smokers  the 
rate  is  more  than  60  times  higher. 

“Those  who  have  given  up  smoking  have  a 
lower  risk  of  death:  Those  once  smoking  a pack 
or  more  a day,  who  have  given  up  smoking 
for  at  least  one  year,  have  a death  rate  less  than 
half  of  those  who  have  continued  to  smoke. 

“Over-all  death  rates  from  a number  of  causes 
— and  particularly  cancer  and  coronary  heart 
disease  — rise  with  the  number  of  cigarets 
smoked.  The  death  rate  is  123  per  cent  higher 
in  those  who  smoked  two  packs  of  cigarets  a 
day  than  in  those  who  do  not  smoke.” 

The  pamphlet  also  states:  “It  is  estimated  that 
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a mail  who  smokes  two  packs  of  cigarets  a clay 
has  about  one  chance  in  10  of  developing  lung 
cancer,  while  a non-smoker  has  only  about  one 
chance  in  270  of  having  this  disease.  In  addi- 
tion to  those  latios,  the  American  Cancer  So- 
ciety’s study  also  indicates  that  death  rates  from 
several  other  sites  of  cancer  and  from  coronary 
heart  disease  were  far  higher  among  cigaret 
smokers  than  non-smokers.  Among  men  in  the 
American  Cancer  Society’s  study,  heavy  cigaret 
smokers  had  about  the  same  death  rate  as  non- 
smokers  who  were  seven  or  eight  years  older. 

The  leaflet  concludes;  “No  one  can  predict 
what  will  happen  to  an  individual,  but,  in  gen- 
eral, those  who  smoke  less  are  those  who  live 
longer. 


“To  smoke  or  not  to  smoke  is  a personal  deci- 
sion. This  pamphlet  was  prepared  to  give  you 
the  information  available  as  of  today.” 

Referring  to  public  health  measures,  the  leaf- 
let says:  “As  this  pamphlet  was  being  printed, 
the  board  of  directors  of  the  American  Cancer 
Society  met  and  discussed  the  problem  of  smok- 
ing and  cancer.  Because  of  the  evidence  that 
cigaret  smoking  is  a causative  factor  in  lung 
cancer,  the  society  is  urging  state  and  federal 
public  health  services  to  proceed  with  such  pub- 
lic health  measures  as  present  knowledge  indi- 
cates are  needed  for  the  protection  of  the  peo- 
ple. As  indicated  earlier,  the  question  whether 
to  smoke  or  not,  is  an  individual  and  personal 
decision  for  you  and  your  children.” 


EDUCATIONAL  COUNCIL  FOR 
FOREIGN  MEDICAL  GRADUATES 

FTER  almost  three  years  of  planning  the  Edu- 
cational Council  for  Foreign  Medical  Graduates 
opened  its  doors  on  Oct.  1,  1957  at  1710  Orring- 
ton  Avenue,  Evanston,  111. 

What  Functions  Will  It  Serve? 

It  will  distribute  to  foreign  medical  graduates 
around  the  world  authentic  information  regard- 
ing the  opportunities,  difficulties  and  pitfalls  in- 
volved in  coming  to  the  U.  S.  on  an  exchange 
student  visa  in  order  to  take  training  as  an  in- 
tern or  resident  in  a U.  S.  hospital,  or  coming 
on  an  immigrant  visa  with  the  hope  of  be- 
coming licensed  to  practice. 

It  will  make  available  to  properly  qualified 
foreign  medical  graduates  while  still  in  their 
own  country  a means  of  obtaining  ECFMG  cer- 
tification (a)  to  the  effect  that  their  educational 
credentials  have  been  checked  and  found  meet- 
ing minimal  standards  (18  years  of  formal  edu- 
cation, including  at  least  four  years  in  a bona 
fide  medical  school),  (b)  that  the  command 
of  English  has  been  tested  and  found  adequate 
for  assuming  an  internship  in  an  American  hos- 
pital, (c)  that  the  general  knowledge  of  medi- 
cine as  evidenced  by  passing  of  the  American 
Medical  Qualification  Examination  is  adequate 
for  assuming  an  internship  in  an  American  hos- 
pital. 

It  will  provide  hospitals,  state  licensing  boards, 
and  specialty  boards  which  the  foreign  medical 
graduate  designates,  the  results  of  the  three-way 
screening  available. 


What  Functions  Will  It  Not  Serve? 

It  will  not  serve  as  a placement  agency  either 
for  interns  or  residents.  Placement  arrangements 
must  be  made  by  the  foreign  medical  graduate 
directly  with  the  hospital  of  his  choice. 

It  will  not  attempt  to  evaluate  the  teaching 
program  or  inspect  or  approve  any  foreign  medi- 
cal school.  Its  program  is  based  not  upon 
evaluating  the  school  from  which  the  candidate 
graduated,  but  upon  evaluating  the  professional 
competence  of  the  individual. 

It  will  not  act  as  an  intercessor  for  foreign 
medical  graduates  having  problems  under  dis- 
cussion by  state  boards  of  medical  licensure  or 
specialty  boards.  If  the  foreign  medical  grad- 
uate asks  that  the  results  of  his  three-way  screen- 
ing be  sent  to  a designated  board,  this  will  be 
done,  but  the  EGFMG  has  no  right  and  no  de- 
sire to  review  the  decisions  of  the  properly  con- 
stituted state  licensing  boards  and  American 
specialty  boards. 

Who  Is  Sponsoring  the  ECFMG? 

Sponsors  of  the  new  agency  are  the  American 
Hospital  Association,  the  American  Medical  As- 
sociation, the  Association  of  American  Medical 
Golleges  and  the  Federation  of  State  Medical 
Boards  of  the  United  States.  Providing  funds 
to  support  it  through  the  first  two  years  of  its 
existence  are  the  sponsoring  agencies  and  the 
Kellogg  Foundation,  and  the  Rockefeller  Foun- 
dation. 

The  EGFMG  has  been  legally  incorporated  in 
the  State  of  Illinois  and  is  operating  in  the  first 
year  of  its  provisional  approval  as  a tax  exempt 
organization  under  Section  501  (c)(3)  of  the 


Vol  15,  No.  1 


Arizona  Medicine 


69 


Internal  Revenue  Code  of  1954.  The  10-mem- 
ber  board  of  trustees  includes  two  representa- 
tives from  each  of  the  four  sponsoring  agencies 
and  the  two  representing  the  public  at  large  ( one 
named  by  the  department  of  defense,  the  other 
by  the  department  of  health,  education  and  wel- 
fare). The  president  of  the  board  of  trustees 
is  Dr.  J.  Murray  Kinsman,  Dean  of  the  Uni- 
versity of  Louisville  School  of  Medicine.  The 
executive  director  is  Dr.  Dean  F.  Smiley,  former 
secretary  of  the  Association  of  American  Medi- 
cal Colleges. 

What  Are  the  Mechanics  of  the  Examination? 

The  ECFMG’s  examination  committee  will 
select  the  items  for  two  examinations  a year 
from  the  National  Board  of  Medical  Examiners’ 
pool  of  questions.  The  National  Board  of  Medi- 
cal Examiners  will  use  as  many  of  its  50  pre- 
sently constituted  U.  S.  examination  centers  as 
will  be  required  and  will  establish  examination 
centers  abroad  in  numbers  as  found  required 
to  meet  the  need. 

The  National  Board  of  Medical  Examiners 
will  proctor  the  examination,  score  and  analyze 
the  results,  and  turn  them  over  to  the  ECFMG’s 
examination  committee  for  final  evaluation  and 
action. 

What  is  the  Charge  to  be? 

Foreign  medical  graduates  already  in  this 
country  will  be  billed  for  $50  covering  the  cost 
of  the  three-way  screening. 

Foreign  medical  graduates  abroad  will  be 
billed  the  $50  only  if  and  when  they  pass  the 
screening,  receive  a position  in  an  American  hos- 
pital, or  are  otherwise  earning  American  dollars. 

American  hospitals  receiving  screened  can- 
didates will  be  billed  $75  for  each  such  candi- 
date accepted. 

What  Are  the  Target  Dates  for  Various  Services? 

The  answering  of  correspondenee  began  Oct. 
5 and  has  been  kept  current  since  that  time.  The 
translation,  interpretations  and  evaluation  of  cre- 
dentials has  already  begun. 

The  target  date  for  the  first  American  Medi- 
cal Qualification  Examination  for  foreign  medi- 
cal graduates  already  in  this  country  is  set  for 
February  or  Mareh  1958. 

The  target  date  for  the  second  American  Med- 
ical Qualification  Examination  for  foreign  medi- 
cal graduates  both  here  and  abroad  is  set  for 
July  or  August  1958. 


45  MILLION  UNDER  40  STILL 
HAVE  NOT  HAD  SALK  VACCINE 

EW  statistics  produced  by  the  National 
Health  Survey  indicate  that  45  million  persons 
under  40  years  of  age  still  have  not  reeeived 
Salk  poliomyelitis  vaccine.  The  new  data,  based 
on  information  obtained  in  household  interviews, 
also  shows  the  following;  5 million  under  40 
received  one  injection,  in  contrast  to  earlier 
estimates  of  17  million;  25  million  have  received 
two  shots,  instead  of  the  earlier  estimate  of  28 
million;  the  number  receiving  the  full  three 
shots  has  increased  from  an  estimated  28  mil- 
lion to  34  million. 

Commenting  on  the  new  statistics,  the  sur- 
geon general  says:  “It  is  encouraging  to  find  that 
the  number  of  persons  with  maximum  protec- 
tion is  greater  than  had  previously  been  esti- 
mated. However,  the  fact  that  there  are  sill 
an  estimated  45  million  — 15  million  children 
and  30  million  adults  under  40  — with  no  protec- 
tion is  a matter  of  grave  concern.  . . . The 
present  supply  of  vaccine  is  ample  and  the 
manufacturers  can  produce  additional  vaccine 
in  pace  with  the  need.  Unvaccinated  persons 
who  become  crippled  by  paralytic  polio  in  the 
future  will  suffer  a dual  tragedy:  that  of  having 
a disability  and  of  knowing  that,  in  all  prob- 
ability, it  could  have  been  prevented  by  the 
simple  and  painless  precaution  of  vaccination.” 

Last  January,  the  Ameriean  Medieal  Associa- 
tion initiated  the  nationwide  campaign  to  pro- 
mote use  of  Salk  vaccine,  after  a surplus  started 
piling  up  and  manufacturers  cut  their  pro- 
dueion.  Subsequently,  the  surplus  was  wiped 
out  and  scattered  shortages  appeared.  Now, 
however,  supplies  are  adequate  and  manufac- 
turers are  prepared  to  step  up  their  future  out- 
put in  line  with  demand. 

THE  EYE  IN  GENERAL  PRACTICE 

by  c:  R.  S.  Jackson,  F.R.C.S.  152  pages.  Illustrated,  (1957)  Wil- 
liams & Wilkins.  $5. 

The  purpose  of  the  volume  is  threefold ; ( 1 ) 
To  describe  the  common  diseases  of  the  eye;  (2) 
to  show  how  dangerous  diseases  of  the  eye  may 
be  recognized;  and  (3),  uniquely,  to  help  gen- 
eral practitioners  to  grasp  the  significance  of  re- 
ports submitted  by  ophthalmologists.  The  text 
is  lueid  and  the  illustrations,  most  of  them  in  full 
color,  are  lifelike.  It  could  be  dedicated  to  all 
who  want  a synopsis  of  ophthalmology  in  rela- 
tion to  the  body  as  a whole. 

Slaccy’.s  Medical  Book.s,  San  Erancisco,  California. 
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brand 

POLYMYXIN  B-BACITRACIN  OINTMENT 


For  topical  use:  in  V2  oz.  and  1 oz.  tubes. 
For  ophthalmic  use:  in  oz.  tubes. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe.  N.  Y. 
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1 

BOARD  OF  MEDICAL  EXAMINERS  STATE  OF  ARIZONA 

826  Security  Building  Phoenix,  Arizona 


The  Board  of  Medical  Examiners  of  the 
State  of  Arizona  at  a regular  meeting  held 
Saturday,  Oct.  19,  1957,  issued  certificates  to 
practice  medicine  and  surgery  in  this  state 
to  the  following  doctors  of  medicine: 
Brown,  Harvey  G.  (GP),  703  Sheridan  Blvd., 
Denver  14,  Golo. 

Burgess,  Arthur  W.  (GP),  714  Washington 
Avenue,  Iowa  Falls,  Iowa 
Ghappel,  Merwin  B.  (GP),  University  of 
Arizona,  Tucson,  Ariz. 

Glifton,  Jerry  T.  (GP),  Hayden  Hospital, 
Hayden,  Ariz. 

Gluck,  Martin  (I),  3216  East  Elida  Street, 
Tucson,  Ariz. 

Gray,  Ellis  B.  (Oph.),  526  East  Dunlap 
Avenue,  Sunnyslope,  Ariz. 

Harper,  William  Hale  (Pd),  St.  Joseph’s  Hos- 
pital, Phoenix,  Ariz. 

Heileman,  John  P.  (GP),  NAAS  Dispensary, 
Kingsville,  Texas 

Hilts,  Schuyler  V.  (I),  2447  East  Adams  St., 
Tucson,  Ariz. 

Imperato,  Pasquale  J.  (Ind),  Glen  Ganyon 
Dam  Project,  Page,  Ariz. 

Jambor,  James  J.  (D),  1826  Eighth  Avenue, 
Yuma,  Ariz. 


Kaster,  Robert  B.  (Anes),  1710  Andover  Dr., 
Gheyenne,  Wyo. 

Kores,  Vernon  (Pd),  6040  West  Lisbon  Ave., 
Milwaukee  10,  Wis. 

Lothman,  Theodore  L.  (GP),  Morenci  Hos- 
pital, Morenci,  Ariz. 

McLeod,  Robert  E.  (GP3,  Maricopa  Gounty 
Hospital,  Phoenix,  Ariz. 

Martin,  John  A.  HI  (GP),  130  East  Stetson 
Drive,  Scottsdale,  Ariz. 

Moon,  John  F.  (GP),  101  Fourth  Street,  Bara- 
boo,  Wis. 

Nelson,  William  J.,  Jr.  (GP),  450  Twenty- 
third  Street,  Yuma,  Ariz. 

Phalen,  Patrick  T.  (GS),  Mayo  Glinic,  Roches- 
ter, Minn. 

Pittman,  Hal  W.  (NS),  550  West  Thomas 
Road,  Phoenix,  Ariz. 

Shapiro,  Robert  G.  (P),  1206  West  Madison 
Street,  Phoenix,  Ariz. 

Stephan,  Winton  E.  (I),  301  Seymour,  Lans- 
ing, Mich. 

Thode,  Paul  G.  (Ghest  Diseases),  1955  Gol- 
lege  Avenue,  Livermore,  Galif. 

Zuschke,  Walter  O.  G.  (S-Gyn-Pr),  Good 
Samaritan  Hospital,  Phoenix,  Ariz. 


LOCATION  INQUIRIES  RECEIVED 

BURNETT,  ARTHUR  D.,  M.D.,  5724  H.M.G. 
Street,  Apartment  No.  5,  Houston  21,  Texas,  GS, 
age  36,  board  eligible.  Desires  assistantship  or 
associateship  with  general  surgeon.  Four  years 
general  surgery  residency  and  completing  one 
year  fellowship  cancer  surgery  June  1958.  Mar- 
ried, two  children,  Presbyterian,  Scotch  and  Eng- 
lish descent.  Military  status  Group  IV.  Licensed 
Arizona,  Galifornia  and  Kansas. 

DOWLEN,  JOSEPH  A.,  M.D.,  3040  Nevada, 
Minneapolis  26,  Minn.,  S,  age  38;  1944  graduate 
Southwestern  Medical  Gollege;  interned  at  Den- 
ver General  Hospital  and  will  complete  resi- 
dency at  Minneapolis  General  Hospital  in  Janu- 
ary 1958.  Interested  in  solo  or  clinical  practice. 

EVANS,  DAVID  J.,  M.D.,  604  Ninth  Avenue, 
Goralville,  Iowa  Gity,  Iowa,  Oph,  age  31;  1951 
graduate  Northwestern  University;  board  eligible 
as  of  Jan.  1,  1959.  Interested  in  clinical,  assis- 
tant or  associate  practice.  Available  Jan.  1,  1959. 

GARDNER,  J.  H.,  M.D.,  812  E.  12th,  Eugene, 


Ore,  GP,  age  29;  1957  graduate  Universary  of 
Iowa;  internship  at  Sacred  Heart  General  Hos- 
pital, Eugene,  Ore.  Interested  in  industrial, 
clinical,  assistant  or  associate  practice.  Avail- 
able August  1958. 

GREGORY,  GLYDE  G.,  M.D.,  1579  Oxford, 
Pasadena  7,  Galif.,  GP,  age  37;  1957  graduate 
Gollege  of  Medical  Evangelists;  presently  intern- 
ing at  Los  Angeles  Gounty  General  Hospital. 
Would  be  interested  in  clinical,  assistant  or 
associate  practice.  Available  August  1958. 

JOHNSON,  HENRY  T.,  M.D.,  1439  E.  Mich- 
igan Ave.,  Lansing  12,  Mich.  Surgeon,  general 
and  proctologic.  Age  39.  Board  certified  and 
F.A.G.S.  Administrative,  writing  and  teaching 
experience.  Seven  years  practice.  Desires  asso- 
ciation or  industrial  position.  Will  consider  some 
general  practice. 

NOORDA,  ALBERT  G.,  xM.D.,  191  South  100 
East,  Gedar  Gity,  Utah,  GP;  age  30,  mani('d; 
1956  graduate  of  the  University  of  Utah;  in- 
terned at  Salt  Lake  VA  Hospital,  Salt  Lake  (ht\ . 
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Utah.  Interested  in  associate  practice.  Available 
in  1958. 

SCHILD,  JOYCE  A.,  M.D.,  4721  Diversey, 
Chicago,  Illinois,  GP,  1956  graduate  University 
of  Illinois;  interned  at  St.  Francis  Hospital, 
Peoria.  Is  seeking  a temporary  assistant  or  as- 
sociate iDiactice  until  July  1,  1958,  when  she 
will  begin  an  EENT  residency. 

SPIKES,  GEORGE  A.,  M.D.,  Hollettsville, 
Texas,  I,  age  37;  1951  graduate  University  of 


Chicago;  has  had  one  year  of  residency  training 
at  VA  Hospital,  Houston,  Texas.  Available  after 
July  1958. 

STUDT,  WARD  B.  JR.,  M.D.,  301  West  9th 
Avenue,  Truth  or  Consequences,  N.  M.,  Or,  age 
32;  1951  graduate  College  of  Medical  Evangel- 
ists. Will  have  completed  orthopedic  board  re- 
quirements next  July.  Will  consider  clinical, 
industrial,  institutional,  assistant  or  associate 
practice.  Available  July  1958. 


LOCATSON  OPPORTUN8TIES 

ASHFORK  — Pop.  700  — North  centrally  lo- 
cated — Railroad  center  — Contact  the  Women’s 
Club,  Ashfork,  Ariz. 

BENSON  — Excellent  opportunity  for  GP  — 
This  David-Benson  trade  area  has  about  5,000 
population  with  only  one  doctor  available.  A 
small  sleep-in  hospital  can  be  set  up  very  easily. 
Hospital  25  miles  away.  Chamber  of  commerce 
will  furnish  telephone  answering  service,  nine 
to  five.  Contact  Bernard  Fisher,  D.D.S.,  medi- 
cal committee  of  the  chamber  of  commerce,  Ben- 
son, Ariz.,  or  James  M.  Hesser,  M.D.,  6th  and 
Huachuca  Streets,  Benson,  Ariz. 

CAMP  VERDE  — Located  in  the  heart  of  a 
large  farming  and  ranching  area  on  the  Verde 
River.  Approximately  100  miles  north  of  Phoe- 
nix. Badly  in  need  of  a medical  doctor.  Contact 
Ivy  N.  Moser,  R.N.,  Camp  Verde,  Ariz. 

FLAGSTAFF  — Pop.  17,500  — Largest  city  in 
the  north  central  Arizona  trading  area.  One 
pediatrician  is  needed  (as  there  are  a number 
of  general  practitioners  who  would  gradly  refer 
work  to  him ) . Excellent  opportunity  for  an 
EENT  doctor  and  a general  practitioner.  Contact 
C.  Herbert  Fredell,  M.D.,  secretary,  Coconino 
County  Medical  Society,  121  East  Aspen  Avenue, 
Flagstaff,  Ariz. 

GILA  BEND  — Pop.  2,500  — 80  miles  west  of 
Phoenix  — Nearest  town  to  the  Painted  Rock 
Dam  Project  — Good  opportunity  for  general 
practitioner.  Cattle,  cotton  and  general  farm- 
ing. Office  and  equipment  available.  $150 
monthly  income  from  board  of  supervisors.  Con- 
tact Mrs.  J.  F.  Allison,  Box  485,  Gila  Bend,  Ariz. 

HOLBROOK  — Population  above  7,000.  Lo- 
cated in  the  heart  of  the  northeastern  pine  coun- 
try of  Arizona  on  U.  S.  Route  66.  Need  services 
of  general  practitioner.  For  full  details,  con- 
tact Donald  F.  DeMarse,  M.D.,  Box  397,  Hol- 
brook, Ariz. 


MIAMI  — Opportunity  for  GP  — Industrial 
hospital  staffed  by  approximately  seven  doctors, 
who  care  for  personnel  and  families  of  those 
who  work  for  the  three  principal  mining  com- 
panies. This  community  is  served  by  numerous 
small  mining  and  ranching  interests.  Contact 
Robert  V.  Horan,  M.D.,  Miami-Inspiration  Hos- 
pital, Miami,  Ariz. 

MORENCI  — Mining  community  located  near 
New  Mexico- Arizona  border  — Pop.  10,000  — 
Has  vacancy  at  hospital  for  GP.  Contact  Carl 
H.  Cans,  M.D.,  Morenci  Hospital,  Morenci,  Ariz. 

PHOENIX  — Good  opportunity  for  associate 
radiologist  in  Phoenix  area.  Contact  Ernest 
Price,  M.D.,  9112  No.  2nd  Street,  Phoenix,  Ariz. 
(WI  3-3491). 

SAFFORD  — In  need  of  GP  — Pop.  6,000  — 
Has  ideal  year  around  climate  with  good  schools, 
park,  swimming  pool,  golf  course.  Elks  club. 
Private  hospital,  open  staff.  Surgical  privileges 
after  six  months  if  qualified.  Completely  equip- 
ped office  for  rent  and  equipment  for  sale.  Con- 
tact M.  T.  Sandeno,  M.D.,  803  Seventh  Street, 
Safford,  Ariz. 

SHOW  LOW  — Pop.  1,500  — Trading  center 
for  some  10,000  people.  Summer  and  winter 
recreation  area,  cool  climate  and  beautiful  for- 
est country.  At  present  there  is  no  M.D.  in 
Show  Low  and  it  wishes  to  locate  a doctor  there 
who  would  help  establish  a hospital.  The  town 
is  anxious  to  locate  a doctor  and  promises  full 
co-operation.  Contact  either  Mary  and  Eric 
Marks,  Paint  Pony  Lodge,  Show  Low,  Ariz.,  or 
Donald  F.  DeMarse,  M.D.,  Box  397,  Holbrook, 
Ariz.,  or  Mr.  Mitchell  Bushman,  Show  Low, 
Ariz. 

SPRINGERVILLE  — Need  for  general  prac- 
titioner (private  practice,  to  be  associated  with 
Doctor  Browning).  Good  hospital  facilities.  Has 
drawing  population  of  6,000.  Contact  Ellis  V. 
Browning,  M.D.,  Box  390,  Springerville,  Ariz. 
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ST.  JOHNS  — Seriously  need  a doctor  of  medi- 
dine,  preferably  a general  practitioner,  to  locate 
in  this  east  central  Arizona  community.  Popu- 
lation is  approximately  1,500  with  several  other 
small  towns  in  the  general  area.  About  20  miles 
from  New  Mexico  in  the  beautiful  rim  country 
of  Arizona.  Contact  Donald  F.  DeMarse,  M.D., 
Box  397,  Holbrook,  Ariz. 

TOLLESON  - In  need  of  GP  - Serves  a 
tiading  population  of  from  12,000  to  15,000. 
Ten  miles  west  of  Phoenix.  Elementary  and  high 
schools,  churches  of  all  denominations.  Complete 
office  and  equipment  for  GP  available  on  rea- 
sonable term  lease  or  purchase.  Contact  Mr. 
Norman  Andersen,  president,  chamber  of  com- 
merce, 9112  West  Van  Buren  Street,  Tolleson, 
Ariz. 

TUCSON  — The  VA  Hospital  is  in  urgent  need 
of  an  orthopedic  surgeon.  They  prefer  someone 
who  is  board  certified,  but  would  take  someone 
who  has  had  special  training,  as  they  have  the 
local  men  in  this  field  available  for  consultation 
service.  State  license  is  necessary  but  not  neces- 
sarily an  Arizona  license.  Contact  S.  Netzer, 
M.D.,  director,  professional  service,  VA  Hos- 
pital, Tucson,  Ariz. 

YOUNGTOWN  - Pop.  130  - Located  16 
miles  from  Phoenix  and  just  a few  miles  from 
several  small  towns,  each  a potential  field  of 
practice.  Most  residents  are  60  years  of  age 
or  older  and  are  in  need  of  medical  care.  Office 
space  is  currently  provided  at  no  rental.  A 
medical  center  is  being  planned.  Interested 
doctors  may  contact  Mr.  Sid  Lambert,  Box  61, 
Marionette,  Ariz. 

For  Information  On  Opportunities  in  the  Field 
of  Industrial  Medicine,  Contact: 

Harold  J.  Mills,  M.D.,  Phelps  Dodge  Hospital, 
Ajo,  Ariz. 

Carl  H.  Cans,  M.D.,  Phelps  Dodge  Hospital, 
Morenci,  Ariz. 

Ira  E.  Harris,  M.D.,  Miami-Inspiration  Hos- 
pital, Miami,  Ariz. 

Charles  B.  Huestis,  M.D.,  Box  928,  Hayden, 
Ariz. 

Elvie  B.  Jolley,  M.D.,  Copper  Queen  Hospital, 
Bisbee,  Ariz. 

H.  W.  Einke,  M.D.,  Magma  Coper  Company 
Hospital,  Superior,  Ariz. 

John  Edmonds,  M.D.,  Kennecott  Copper  Cor- 
poration Hospital,  Ray,  Ariz. 

Erancis  M.  Findlay,  M.D.,  San  Manuel  Hos- 
pital, San  Manuel,  Ariz. 


VACANCIES,  MEDICAL 
CONSULTANTS  IN  SOCIAL 
SECURITY 

HE  Bureau  of  Old-Age  and  Survivors  Insur- 
ance, social  security  administration,  has  an- 
nounced vacancies  for  full-time  and  part-time 
medical  consultants  in  its  division  of  disability 
operations.  The  division  is  responsible  for  mak- 
ing determinations  of  disability  under  the  dis- 
ability insurance  provisions  of  the  Social  Se- 
curity Act.  These  positions  are  available  in  the 
headquarters  offices  in  Baltimore,  Md. 

The  full-time  positions  are  under  civil  service 
and  incumbents  will  receive  all  federal  civil 
service  benefits  such  as  retirement,  life  insur- 
ance, and  vacation  and  sick  leave  privileges.  The 
salary  range  is  $10,065  to  $11,395  a year  depend- 
ing on  the  individual’s  qualifications.  The  salary 
in  part-time  positions  is  paid  on  a per  diem 
basis. 

The  medical  consultant  position  includes  the 
following  duties:  Consultation  with  lay  adjudi- 
cators in  determining  from  evidence  submitted 
the  extent  of  medical  disability  and  degree  of 
loss  of  physical  and  mental  capacity;  determining 
the  need  for  additional  medical  evidence;  de- 
veloping medieal  standards  for  evaluating  dis- 
ability; liaison  with  professional  medieal  groups; 
assisting  in  staff  training  programs;  and  partici- 
pating in  studies  and  reports  on  medical  aspects 
of  the  administration  of  the  disability  program. 
Incumbents  may  from  time  to  time  make  visits 
to  state  agencies  making  disabiliy  determinations 
under  agreements  with  the  federal  government, 
for  consultation  with  physicians  in  these  agen- 
cies. Medical  consultants  do  not  perform  exam- 
inations of  disabled  applicants.  All  necessary 
medieal  evidence  of  disability  is  secured  from 
the  applicant’s  physician  or  through  examinations 
performed  by  other  physicians. 

An  article  describing  in  greater  detail  the 
basic  medical  aspects  of  disability  insurance 
operations  under  the  Social  Security  Act  may 
be  found  in  the  Jan.  15,  1955,  issue  of  the 
Journal  of  the  American  Medical  Association, 
pages  270  and  271.  Copies  of  this  article  are 
available  on  request. 

These  positions,  in  Baltimore,  Md.,  afford  ex- 
cellent opportunities  for  participation  in  clinical 
work  and  study  in  the  city’s  nationally  recog- 
nized hospitals. 

Physicians  interested  in  either  full-time  or 
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part-time  positions  may  write  to  Dr.  Arthur  B.  Disability  Operations,  200  West  Baltimore  Street, 
Price,  Chief  Medical  Consultant,  Division  of  Baltimore  1,  Md.,  for  further  information. 


MEDICAL  MISSIONARIES 

HE  board  of  missions  of  the  Methodist  church 
has  announced  a need  for  20  doctors  in  its  mis- 
sion fields  in  10  countries  overseas  in  1958. 

In  issuing  a call  for  547  missionaries  over- 
seas next  year,  the  board,  through  its  office  of 
missionary  personnel  (150  Fifth  Ave.,  New  York 
11,  N.  Y. ),  is  seeking  to  recruit  10  women  and 
10  men  to  serve  as  medical  missionaries.  The 
openings  cover  a varied  range  of  medical  fields, 
including  internal  medicine,  surgeiy,  general 
practice,  public  health,  gynecology,  pathology 
and  radiology. 

The  Methodist  mission  board  now  has  42  doc- 
tors at  work  in  countries  of  Asia,  Africa,  North 
and  South  America.  Forty-three  others,  both 
women  and  men,  are  in  various  stages  of  train- 
ing as  medical  missionary  candidates.  The  Meth- 
odist chureh,  with  about  9.5  million  members, 
has  1,500  missionaries  at  work  in  44  countries. 

In  1958,  doctors  are  being  sought  for  work 
in  the  Belgian  Congo,  Mozambique,  Southern 
Rhodesia,  Angola,  India,  Pakistan,  Korea,  the 
Philippines,  Sarawak  ( Borneo ) , and  Mexico. 

Requirements  for  medical  service  under  the 
methodist  board  of  missions  are  generally  the 
same  as  for  practice  in  the  United  States  — 
college,  medical  school,  internship  and  resi- 
dency. It  is  the  policy  of  the  board  to  furnish 
medical  school  scholarships  to  persons  aecepted 
as  official  missionary  candidates. 

There  are  certain  other  requirements  which 
are  the  same  for  all  missionaries  regardless  of 
their  vocational  field.  These  include: 

Christian  experience  — The  basic  essential 
is  a first-hand  experience  of  what  Christianity 
is  and  does,  realization  of  the  need  of  all  men 
for  Jesus  Christ  and  a desire  to  share  one’s 
Christian  faith  and  experience  in  all  areas  of 
life. 

Age  - 23-35. 

Health  — Good  physical  and  mental  health  is 
necessary  since  the  work  is  difficult  and  exacting. 
A thorough  physical  examination  under  the  di- 
rection of  the  medical  secretary  of  the  board 
is  required.  A psychological  examination  is 
also  given. 

Church  membership  — It  is  the  general  policy 
of  the  board  to  appoint  as  missionaries  persons 


who  are  members  of  the  Methodist  church, 
though  some  exceptions  are  made. 

Persons  interested  in  obtaining  information 
about  medical  missionary  service  may  write: 
Office  of  Missionary  Personnel,  150  Fifth  Ave., 
New  York  11,  N.  Y. 

A detailed  list  of  openings  for  doctors  follows: 

Three  doctors  (women)  for  hospitals  in  Lib- 
eria, Belgian  Congo,  Mozambique. 

One  doctor  (man)  for  general  hospital  and 
medical  extension  work  in  the  Belgian  Congo. 

One  doctor  (man)  for  general  practice  and 
surgery  in  large  hospital  in  Southern  Rhodesia. 

One  doctor  (man)  for  surgery  in  general  hos- 
pital in  Angola. 

Three  doctors  (women)  with  specialties  such 
as  gynecology  or  anesthesiology  in  India. 

One  public  health  doctor  (woman)  for  India. 

Three  surgeons  (men)  for  general  hospitals 
in  India. 

One  specialist  in  internal  medicine  (man)  in 
Pakistan. 

One  specialist  (man)  in  gynecology,  ophthal- 
mology, pathology,  radiology  or  anesthesiology 
in  Korea. 

One  doctor  (man)  for  general  practice  and 
surgery  in  Korea. 

One  public  health  doctor  ( woman ) for  mobile 
clinic  in  the  Philippines. 

One  doctor  (woman)  for  general  practice  in 
rural  hospital  in  Sarawak. 

One  doctor  (man)  for  new  hospital  in  Sara- 
wak. 

One  doctor-anesthetist  (woman)  for  hospital 
in  Mexico. 


CIVIL  DEFENSE  STOCKPILES 

Location  of  federal  civil  defense  administra- 
tion medical  stockpiles  in  the  West: 

Mira  Loma,  Calif. 

San  Jose,  Calif. 

Yakima,  Wash. 

Clearfield,  Utah 
Spokane,  Wash. 

Stockton,  Calif. 

Mt.  Rainer,  Ordnance  Depot,  Tacoma,  Wash. 
Sharpe  General  Depot,  Tracy,  Calif. 
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To  cut  daytime  lethargy 
(and  l^rauwolfia  potency) 
in  treatment 
of  hypertension: 


Additional  clinical  evidence^  supports 
the  view  that  Harmonyl  offers  full 
rauwolfia  potency  coupled  with  much 
less  lethargy.  In  a new  comparative 
study  Harmonyl  was  given  at  the 
same  dosage  as  reserpine  and  other 
rauwolfia  alkaloids.  Only  one 
Harmonyl  patient  in  20  showed 
lethargy,  while  11  patients  in  20 
showed  lethargy  with 

reserpine;  10  in  20  with  0L6^t3tt 
the  alseroxylon  fraction. 


for  your  hypertensives 
who  must  stay  on  the  job 


rmonyl 


while  the  drug  works  effettively  . . 
so  does  the  patient 


i 


♦Trademark  for  Deserpidinc,  Abbott 

1.  Comparative  Effects  of  Various  Rouwolfio  Alka* 
lords  in  Hypertension;  subniif/ed  for  pub/ication. 
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NO  WAITING 


Vfesermfle  alone 


in  anxiety  and  hypertension 
NEW  fast-acting 


THE  MALABSORPTION  SYNDROME 

by  David  Adlersberg,  M.D.  256  pages.  Illustrated.  (1957)  Grune 
& Stratton.  $.5. .50. 

Twenty  authors,  most  of  them  staff  members 
of  Mount  Sinai  Hospital  in  New  York,  discuss 
the  malabsorption  syndrome;  tropical  and  non- 
tropical  sprue,  idiopathic  steatorrhea,  and  celiac 
disease  in  the  child  and  adult.  The  editor  is  as- 
sociate attending  physician  for  metabolic  dis- 
eases, Mount  Sinai  Hospital,  and  an  assistant 
clinical  professor  of  medicine,  Columbia. 

Stacey’s  Medical  Books,  San  Francisco,  California. 

GYNECOLOGIC  SURGERY  AND  UROLOGY 

by  Thomas  L.  Ball,  M.D.  547  pages.  Illustrated.  (1957)  Mosby. 

$20. 

This  text  combines  the  theory  and  practice  of 
all  standard  pelvic  surgery,  presenting  it  as  re- 
gional surgery.  All  anatomical,  pathologic,  and 
technical  problems  encountered  by  a gynecolo- 
gist in  the  operating  room  including  regional 
abdominal  surgery  incidental  to  gynecology, 
cardiac  arrest,  and  pediatric  gynecologic  surgery, 
are  described  and  illustrated  in  careful  detail. 
The  bibliography  is  complete. 

Stacey’s  Medical  Books,  San  Francisco,  California. 

STUDIES  OF  HYSTERIA 

by  Josef  Breuer  and  Sigmund  Freud,  M.D.  335  pages.  (1957) 
Basic  Books.  $5.50. 

The  cornerstone  study  on  which  all  psychoan- 
alytic theory  is  based  has  been  translated  many 
times.  With  new  material  and  fresh  modern 
wording,  this  is  still  a basic  book  for  all  stu- 
dents, the  current  definitive  edition. 

Stacey’s  Medical  Books,  San  Francisco,  California. 


“®Harmonyl-N* 

(Harmony!*  and  Nembutal®) 

Calmer  days,  more  restful  nights  starting  first  day 
of  treatment,  through  synergistic  action  of 
Harmonyl  (Deserpidine,  Abbott)  and  Nembutal 
(Pentobarbital,  Abbott).  Lower  therapeutic 
doses,  lower  incidence  of  side  effects.  Each 
Harmonyl-N  Filmtab  contains  30  mg.  Nembutal 
Calcium  and  0.25  mg.  Harmonyl.  Each 
Harmonyl-N  Half-StrengtJj  Filmtab  combines 
15  mg.  Nembutal  Calcium  and 
0.1  mg.  Harmonyl.  Qj&Wt 

©Filmtab— Film-sealed  tablets,  Abbott;  pat.  applied  for 
eoioeo  *Trademark 


THE  STORY  OF  PEPTIC  ULCER 

by  Richard  D.  Tonkin,  M.D.  71  pages.  Illustrated.  (1957)  Saun- 
ders. $2.25. 

An  imaginative,  educational,  and  delightfully 
amusing  presentation  discusses  the  whys,  where- 
fores, and  management  of  peptic  ulcers.  It  is  in- 
tended for  the  layman,  magnificently  supple- 
menting the  educational  efforts  of  physicians. 
Much  of  the  booklet’s  distinction  is  due  to  the 
excellent  illustrations  of  Raymond  K.  Hellier. 

Stacey’s  Medical  Books,  San  Francisco,  California. 

MANAGEMENT  OF  THE  PATIENT  WITH  HEADACHE 
by  Perry  S.  MacNeal,  M.D.,  et  al.,  145  pages.  (1957)  Lea  & 
Febiger.  $3.50. 

A well  integrated  triumvirate  of  internist, 
neurologist,  and  psychiatrist,  work  together  on  a 
sensible  and  contemporary  clinical  topic.  The 
result  is  a readable,  helpful,  and  inexpensive 
guidebook.  Headaches  appear  under  these  head- 
ings; local  intracranial  lesions,  tensions,  psycho- 
genic, vascular,  and  extracranial.  This  is  for  any- 
body, anywhere. 

Stacey’s  Medical  Books,  San  Francisco,  California. 
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ARIZONA’S  LEADING  MEDICAL 

BUILDING^ 


PLENTY  OF  FREE  PARKING 


550  W.  THOMAS  ROAD,  PHOENIX,  ARIZONA  PHONE  AM  6-0579 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract... 

IN  ILEITIS 


PATH  I BAM  ATE* 

Meprobamate  with  PATHILON®  Lederle 

Combines  Meprobamate  {400  most  widely  prescribed  tranquilizer  . . . helps  control 

the  “emotional  overlay”  of  ileitis  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation — with  PATHILON  (25  m^.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

^Trademark  ® Registered  Trademark  for  Tridihexethyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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AMERICAN  CANCER  SOCIETY 
SEMINAR 


Jan.  23  through  25,  1958 
Tucson,  Ariz. 


ACADEMY  OF  GENERAL  PRACTICE 
MEETS  NEXT  MARCH  IN  DALLAS 


ding 


s 


and  treatment  of  chest  diseases  — medical  and 
surgical  — will  be  presented.  The  tuition  fee  is 
$75,  including  round  table  luncheons. 

Further  information  may  be  obtained  by  writ- 
ing to  the  Executive  Director,  American  College 
of  Chest  Physicians,  112  East  Chestnut  Street, 
Chicago  11,  111. 


The  American  Academy  of  Ceneral  Practice 
10th  annual  scientific  assembly  will  give  more 
than  8,000  family  doetors,  residents,  interns  and 
guests  an  opportunity  to  hear  35  medical  ex- 
perts discuss  subjects  ranging  from  teenage 
to  old-age  problems,  and  from  heart  disease  and 
ulcers  to  eye  ailments,  fractures  and  the  hyp- 
notized patient.  The  four-day  assembly  opens 
March  24  in  the  new  Dallas  Memorial  Audi- 
torium. 

More  than  90  scientific  and  300  technical  ex- 
hibits will  supplement  the  scientific  lecture  pro- 
gram.   

1958  MLA  MEETING 

HE  57th  annual  meeting  of  the  Medical  Li- 
brary Association  will  be  held  in  Rochester, 
Minn,  from  June  2 through  June  6,  1958  with 
headquarters  at  the  Hotel  Kahler.  The  theme 
of  the  Rochester  meeting  will  be  “Advances  in 
Medical  Library  Practice.”  Mr.  Thomas  E.  Keys, 
librarian  of  the  Mayo  Clinic,  is  convention  chair- 
man and  letters  of  inquiry  should  be  addressed 
to  him. 

A pre-convention  activity  is  being  planned  for 
Saturday,  May  31.  A series  of  refresher  courses 
embracing  many  fields  of  medical  library  work 
will  be  given.  Classes  will  be  made  up  from 
the  following  subjects:  Administration,  Acquisi- 
tions, Classification,  Cataloging,  Non-book  ma- 
terials, Photoduplication,  Public  Relations,  Ref- 
erence Work,  Rare  Books,  History  of  Medicine, 
Bibliographic  Services,  Periodicals,  Binding,  Li- 
brary Architecture,  Equipment,  and  Medical 
Terminology.  

POSTGRADUATE  COURSE  ON 
DISEASE  OF  THE  CHEST 

E are  pleased  to  announce  that  the  Council 
on  Postgraduate  Medical  Education  of  the  Amer- 
ican College  of  Chest  Physicians  will  sponsor 
the  11th  Annual  Postgraduate  Course  on  Dis- 
eases of  the  Chest  at  the  Warwick  Hotel,  Phila- 
delphia, March  3-7,  1958. 

The  most  recent  advances  in  the  diagnosis 


ARIZONA  HEART  ASSOCIATION 
ANNUAL  CARDIAC 
MEDICAL  SYMPOSIUM 

Phoenix,  Arizona 
January  31  - Febmary  1, 1958 

Valleyho  Hotel  Scottsdale,  Arizona 

Friday,  January  31, 1958 

9:00-10:00— Factors  in  the  Onset  of  Coronary 
Occlusion  with  Special  Reference  to  the 
Roles  of  Effort  and  Occupation  — Arthur 
M.  Master,  M.D. 

10:00-11:00— The  Vector  Approach  to  Electro- 
cardiography — Pt.  1 — Robt.  P.  Grant, 
M.D. 

11:00-11: 10— Intermission 

11:10-11:45— The  Vector  Approach  to  Electro- 
cardiography — Pt.  II  — Robert  P.  Grant, 
M.D. 

11:45-  1:00— Recent  Advances  in  Cardiac  Sur- 
gery — Charles  P.  Bailey,  M.D. 

1:00-  2: 00-Lunch 

2:30-  3:30— Occlusion  and  Aneurysm  of  the 
Abdominal  Aorta  and  Arteries  of  the  low- 
er Extremities  — Edgar  V.  Allen,  M.D. 

3:30-  4:30— Rheumatic  Heart  Disease  and 
Present  Status  of  the  Two  Step  Exercise 
Test  — Panel  Discussion. 

Saturday,  February  1,  1958 

9:00-10:00— Fundamental  Aspects  of  Cardiac 
Hypertrophy  and  Dilatation  — Robert  P. 
Grant,  M.D. 

10:00-11:00— Aortic  Valve  Surgery  — Charles 
P.  Bailey,  M.D. 

11:30-12:30— Treatment  of  Hypertension  — 
Edgar  V.  Allen,  M.D. 

12:30-  2: 00-Lunch 

2:00-  3:00— Premonitory  Phase  of  Acute  Cor- 
onary Occlusion  — Arthur  M.  Master, 
M.D. 

3:00-  3:15— Intermission 

3:15-  4:30— Coronary  Heart  Disease  and  Re- 
habilitation following  Coronary  Occlusion 
Panel  Discussion. 
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The  Case  History  in  this  discussion  is  selected 
from  the  Case  Records  of  the  Massachusetts  Gen- 
eral Hospital,  and  reprinted  from  the  New  England 
Journal  of  Medicine,  The  discussant  under  Differ- 
ential Diagnosis  is  a member  of  the  staff  of  the 
Massachusetts  General  Hospital.  The  other  dis- 
cussants are  members  of  the  Phoenix  Clinical  Club. 


MASSACHUSETTS  GENERAL 
HOSPITAL 

PRESENTATION  OF  CASE 
CASE  NO.  14 

50-YEAR-OLD  married  woman  was  admitted 
to  the  hospital  because  of  abdominal  swelling. 

Two  months  before  admission,  the  patient 
noted  the  onset  of  swelling  of  the  abdomen 
associated  with  some  nausea,  but  no  vomiting. 
For  two  weeks  before  entry  she  had  experienced 
pain  in  the  left  lower  quadrant  of  the  abdomen 
and  pain  and  a bearing-down  sensation  in  the 
pelvis. 

The  patient  had  a history  of  “bronchitis”  for 
many  years  and  had  been  hospitalized  several 
times  because  of  pneumonia.  Six  years  before 
admission,  she  was  found  to  have  rheumatic 
heart  disease  with  mitral  stenosis  and  two  years 
later  was  hospitalized  because  of  congestive 
heart  failure.  She  had  also  had  an  episode  sug- 
gestive of  pulmonary  infarction  for  which  bi- 
lateral saphenous-vein  ligations  were  done  three 
years  before  admission.  She  had  been  followed 
in  the  Rheumatic  Fever  Clinic  and  treated  with 
digitalis  and  a low-salt  diet.  On  this  regimen 
there  had  been  no  signs  of  congestive  heart 
failure  for  four  years. 

Physical  examination  showed  a well-developed 
and  well-nourished  woman  who  was  able  to  lie 
flat  in  bed  with  only  a slight  increase  in  resp’ra- 
tory  rate.  The  neck  veins  were  visible  when 
the  patient  sat  up  but  were  not  distended,  "the 
chest  was  clear  to  percussion;  there  were  moist, 
crackling  rales  at  both  lung  bases  posteriorly. 
The  heart  was  enlarged,  the  border  of  dullness 
extending  to  the  anterior  axillary  line.  There 
was  a slow  auricular  fibrillation.  There  was 
an  accentuated  snapping  mitral  first  sound,  with 
a Grade  2 mitral  diastolic  rumble.  The  pulmonic 


second  sound  was  greater  than  the  aortic.  The 
abdomen  was  tense  with  four  plus  ascites.  No 
organs  or  masses  were  palpable.  There  was  no 
ankle  edema. 

The  temperature  was  98.6°  F.,  the  pulse  80, 
and  the  respirations  20.  The  blood  pressure  was 
120  systolic,  70  diastolic. 

The  urine  had  a specific  gravity  of  1.008  and 
was  negative  for  albumin  and  sugar;  the  sedi- 
ment contained  a few  white  cells  per  high- 
power  field.  Examination  of  the  blood  showed 
a hemoglobin  of  12.5  gm.  and  a white-cell  count 
of  6,900,  with  76  per  cent  neutrophils,  20  per 
cent  lymphocytes  and  4 per  cent  monocytes. 
The  nonprotein  nitrogen  was  24  mg.,  the  total 
protein  6.93  gm.,  the  albumin  3.49  gm.,  and 
the  globulin  3.44  gm.  per  100  cc.  The  pro- 
thrombin time  was  13  seconds  (normal,  13  sec- 
onds). A bromsulfalein  test  demonstrated  8 per 
cent  retention  of  the  dye,  and  a cephalin  floc- 
culation was  two  plus  in  24  and  three  plus  in 
48  hours.  A roentgenogram  of  the  chest  re- 
vealed the  same  findings  noted  about  one  year 
before  entry.  There  was  some  blunting  of  both 
costophrenic  angles  and  multiple  densities  in 
both  lungs  thought  to  be  on  the  basis  of  hemo- 
siderosis. The  heart  was  enlarged. 

During  a diagnostic  paracentesis  150  cc.  of 
clear,  dark-yellow  fluid  was  removed.  This  had 
a specific  gravity  of  1.021  and  contained  1.200 
red  cells  and  200  white  cells  per  cubic  milli- 
meter, with  70  per  cent  lymphocytes  and  30  per 
cent  neutrophils.  The  total  protein  was  5.4  gm. 
per  100  cc.  Cultures  and  smears  for  bacteria, 
including  tubercle  bacilli,  were  negative.  On 
cytologic  examination  no  malignant  cells  were 
found.  Skin  tests  with  old  tuberculin,  1:100,000 
and  1:10,000  dilution  were  negative.  Two  days 
later  3,000  cc.  of  murky-brown  fluid  was  re- 
moved from  the  abdomen,  examination  of  which 
revealed  similar  findings  as  before  except  that 
the  differential  white-cell  count  was  60  per 
cent  neutrophils  and  40  per  cent  lympliocytes. 
On  physical  examination  at  this  time  the  ab- 
domen was  soft,  without  tenderness  or  masses. 
On  pelvic  examination  an  extremely  tender, 
firm,  but  boggy  mass,  which  moved  with  the 
uterus,  was  palpable  in  the  posterior  cul-de-sae. 
Peritoneoscopy  was  performed  nine  days  later, 
when  2,000  cc.  of  cloudy,  yellow  (luid  was 
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aspirated.  The  pelvic  peritoneum  had  a slough- 
like appearance,  with  multiple  yellowish  lesions. 
The  left  tube  was  markedly  inflamed  and 
covered  with  yellowish  slough.  Just  below  it 
lay  a firm,  gray,  semisolid,  cystic  mass,  which 
was  rounded  and  smooth  surfaced  and  measured 
about  10  cm.  in  diameter.  Other  yellowish 
lesions  were  noted  on  the  peritoneum  as  high 
up  as  the  liver.  A biopsy  of  one  of  the  lesions 
was  later  reported  by  the  pathologist  as  “pur- 
ulent exudate.”  A plain  film  of  the  abdomen,  a 
gastrointestinal  series  and  a barium  enema  ex- 
amination were  all  negative. 

While  in  the  hospital,  the  patient  continued 
to  be  nauseated  but  did  not  vomit.  From  the 
fifth  hospital  day  on  she  had  a fever,  with  daily 
temperature  elevations  to  101°  F.  associated  with 
a leukocytosis,  the  white-cell  count  ranging  from 
12,000  to  15,000. 

About  a month  after  admission,  an  operation 
was  performed. 

R.  LEE  FOSTER,  M.D.: 

Without  going  over  this  patient’s  history  in 
detail,  let  us  say  that  we  are  here  dealing  with 
a 50-year-old  married  woman  whose  chief  com- 
plaint, and  the  cause  of  her  hospitalization,  was 
abdominal  swelling  which  later  on  was  proved 
to  be  due  to  ascites.  This  was  of  two  months’ 
duration  and  was  associated  with  some  nausea 
but  no  vomiting.  Two  weeks  before  her  hos- 
pitalization, something  happened  to  cause  pain 
in  the  left  lower  quadrant  of  the  abdomen  and 
some  pain  and  bearing-down  sensation  in  the 
pelvis.  We  are  not  told  if  that  pain  has  per- 
sisted. She  has  an  interesting  past  history  which, 
although  it  contains  many  elements  that  are 
confusing,  I think  may  contain  the  clue  which 
will  help  us  arrive  at  the  diagnosis  if  we  can 
only  find  it.  This  past  history  will  be  dealt  with 
as  we  need  it  in  our  differential  diagnosis. 

Although  this  patient  has  a number  of  phy- 
sical findings  which  are  significant,  the  one  find- 
ing which  we  know  the  most  about  and  which 
we  are  perfectly  sure  of  is  the  ascites.  Since 
this  is  also  the  presenting  symptom,  it  would 
seem  logical  to  start  there  and  the  problem 
then  resolves  itself  into  the  consideration  of  the 
causes  of  ascites  with  an  attempt  to  fit  in  one 
of  these  causes  with  the  past  history  and  the 
other  physical  findings. 

The  main  causes  for  ascites,  as  I see  it,  can 
be  divided  into  three  broad  groups.  First,  those 
conditions  causing  an  obstruction  to  lymph  or 


blood  flow.  Second,  malignancy.  And  third, 
inflammatory  disease  of  the  peritoneum  or  ad- 
jacent structures. 

Considering  the  first  of  these  broad  causes, 
obstruction  to  lymph  or  blood  flow,  the  ascites 
may  be  due  to  several  mechanisms.  There  may 
be  obstruction  to  the  arterial  flow,  such  as  a 
thrombus  of  a mesenteric  artery  causing  an 
ischemia  of  the  mesentery  and  gut  in  the  area 
affected  with  resultant  tissue  damage  and 
eventual  release  of  fluid  into  the  peritoneal 
cavity.  This  usually  presents  a very  acute  and 
painful  picture  with  rapid  progression  into  ne- 
crosis of  the  bowel  affected,  with  a more  rapid 
and  malignant  course  than  this  patient  experi- 
enced. There  may  be  obstruction  to  the  venous 
circulation  such  as  a thrombosis  of  the  portal 
veins,  or  a thrombosis  of  some  of  the  mesenteric 
veins,  or  a thrombosis  of  the  inferior  vena  cava 
above  the  entrance  of  the  hepatic  veins.  There 
may  be  obstruction  to  the  circulation  through 
the  liver  from  a cirrhosis.  This  patient  with  her 
history  of  an  episode  sometime  previously  of 
what  was  thought  to  be  pulmonary  infarction 
with  bilateral  saphenous  vein  ligations  is  a 
candidate  for  such  a condition.  Obstruction  to 
the  lymphatic  drainage  of  the  mesenteric  struc- 
tures would  act  similarly  to  obstruction  of 
lymphatic  drainage  elsewhere,  with  production 
of  edema  of  the  bowel  affected.  These  condi- 
tions, however,  do  not  explain  a number  of  the 
things  seen  at  peritoneoscopy,  as  for  example 
the  mass  in  the  left  adnexal  region;  and  the 
findings  at  peritoneoscopy  in  my  opinion  were 
not  very  suggestive  of  this  type  of  pathology. 
I am  ruling  out  then  this  broad  classification 
of  vascular  occlusion  in  spite  of  this  patient’s 
past  history  of  possible  pulmonary  infarction, 
saphenous  vein  ligation,  and  a rheumatic  heart 
disease  with  fibrillation. 

Malignancy  is  the  next  major  cause  to  be 
considered.  Malignancy  as  a cause  of  ascites 
can  conveivably  be  primary  in  the  peritoneum, 
although  this  is  very  rare.  For  a secondary  in- 
filtration of  the  peritoneum  and  the  adjacent 
structures,  one  must  presume  the  existence  of 
and  search  for  a primary  source.  We  have  in 
this  patient’s  history  and  other  findings  no  really 
good  leads  for  a primary  source.  The  pelvic 
mass  would  be  the  most  likely  suspect,  but  if 
such  a mass  were  malignant  and  had  progressed 
to  the  extent  of  causing  peritoneal  implants  such 
as  seen  at  the  peritoneoscopy,  surely  some  sus- 
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picious  cells  or  actual  tumor  cells  would  have 
been  found  in  the  aseitic  fluid,  and  the  aseitic 
fluid  would  have  more  than  likely  been  more 
bloody.  An  actual  biopsy  and  presumably  a 
satisfactory  biopsy  of  one  of  the  peritoneal  im- 
plants was  reported  only  as  “purulent  exudate” 
and  with  no  mention  of  any  suspieion  of  tumor 
eells.  The  only  other  hint  as  to  a possible  pri- 
mary source,  whieh  is  the  history  of  bronchitis 
and  presumably  a cough  for  many  years,  to- 
gether with  the  nodular  shadows  as  seen  on 
x-ray,  I do  not  consider  as  of  mueh  weight  in 
the  possible  diagnosis  of  a malignaney.  I believe 
a bronchogenic  carcinoma  of  that  long  dura- 
tion would  have  acted  differently,  and  besides, 
the  pulmonary  shadows  do  not  sound  at  all 
characteristie.  They  could  be  explainable,  I be- 
lieve, on  the  basis  of  chronic  pulmonary  con- 
gestion assoeiated  with  the  heart  failure  this 
patient  has  had. 

This  brings  us  to  our  last  major  eause  for 
aseites.  This  is  the  inflammatory  disease  or 
peritonitis.  I think  it  is  rather  evident  that  this 
patient  did  have  a peritonitis  eonfirmed  by  the 
peritoneoscopy,  and  in  our  effort  to  determine 
what  type  of  peritonitis  the  patient  had,  several 
elasses  can  be  considered.  The  first  of  these  is 
a ehemical  peritonitis  usually  an  aseptic  peritoni- 
tis eaused  by  contact  with  some  irritating  chem- 
ical, introduced  through  violence  to  the  abdomen 
and  resulting  either  in  the  introduetion  of  foreign 
material  or,  usually,  in  the  spillage  of  bile,  urine, 
blood,  gastric  contents,  ete.  We  really  do  not 
have  any  history  to  suggest  such  a spillage,  and 
the  only  indication  that  such  might  have  oceur- 
red  is  the  presence  of  one  cystic  mass  in  the 
pelvis,  and  the  assumption  being  that  another 
may  have  existed  and  ruptured  into  the  periton- 
eum. Aetually  it  is  eonceivable  that  the  patient 
may  have  had  a cyst  of  the  left  ovary  with  tor- 
sion of  the  pediele  and  rupture  eausing  the 
chemieal  peritonitis.  The  yellowish  slough  on 
the  markedly  inflammed  left  tube  might  be  the 
site  of  the  rupture.  Points  against  this  are  the 
onset  of  abdominal  swelling  for  six  weeks  before 
she  experieneed  pain  in  her  left  lower  quadrant, 
and  also  this  pain  I believe  would  have  been 
more  severe  and  disabling  had  it  seen  due  to 
a rupture  of  a cyst  at  that  time. 

Septic  peritonitis  must  now  be  taken  into  ac- 
count and  can  be  considered  as  of  two  types. 
The  primary  type  is  diought  to  arise  from  sources 
outside  of  the  abdomen.  It  is  comparatively 


rare,  is  usually  found  in  younger  people,  and 
the  common  organisms  responsible  are  the  pneu- 
mococeus,  the  hemolytic  streptococcus,  and  the 
tubercle  bacillus.  A peritonitis  of  this  sort  is 
not  a mixed  infeetion,  but  is  due  to  a single 
organism  only.  The  secondary  type  of  septic 
peritonitis  is  caused  by  invasion  of  the  periton- 
eal sae  by  organisms  from  adjacent  stmetures. 
Sources  are  the  intestinal  traet,  genito-urinary 
tract,  liver,  pancreas,  and  other  viscera.  These 
are  usually  mixed  infections,  usually  have  a very 
acute  and  septic  course,  and  provide  a thick 
and  purulent  aseitic  fluid  from  which  the  or- 
ganisms can  usually  be  cultured  or  even  found 
by  smear.  If  we  are  going  to  consider  septie 
peritonitis  seriously,  and  I think  we  should,  the 
lack  of  organisms  in  the  aseitie  fluid  and  the  pre- 
dominance of  lymphocytes  rather  than  neutro- 
phils in  the  clear  ascitic  fluid,  I think  rules  out 
most  of  the  possibilities.  The  outstanding  possi- 
bility which  in  my  opinion  cannot  be  ruled  out 
is  a tubereulous  peritonitis.  A negative  tuber- 
culin test  favors  the  diagnosis  rather  than  hinders 
it  in  my  opinion,  sinee  this  test  frequently  goes 
negative  in  an  acute  flare-up  of  tubereulous  in- 
fection. Failure  to  grow  tubercle  baeilli  from 
the  aseitie  fluid  is  distressing,  but  not  discour- 
aging so  far  as  our  diagnosis  is  concerned.  The 
type  of  aseitie  fluid,  the  specifie  gravity,  and  the 
eellular  content  are  all  compatible  with  this 
diagnosis.  Without  taking  the  time  to  enumer- 
ate all  of  the  eonfirmatory  evidenee,  but  rest- 
ing largely  on  the  exelusions  already  made,  I 
submit  it  as  my  first  diagnosis.  I believe  there 
is  a tuberculous  salpingitis  on  the  left  also.  One 
eondition  which  cannot  be  ruled  out  and  is  eon- 
sidered  as  likely  with  the  history,  is  a rheumatic 
peritonitis,  but  never  having  seen  one  of  these 
or  had  any  experience  with  it,  I hesitate  to  make 
sueh  a diagnosis. 

My  diagnosis  then  is.  No.  1 fibroma  of  the 
left  ovary.  No.  2,  an  ovarian  cyst  with  torsion 
of  the  pediele  and  rupture  with  resultant  asep- 
tic peritonitis  and  a remaining  para-ovarian  cyst. 
DIFFERENTIAL  DIAGNOSIS 

DR.  JACOB  LERMAN:  From  the  history  we 
learn  that  the  patient  had  rheumatie  heart  dis- 
ease with  mitral  stenosis  and  auricular  fibrilla- 
tion, and  one  episode  of  congesti\  e heart  failure. 
The  presence  of  aseites  in  such  a patient  could 
be  due  to  several  conditions,  the  most  important 
ones  being  cardiac  cirrhosis  or  mesenteric  throm- 
bosis after  an  embolus.  Against  the  former  is 


S2 


Arizona  Medicine 


January,  1958 


the  absence  of  congestive  heart  failure  before 
and  during  admission;  against  the  latter  is  the 
absence  of  paralytic  ileus  and  the  fact  that  the 
patient  was  not  too  sick. 

Laboratory  data  revealed  slight  liver  damage 
as  indicated  by  an  abnormal  albumin-globulin 
ratio  and  a -f  + + cephalin  flocculation  in  48 
hours.  The  fluid  in  the  abdomen  was  a clear  ex- 
udate that  subsequently  became  murky  brown, 
probably  as  a result  of  bleeding  after  the  first 
tap.  The  change  from  30  to  60  per  cent  neutro- 
phils in  the  abdominal  fluid  is  consistent  with 
the  presence  of  blood  in  the  peritoneal  cavity. 
The  negative  tuberculin  tests  argue  against  a 
diagnosis  of  tuberculosis  peritonitis. 

In  general,  I must  try  to  evaluate  the  presence 
of  a tender  mass  in  the  posterior  cul-de-sac,  an 
exudate  in  the  peritoneal  cavity,  evidence  of  pel- 
vic inflammation  and  yellowish  lesions  involving 
the  peritoneum.  At  this  point  let  us  see  the  x-ray 
films. 

DR.  JOHN  F.  GIBBONS:  A series  of  chest 
roentgenograms  has  been  selected.  In  the  first, 
made  nearly  five  years  before  admission,  the  pul- 
monary segment  of  the  cardiac  shadow  is  accen- 
tuated, but  there  is  no  evidence  of  cardiac  en- 
largement otherwise.  The  lung  fields  show  dif- 
fuse exaggeration  of  the  vascular  shadows  and 
multiple  diffuse  punctate  densities,  which  are 
thought  to  be  hemosiderin  deposits  in  the  lungs. 
Both  costophrenic  sulci  are  blunted,  presumably 
by  thickened  pleura.  Subsequent  films  made 
about  a year  and  a half  before  and  at  the  time 
of  admission,  revealed  a progressive  decrease  in 
the  pulmonary  vascular  engorgement,  but  the 
stippling  in  the  lung  fields  remains.  The  config- 
uration of  the  heart  is  not  detectably  altered. 
These  findings  suggest  disease  of  the  mitral 
valves  with  hemosiderosis  in  a patient  who  had 
episodes  of  cardiac  decompensation. 

DR.  LERMAN:  Then  from  an  x-ray  point  of 
view,  the  degree  of  congestive  heart  failure  had 
diminished. 

DR.  GIBBONS:  That  is  correct.  A film  of  the 
abdomen  made  shortly  after  admission  shows  a 
diffuse  haze  that  is  probably  due  to  ascites. 

DR.  LERMAN:  Are  the  liver  and  spleen  en- 
larged? 

DR.  GIBBONS:  No. 

DR.  LERMAN:  Obviously,  the  diagnosis  is 
not  simple.  I shall  discuss  it  under  the  headings 
of  infection,  tumors  and  miscellaneous  condi- 
tions. The  most  likely  sources  of  infection,  on  a 


statistical  basis,  are  the  tubes  and  ovaries,  or 
both.  Ghronic  pelvic  inflammation  and  acute 
exacerbation  and  rupture  of  a tube,  or  leakage 
of  pus  from  a tube  into  the  posterior  cul-de-sac, 
could  account  for  the  major  portion  of  the  clin- 
ical findings.  This  diagnosis  is  also  consistent 
with  the  findings  at  peritoneoscopy  and  by  bi- 
opsy. However,  negative  cultures  and  smears 
throw  some  doubt  on  this  diagnosis.  The  descrip- 
tion of  “yellowish  lesions”  involving  the  peri- 
toneum as  high  up  as  the  liver  is  also  unusual  in 
this  condition. 

Is  this  tuberculosis  peritonitis?  The  history 
and  the  physical  examination  are  consistent  with 
this  diagnosis,  but  the  negative  smears  and  cul- 
tures and  the  negative  tuberculin  tests  tend  to 
rule  this  out.  Other  infections,  such  as  actino- 
mycosis, are  a possibility,  but  the  data  are  not 
sufficient  to  settle  this  point.  Echinococcus  cyst 
is  a remote  possibility,  and  the  rupture  of  a cyst 
may  produce  ascites.  However,  the  evidence  for 
such  a diagnosis  is  not  available. 

One  should  consider  infections  arising  in  an 
organ  other  than  the  pelvic  organs.  I have  al- 
ready mentioned  peritoneal  irritation  associated 
with  mesenteric  thrombosis.  A ruptured  gall 
bladder  may  cause  pus  to  accumulate  in  the 
posterior  cul-de-sac,  but  the  patient  would  un- 
doubtedly have  been  much  sicker  and  would 
have  had  paralytic  ileus.  Pancreatitis,  particular- 
ly a subacute  variety,  would  be  more  consistent 
with  the  clinical  findings  such  as  the  ascites,  the 
yellowish  lesions  and  the  mass  in  the  pelvis. 
Certainly,  the  patient  was  not  sick  enough  for 
an  acute  pancreatitis,  and  there  was  no  history 
of  a sudden  onset.  These  findings  are  consistent 
only  with  a slowly  developing,  progressive  pan- 
creatitis. 

In  the  category  of  tumors,  one  must  consider 
both  the  benign  and  malignant  varieties.  An 
ovarian  fibroma  is  frequently  associated  with  as- 
cites. One  variety  of  this  is  the  Meigs-Cass  syn- 
drome, in  which  the  ovarian  fibroma  is  associ- 
ated with  pleural  effusion  as  well  as  ascites.  The 
fluid  in  this  case  is  usually  a transudate.  More- 
over, this  diagnosis  does  not  account  for  the 
other  findings  in  the  peritoneal  cavity,  or  for 
the  stormy  reaction  during  the  hospital  stay.  Ob- 
jections can  also  be  raised  against  the  diagnosis 
of  malignant  tumors  of  the  ovary,  some  of  which 
are  associated  with  ascites.  The  absence  of  ma- 
lignant cells  in  the  fluid  also  argues  against  this 
diagnosis.  Of  the  various  malignant  ovarian  tu- 


Vo/.  15,  No.  1 


Arizona  Medicine 


83 


mors,  pseudomucinous  cystadenoma  could  simu- 
late the  clinical  picture  most  closely.  However, 
the  character  of  the  fluid  is  different  and  the 
biopsy  of  the  peritoneal  lesions  is  against  such 
a diagnosis.  A Krukenberg  tumor  from  the  gas- 
tiointestinal  tract  or  abdominal  lymphoma,  both 
of  which  may  be  associated  with  ascites,  should 
be  considered,  but  the  evidence  is  against  these 
diagnoses  as  it  is  against  the  other  tumors. 

In  summary  it  seems  that  the  diagnosis  is  ei- 
ther pelvic  inflammation  or  subacute  pancrea- 
titis—I cannot  be  sure  which  is  the  more  likely. 
It  is  conceivable  that  the  infection  originated  in 
another  organ,  but  I cannot  find  the  evidence. 

DR.  EDWARD  R.  RENEDICT:  My  impres- 
sion from  the  peritoneoscopy  was  that  the  gross 
findings  were  not  typical.  My  first  choice  was 
tuberculous  peritonitis,  and  my  second,  carcino- 
ma. When  the  pathology  report  of  “purulent  ex- 
udate” came  back,  I believed  that  both  tubercu- 
losis and  carcinoma  were  probably  excluded  be- 
cause in  those  diseases  the  accuracy  of  peritone- 
oscopic  biopsy  is  high.  I therefore  strongly  urged 
laparotomy. 

DR.  WINFIELD  S.  MORGAN:  Dr.  Shaw, 
will  you  give  us  the  clinical  impression  on  the 
ward,  and  describe  your  operative  findings? 

DR.  RORERT  S.  SHAW:  On  the  surgical 
service,  it  was  thought  that  this  patient  with  a 
peritoneal  exudate  and  a pelvic  mass  had  a car- 
cinoma of  the  ovary. 

CLINICAL  DIAGNOSIS: 

Carcinoma  of  ovary. 

DR.  JACOB  LERMAN’S  DIAGNOSIS: 

PPelvic  inflammation. 

PSubacute  pancreatitis. 

Rheumatic  heart  disease,  with  mitral  stenosis 
and  auricular  fibrillation. 

ANATOMICAL  DIAGNOSIS: 

Fibroma  of  ovary. 

PATHOLOGICAL  DISCUSSION: 

DR.  SHAW:  At  laparotomy  there  was  a min- 
imal inflammatory  reaction  in  the  pelvic  peri- 


HANDBOOK OF  TOXICOLOGY:  Vol.  2:  Antibiotics 
by  Williams  S.  Spector.  264  pages.  SVo  x 11,  paper.  (1957) 
Saunders.  $6. 

If  you  are  interested  in  chartreusin,  hirsutic 
acids,  phagolessin,  thermoviridin,  or  points  west, 
try  this  one  on  for  size.  Everyone  from  the  air 
force  to  the  National  Academy  of  Sciences  got 
into  this  act,  a listing  of  several  hundreds  of  an- 


toneum entirely  consistent  with  previous  para- 
centesis. None  of  the  tubercle-like  peritoneal  le- 
sions described  at  the  peritoneoscopy  were  seen. 
The  right  ovary  was  found  to  lie  in  the  cul-de- 
sac,  to  be  firm  and  pale  and  to  be  enlarged  to  a 
diameter  of  approximately  10  cm.,  presenting 
the  characteristic  picture  of  an  ovarian  fibroma. 
The  left  tube  and  ovary  appeared  normal.  The 
evacuation  of  approximately  .3  liters  of  ascitic 
fluid  and  a bilateral  salpingo-oophorectomy 
were  performed.  The  uterus  was  small  and  atro- 
phic. There  were  numerous  old  adhesions  of 
small  bowel  in  the  pelvis,  but  exploration  of  the 
remainder  of  the  abdominal  cavity  was  entirely 
negative. 

DR.  MORGAN:  The  specimen  received  in  the 
laboratory  was  a large,  roughly  ovoid  mass  meas- 
uring 12  by  7 by  5 cm.  and  weighing  310  gm. 
This  apparently  had  replaced  the  right  ovary. 
The  surface  was  smooth,  glistening  and  tan  gray; 
on  section  it  was  firm  and  yellow  gray,  with 
mottled  areas  of  necrosis.  Microscopically,  mul- 
tiple sections  of  the  mass  showed  a similar  pic- 
ture of  dense,  interlacing  bands  of  cellular  fi- 
brous tissue  and  collagen.  The  cells  were  ovoid 
or  spindle  shaped.  The  picture  was  typical  of  a 
fibroma. 

It  is  well  known  that  fibromas  of  the  ovary 
may  be  associated  with  ascites  and  in  still  other 
cases  with  ascites  and  hydrothorax,  the  latter 
being  examples  of  the  Meigs-Gass  sydrome.  It 
is  thought  that  the  peritoneal  fluid  results  not 
from  peritoneal  irritation  by  the  tumor,  but  by 
a transudation  of  fluid  from  the  tumor  itself.  In 
cases  of  Meigs-Gass  syndrome,  the  pleural  fluid 
is  apparently  derived  from  the  ascitic  fluid  by 
transmission  through  diaphragmatic  lymph  chan- 
nels. 

DR.  SHAW:  The  ascites  did  not  reaccumulate 
after  operation,  and  except  for  mild  menopausal 
sypmtoms,  the  patient  had  been  doing  quite  well 
when  seen  on  a follow-up  visit  four  months  after 
the  operation. 


tibiotics,  together  with  some  properties.  The 
task  was  tremendous  and  there  is  some  slight 
value  as  a dictionary,  but  the  penicillins  get  lit- 
tle over  a page  and  most  of  the  stuff  will  be 
well  forgotten  very  soon.  Except  for  commercial 
urges  for  a new  and  exclusive  antibiotic,  the  \ al- 
ues  are  problematic. 

Stacey’s  Medical  Books,  San  Francisco,  California. 


84 


Arizona  Medicine 


January,  1958 


The  Best  Tasting  Aspirin  you  can  prescribe. 

The  Flavor  Remains  Stable  down  to  the  last  tablet. 
25^  Bottle  of  48  tablets  (IH  grs.  each). 


We  will  be  pleased  to  send  samples  on  request. 

THE  BAYER  COMPANY  DIVISION 

of  Sterling  Drug  Inc. 

1450  Broadway,  New  York  18,  N.  Y. 


new 


“flavor-timed” 


dual- action 


coronary 


ORAL 


SUBLINGUAL 


Therapeutic  dose:  l tablet  held  under  the  tongue 
until  citrus  flavor  disappears,  then  swallowed. 


Bottles  of  100. 


UBORATOSIES 

NEW  YORK  18.  N.  Y, 


For  continuing  prophylaxis  patients  may 
swallow  the  entire  Dilcoron  tablet. 


Average  prophylactic  dose:  l tablet  four  times  daily. 


TRADEMARK 


for  Sustained  coronary  vasodilation  and 
protection  against  anginal  attack 


for  Immediate  relief  from  anginal  pain 


OILCORON  contains  two  highly  efficient  vasodilators 
in  a unique  core-and^ jacket  tablet. 

Glyceryl  trinitrate  (nitroglycerin)— 0.4  mg.  (1/150  grain) 

is  in  the  outer  jacket— held  under  the  tongue  until 
the  citrus  flavor  disappears;  provides 
rapid  relief  in  acute  or  anticipated  attack. 

The  middle  layer  of  the  tablet  is 
j the  citrus  “flavor-timer.” 

Pentaerythritol  tetranitrate— 15  mg.  (1/4  grain)  is  in  the 

inner  core— swallowed  for  slow  enteric 
absorption  and  lasting  protection. 
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COLLEGSATE  SCHOOL  OF  NURSING 


11  URSING  EDUCATION  in  Arizona  has  taken 
a giant  forward  step.  The  labors  and  dreams  of 
many  lay  and  professional  people  eame  to  life 
with  the  establishment  in  September  1957,  of 
not  just  one,  but  two  schools  of  nursing  on  the 
collegiate  level.  One  is  located  at  the  University 
of  Arizona  and  the  other  at  Arizona  State  Col- 
lege at  Tempe.  These  four-year  basic  degree 
programs  lead  to  a Bachelor  of  Science  in  nurs- 
ing. Their  graduate  nurse  programs  enable  the 
diploma  graduate  registered  nurse  to  obtain  her 
degree  in  about  2 to  2V2  years,  depending  upon 
how  many  of  her  credits  are  transferable. 

The  hospital  facility  being  used  by  the  uni- 
versity is  Tucson  Medical  Center,  with  the  stu- 
dents under  the  supervision  of  the  university 
instructors.  Mrs.  Pearl  Parvin  Coulter,  who  was 
professor  and  director  of  public  health  nursing 
at  the  University  of  Colorado  from  1947  until 
her  appointment  here,  is  the  director  of  the 
school.  There  are  42  basic  students  enrolled  and 
20  graduate  students  working  for  their  degrees. 

The  State  College  at  Tempe’s  hospital  facili- 
ties include  laboratories  and  classrooms  at  Good 
Samaritan  Hospital  in  Phoenix.  The  director  of 
nursing  at  Good  Samaritan  Hospital  School  of 
Nursing  has  taken  over  the  directorship  of  the 
Tempe  program.  She  is  Mrs.  Loretta  Hanner, 
formerly  Loretta  Anderson.  Their  enrollment  is 
45  basic  students  and  about  50  graduates. 

Both  schools  of  nursing  are  integrated  collegi- 
ate programs  in  the  college  of  liberal  arts.  The 
biological  and  social  sciences  are  taught  on  the 
campus,  and  principles  and  practices  of  nursing 
are  perfected  in  the  affiliated  hospitals. 

The  purposes  of  the  collegiate  programs  are: 
To  provide  educational  opportunities  for  those 
who  have  chosen  nursing  as  their  profession;  to 
promote  the  highest  professional  attainments  in 
nursing  by  combining  academic  with  technical 
preparation;  to  prepare  the  future  nurse  for  the 
greater  responsibilities  which  are  being  entrust- 
ed to  her  as  a result  of  the  scientific  and  tech- 
nological advances  in  medicine;  and,  to  help  sup- 
ply the  critical  need  for  nurses  in  Arizona  and 
the  nation. 

The  trend  in  nursing  education  is  one  of  tran- 
sition from  the  simple  healing  arts  to  scientific 
and  administrative  know-how.  This  has  evolved 


o 


from  the  gradations  of  responsibility.  Nursing, 
like  engineering,  medicine,  or  teaching,  now  en- 
compasses a wide  range  of  skills,  since  67  per 
cent  of  the  professional  nurses  work  with  people 
who  are  ill.  For  the  most  part,  their  work  is  car- 
ried out  in  situations  such  as  the  hospital  and 
the  doctor’s  office,  where  supervision  is  avail- 
able and  is  expected.  Some  20  per  cent  are  head 
nurses,  public  health  nurses  and  industrial  nurses 
who  function  with  a greater  degree  of  independ- 
ence and  who  also  may  direct  other  nursing 
workers.  There  are  13  per  cent  in  leadership  po- 
sitions as  supervisors  and  administrators  in  nurs- 
ing service,  in  public  health,  and  in  hospitals, 
and  as  faculty  in  schools  of  nursing.  This  points 
toward  patterning  nursing  education  along  the 
lines  of  responsibilities  for  which  they  need  to 
be  prepared.  Today  there  is  emphasis  upon  the 
need  of  the  nurse  for  a broad  educational  foun- 
dation that  will  contribute  to  her  understanding 
of  patients.  This,  then,  points  out  that  there  is  a 
definite  need  for  gradations  in  nursing  education 
with  both  degree  and  diploma  courses. 

Another  acute  need  soon  to  be  faced  by  nurs- 
ing educators  is  discussed  in  “Nursing  Students 
for  the  Future,”  published  by  the  National 
League  for  Nursing.  In  1956,  nursing  schools 
were  operating  at  90  per  cent  of  capacity  with 
an  enrollment  of  45,536.  On  the  basis  of  nurse 
€;nrollment  trends  in  past  years,  projected  esti- 
mates expect  an  increase  to  approximately  59,000 
new  students  in  1960  and  75,000  in  1970.  In  ad- 
dition to  the  problems  of  increased  physical  fa- 
cilities, classrooms,  housing,  schools,  this  article 
says,  “Nursing  schools  are  already  short  of 
trained  teachers.  In  addition  to  teachers  for  basic 
nursing  students,  teachers  are  needed  for  prac- 
tical nursing  schools;  to  teach  teachers,  admin- 
istrators, and  supervisors  of  nursing  service;  for 
in-service  education  in  nursing.  This  demand  for 
teachers  in  nursing,  growing  in  urgency,  height- 
ens incentive  for  expanding  enrollments  in  basic 
college  nursing  programs  as  initial  training  for 
future  teachers.” 

Arizona  has  long  been  a have-not  state  in  pro- 
viding nurses  far  below  the  level  of  need.  We 
are  progressing,  but  the  success  of  all  our  schools, 
both  collegiate  and  diploma,  needs  and  deserves 
the  best  support  that  we  can  offer. 

MRS.  ARTHUR  DUDLEY 
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Achrostatin  V combines  AcHROMYCiNt  V . . . 

the  new  rapid-acting  oral  form  of 
AcHROMYcmt  Tetracycline  . . . noted  for  its 
outstanding  effectiveness  against  more  than 
50  different  infections  . . . and  Nystatin  . . . the 
antifungal  specific.  Achrostatin  V provides 
particularly  effective  therapy  for  those 
patients  who  are  prone  to  monilial  overgrowth 
during  a protracted  course 
of  antibiotic  treatment. 


supplied: 

Achrostatin  V Capsules 
ccmtain  250  mg.  tetracycline 
HCl  equivalent  (phosphate- 
buffered)  and  250,000 
units  Nystatin. 


dosage: 

Basic  oral  dosage  (6-7  mg. 
per  lb.  body  weight  per  day) 
in  the  average  adult  is 
4 capsules  of  Achrostatin  V 
per  day,  equivalent  to 
1 Gm.  of  Achromycin  V. 


*Trademark 
fReg.  U.  S.  Pat.  Off. 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  N.  Y. 


VALUES  in  fresh  MIL 


* PERCENTAGE  OF  DAILY  NEEDS  CONTRIBUTED  BY  3 GLASSES  OF  MILK 
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for  clear  skin 
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AMERICAM  DAIRY  ASSOCIATION  OF  ARIZONA 


dedicated  to  the  health  of  Arizona's  people 
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See  anybody  here  you  know,  Doctor? 


Fm  just  too  much 


AM  PLUS 


© 


for  sound  obesity  management 

dextro-amphetamine  plus  vitamins 
and  minerals 


I’m  too  little 


STIMAVITE 


stimulates  appetite  and  growth 

vitamins  Bi,  Be,  B12,  C and  L-lysine 


Fm  simply  two 


OBRON^ 

a nutritional  buildup  for  the  OB  patient 

OBRON® 

HEMATINIC 

when  anemia  comphcates  pregnancy 


And  Fm  getting  brittle 


NEOBON® 

5-factor  geriatric  formula 

hormonal,  hematinic  and 
nutritional  support 


With  my  anemia, 
Fll  never  make  it  up 
that  high 


ROETINIC® 

one  capsule  a day,  for  all  treatable  anemias 

HEPTUNA®  PLIiS 

when  more  than  a hematinic  is  indicated 


solve  their  problems  with  a nutrition  product  from 


{Prescription  information  on  ■ 


New  York  17,  New  York 
Division.  Chas.  Pfizer  & Co..  Inc. 
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WHO  WARNS  OF  HEALTH  HAZARDS 
IN  NUCLEAR  ENERGY  REACTORS 

A SPECIAL  World  Health  Organization  com- 
mittee, reporting  on  results  of  its  study,  em- 
phasizes the  health  hazards  inherent  in  nuclear 
energy  reactors,  and  stresses  that  public  health 
aspects  must  be  kept  in  mind  at  all  times,  in- 
cluding selection  of  sites.  The  expert  commit- 
tee on  professional  and  technical  education  of 
medical  and  auxiliary  personnel  met  in  Geneva 
and  its  report  was  released  in  Washington. 

Because  nuclear  radiation  in  all  its  forms  gen- 
erally is  harmful  to  living  organisms,  the  com- 
mittee warns  if  nuclear  energy  is  to  be  utilized 
safely  the  problems  of  contamination  of  in- 
habited areas  must  be  solved.  The  committee 
has  drawn  up  a training  schedule  for  all  cate- 
gories of  personnel  employed  at  reactors,  and 
recommends  that  courses  on  protection  of  the 
public  be  given  for  the  benefit  of  hospital  admin- 
istrators, industrial  hygiene  workers,  sanitary  en- 
gineers, mental  health  specialists  and  nurses. 


THE  MANAGEMENT  OF  ABDOMINAL  OPERATIONS 
by  Rodney  Maingot,  F.R.C.S.  2nd  ed.  Two  volume  set.  1,326 
pages.  Illustrated.  (1957)  Macmillan.  .?32. 

This  second  edition,  in  two  handy  volumes 
dealing  with  all  of  the  practical  aspects  of  ab- 
dominal surgery,  modifies  and  expands  its  pred- 
ecessor, adding  more  physiology  and  many  new 
illustrations.  The  contributors  are  distinguished 
surgeons. 

Stacey’s  Medical  Books,  San  Francisco,  California. 
PRACTICAL  ELECTROCARDIOGRAPHY 

by  Henry  J.  L.  Marriott,  M.D.  2nd  ed.  226  pages.  Illustrated. 
(1957)  Williams  & Wilkins.  $5.. 

Revised  and  newly  illustrated,  this  remains  a 
comprehensive  text.  Fundamental  knowledge 
enables  students  to  read  tracings  from  the  point 
of  view  of  a clinician  without  being  burdened 
with  unnecessary  data.  This  book  should  con- 
tinue to  be  popular  both  with  beginners  and 
with  general  practitioners. 

Stacey’s  Medical  Books,  San  Francisco,  California. 
TUBERCULOSIS 

by  J.  Arthur  Myers,  M.D.  290  pages.  Illustrated.  (1957)  Thomas. 
.$7.50. 

The  author,  a national  authority  on  tubercu- 
losis, sets  a goal  for  complete  control  and  even- 
tual eradication  of  the  disease.  He  believes  this 
possible  through  definite,  proved  methods  of 
attack,  which  he  describes  briefly.  An  informa- 
tive and  stimulating  challenge. 

Stacey’s  Medical  Books,  San  Francisco,  California. 
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OFFICE  EQUIPMENT 
1636  NORTH  CENTRAL 

(just  north  of  McDowell) 


WAYLAND 

PRESCRIPTION  PHARMACIES 

TWO  FINE  STORES 

North  Central  Medical  Bldg. 
2021  N.  Central 
and 

Professional  Building 
13  E.  Monroe 

Phoenix,  Arizona 

FREE  DELIVERY 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract. . . 

in  spastic 
and  irritabie  coion 


PATHIBAMATE' 

Meprobamate  with  PATHILON®  Lederle 

Combines  M©probamate  {400  mg.)  the  most  v/idcly  prescribed  tranquilizer. . . helps  control  the 
“emotional  overlay”  of  soastic  and  irritable  colon — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . with  PATHILON  {25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

*Trademark  ® Registered  Trademark  for  Tridihexethyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER,  NEW  YORK 


38A 


Arizona  Medicine 


January,  1958 


1^.  FREE  One-Hour  VALIDATED  PARKING 

por  Patients 


PROFESSIONAL 

BUILDING 


The  Southwesfs  Foremost 
MEDICAL-DENTAL  CENTER 

A modern,  streamlined  structure  ...  in  the 
heart  of  the  downtown  shopping  district  . . . 
attracts  patients  from  every  point  of  the  com- 
pass . . . immediately  accessible  to  banks, 
stores,  legal  firms,  theaters  and  restaurants 
. . . adjacent  to  all  transportation  facilities  . . . 
one  of  the  best  known  landmarks  in  the  Valley 
of  the  Sun! 


MONROE  AT  CENTRAL 


Free  one-hour  validated  parking  at  VNB  Car-Park, 
First  St.  and  E.  Van  Buren,  for  patients. 


PROFESSIONAL  BUILDING  DIRECTORY 


Dentists  (D.D.S.) 

General  Dentistry 

Phone 

Room 

Boynton,  C.  E 

AL  3-1361 

817 

Butt,  nyron  G 

AL  4-2345 

517 

Chiles,  George  H.  . 

.AL  4-lzll 

918 

Hensing,  C.  R.  . . . . 

,AL  3-6603 

819 

Johnson,  William  J.. 

.AL  3-1866 

919 

Lee,  Joseph  A 

,AL  4-2345 

517 

Muler,  Eugene  H.  E. 

.AL  3-4312 

702 

Orzel,  J.  W 

.AL  3-8529 

1020 

Pafford,  Ernest,  Jr.  . 

. AL  3-3807 

718 

Pafford,  Ernest  M.. 

. AL  3-3807 

718 

Scott,  E.  M 

,AL  8-4277 

1017 

Sitkin,  Frank  L.  ... 

. AL  4-2345 

517 

Smith,  Franklin  R.  . 

. AL  4-3257 

717 

Spillane,  L.  O.  ... 

.AL  3-0461 

821 

Steninger,  Milo  C.  . 

.AL  4-3561 

621 

Voorhees,  Joseph  P.. 

. AL  8-3320 

802 

Oral  Surgery 

Bairo,  Louis  P.  ... 

. AL  3-9362 

711 

Borah,  Charles  E.  . . 

.AL  3-7414 

814 

Orthodontists 

Jensen,  Albert  J.  ... 

.AL  3-2327 

617 

Ovens,  J.  P 

. AL  3-6342 

803 

Periodontists 

Burke,  Wm.  G.  ... 

. AL  8-4644 

818 

Creamer,  R.  Dean 

. AL  3-6534 

820 

McGuire,  Vaughn  S.. 

.AL  3-6718 

1118 

Physicians  & Surgeons  (M.D.) 

Cardio-Respiratory  Diseases 

Randolph,  Howell 

.AL  4-3146 

1005 

Cardio-Vascular  Surgery 

Grant,  Austin  R.  . . 

.AL  4-3146 

1005 

Dermatology 

Mackoff,  Sam  M.  (A) 

.AL  2-0379 

808 

Medigovich,  D.  V.  . 

.AL  3-6617 

905 

Cruthirds,  A.  E.  . . . . 

.AL  3-5121 

1011 

Johnson,  James  L.  . . 

,AL  4-2841 

806 

Melton,  B.  L 

. AL  3-8209 

520 

McCurdy,  Gordon  J..  . 

AL  3-8209 

520 

Nelson,  W.  J 

,AL  3-5121 

1011 

Reese,  Forrest  L 

,AL  4-3341 

1120 

General  Practice 

Barker,  C.  J.,  Jr.  . , 
Felch,  Harry  J. 

. AL  3-2176 

710 

(Ob.S.) 

.AL  3-1151 

705 

Fox,  R.  L 

.AL  3-2176 

710 

Kilgard,  F.  M 

Matanovich,  M. 

, AL  2-8404 

922 

(I.S.U.)  

AL  3-6.509 

422 

McKenna,  J.  F.  (A) . 

.AL  4-2174 

910 

General  Surgery 

Brewer,  W.  Albert  . . 

. AL  3-4349 

1116 

Greer,  Joseph  M.  . . . 

AL  3-2240 

1111 

Kimball,  H.  W 

.AL  3-7116 

1006 

Ovens,  J.  M.  (Tumor).AL  8-8074 
Ross,  Norman  A. 

1109 

(Diag.)  

. AL  3-8353 

810 

Shumway,  Ord  L.  . 

. AL  3-4349 

1116 

Stannard,  D.  H.  ... 

.AL  8-8074 

1109 

Internal  Medicine 

Gatterdam,  E.  A.  (A) 

.AL  4-2174 

910 

Hamer,  J.  D.  (Ca).. 

.AL  4-2174 

910 

Hopkins,  Doris  F.  (A)  AL  4-7.509 

904 

Kober,  Leslie  R.  ... 

.AL  4-4153 

1105 

McKhann,  Geo.  G.  . 

. AL  4-8483 

1108 

Milloy,  Frank  J.  ... 
Snyder,  Bertram  L. 

AL  2-0142 

907 

(Chest)  

Swasey,  Lloyd  K. 

.AL  4-2174 

910 

(Chest)  

.AL  4-2174 

910 

Obstetrics  & Gynecology 


Franklin.  Henry  L...AL  4-3738  805 

French,  Harry  J AL  4-1670  722 

Harbridge,  D.  F AL  3-5604  822 

Zinn,  Sheldon  AL  4-i670  722 

Psychiatry  & Neurology 

Kowalski,  L.  J AL  4-2850  906 

McGrath,  Wm.  Bede.  . AL  3-5559  811 

Radiology  & Pathology 

Foster,  R.  Lee AL  3-4105  507 

List  Martin  L AL  3-4105  507 

McDonald,  D.  C.  ...AL  3-4105  507 

Thoracic  Surgery 

Melick,  Dermont  W. . . AL  4-3146  1005 

Other 

Ariz.  Bancorporation.AL  2-4798  421 

Laboratory  of 

Clinical  Medicine.  .AL  4-9881  1106 

Mandel,  L.  Ph.D AL  3-8177  902 

McLeod  Optical 

Company  AL  2-9201  522 

Nurses’  Professional 

Registry  AL  4-4151  703 

Professional  Building 

Office AL  4-4406  500 

Professional  Garage . . AL  4-4833  Bsmt. 

Professional  X-Ray  & 

CUnical  Lab AL  3-4105  507 

Seller,  Irene  H., 

Chhopodist  AL  4-1801  1021 

Smith,  C.  J.,  CPA.  . .AL  3-9561  1022 

Valley  National  Bank . AL  8-8711  Lobby 


Endocrinology 

Raddin,  Joseph  B...AL  2-3577  706 

Eye,  Ear,  Nose  & Throat 

Barnet,  E.  G AL  4-3341  1120 

Bichard,  P.M AL  3-5121  1011 


Barker,  C.  J.,  Sr. . . . 

.AL  3-2176 

710 

DePinto,  Angus  . . . 

.AL  3-9112 

707 

Smith,  Gregory  C. . 

.AL  3-9112 

707 

Ophthalmology 

Burgess,  Roy  E.  . . . 

.AL  3-5604 

822 

Valley  National  Co. 

(Ins.)  AL  4-2191  Lobby 

VNB  Car-Park AL  3-2835 

Wayland’s  Prescription 

Pharmacy AL  4-4171  Lobby 
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Pi-9^e4.6i9Hai  OC-^a^  am4  ClMeal  XahtatPf^ 

507  Profsesional  Bldg. 

Phoeni.v,  Arizona 
Phone  ALpine  3-4105 

AND 

HU4ical  Centet  OC-^aif  an4  Clinical  XahtatcHf 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

DIAGNOSTIC  X-RAY  X-RAY  THERAPY 

RADIUM  THERAPY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARIOGRAPHY  BASAL  METABOLISM 

9?.X  ec  ^ jj-osier,  -2^.,  ^(^irector  <„^^ai'iin  <2^.,  ^l^aJiolo^ist 

3!^.  C3.  <.J14ac3!^onal</f  <23.,  ^^jQaJiologiisi 

Diplomate  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 


East  McDowell  Medical  Building  Telephone 

1130  E.  McDowell  Road  ALpine  8-1601 

PHOENIX,  ARIZONA 


A Complete  Analytical  and  Laboratory  Service  To  The 

Medical  Profession  of  Arizona 

Protein  Bound  Iodine 

Rh  Antibody  Titres 

DIAGNOSTIC  X-RAY 

Blood  Cholinesterase 

Quantitative  Serology 

Pelvimetry 

17-Ketosteroids 

Heterophile  Titres 

Salpingography 

Corticosteroids 

Autogenerous  Vaccines 

Bronchography 

Phosphatases 

Hematology 

Intervenous  Cholecystography 

Vitamin  Determinations 

Bacteriology 

Myelography 

Blood  Volume 

Parasitology 

RADIO  ISOTOPE 

Blood  pH  Values 

Gastric  Analysis 

DIAGNOSIS  & THERAPY 

Electrolytes 

Friedman  Tests 

Radio  Iodine 

Toxicology 

Frog  Pregnancy  Tests 

Radio  Phosphorus 

Autopsies 

Mycology 

Chromic  Radio  Phosphate 

Papanicolaou  Stains 

Enzyme  Chemistry 

Radio  Cobalt 

Liver  Function  Tests 

Spectroscopic  Analysis 

Radio  Strontium 

Porphyrins 
Streptolysin  Titres 

Vitamin  B-12,  Cobalt  60  for 
Pernicious  Anemia  Diagnosis 

X-RAY  & RADIUM  THERAPY 

Maurice  Rosenthal,  M.D. 

Marcy  L.  Sussman,  M.D. 

Seymour  B.  Silverman,  M.D. 

George  Scharf,  M.D. 

Diplomate,  American 
Board  of  Pathology 

• 

Diplomate,  American 
Board  of  Radiology 

• 

Diplomate,  American 
Board  of  Pathology 

• 

Diplomate,  American 
Board  of  Pathology 
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RADIOLOGY 


Douglas  D.  Gain,  M.D. 

Diplomate 
American  Board  of 
, Radiology 


John  W.  Kennedy,  M.D. 

Diplomate 
American  Board  of 
Radiology 


Alpine  3-4131 


NORTH  CENTRAL  MEDICAL 
LABORATORY 

2021  North  Central  Avenue  • Phoenix,  Arizona 

COMPLETE  RADIOLOGICAL  AND  PATHOLOGICAL  SERVICES 

PATHOLOGY 


Maurice  Rosenthal,  M.D. 

Diplomate 
American  Board  of 
Pathology 


George  Scharf,  M.D. 

Diplornate 
American  Board  df 
Pathology 


Seymour  B.  Silverman,  M.D. 

Diplomate 
American  Board  of 
Pathology 


Professional  X-ray  and  Clinical  Laboratory 

Successor  To 

PATHOLOGICAL  LABORATORY 
507  Professional  Bldg. 

Phoenix,  Arizona 
Phone  ALpine  3-4105 

R.  LEE  FOSTER,  M.D.  MARTIN  L.  LIST,  M.D. 

D.  C.  MacDONALD,  M.D. 

DO€TOW^~DIRECTORY 


DOCTORS'  CENTRAL  DIRECTORY 

Helen  M.  Barrasso,  R.N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  EA  5-1551 

At  Your  Service  24  Hours  Daily 
1321  East  Lee  Street  Tucson,  Arizona 

"Established  1932" 

NURSES'  DIRECTORY 


DISTRICT  NO.  1 

ARIZONA  STATE  NURSES  ASS'N 

MRS.  MARJORIE  E.  KASUN,  R.N. 

Registrar 

Nurses'  Professional  Registry 

703  Professional  Bldg.  — Phoenix  — ALpine  4-4151 


MEDICAL  CENTER  X-RAY  AND 
CLINICAL  LABORATORY 

1313  N.  Second  St. 

Phoenix,  Arizona 
Phone  ALpine  8-3484 

R.  LEE  FOSTER,  M.D.  MARTIN  L.  LIST,  M.D. 

D.  C.  MacDONALD,  M.D. 

ARIZONASOciiT^ 

MEDICAL  TECHNOLOGISTS 

Placement  service  for  all  physician  and  hospitals 
requiring  registered  (ASCP)  medical  technologists 
Mrs.  Marian  Hannah,  M.T.  (ASCP),  Placement  Director 
507  Professional  Building,  Phoenix,  Arizona 

CLINIC  DIRECTORY 

J.  T.  O'NEIL,  M.D. 

R.  F.  SCHOEN,  M.D. 

H.  B.  LEHMBERG,  MD. 

W.  H.  FORD,  M.D. 

R.  F.  LAMB,  M.D. 

Casa  Grande  Clinic  Phone  4495 

Casa  Grande,  Arizona 

THE  ORTHOPEDIC  CLINIC 
Orthooedic  Surgery 

W.  A.  Bishop,  Jr.,  M.D.,  F.A.C.S. — A.  L.  Swenson,  M.D.,  F.A,C,S, 
Ray  Fife,  M.D. — Sidney  L.  Stovall,  M.D.,  F.A.C.S. 

Thomas  H.  Taber,  Jr.,  M.D. 

Diplomates  of  the  American  Board  of  Orthopedic  Surgery 
2620  N.  3rd  St.  — AL  8-1586  — Phoenix,  Arizona 
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THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

321  Heard  Bldg.  Phone  Alpine  3-4317 

PHOENIX,  ARIZONA 

MODERN  RX  PHARMACY 

TELEPHONE  20 

NOGALES  ARIZONA 


LAIRD  & DINES 

The  REXALL  Store 
Reliable  Prescription  Service 
woodland  7-2922  Mill  Ave.  & 5th 

Tempe,  Arizona 

JOHNSON'S  DRUG  STORE 

PRESCRIPTIONS 
"Service  you  will  like" 

Corner  Speedway  and  Park  Avenue 
Phone  MA  2-8865  Tucson,  Arizona 

EVERYBODY'S  DRUG  COMPANY 

Prescription  Druggists 
Phones;  WO  4-4587  — WO  4-4588 
Mesa,  Arizona 

STONE  AND  3RD  PHARMACY 

749  N.  Stone  — Phone  MA  3-6041 

ENCANTO  PARK  DRUG  CO. 

3352  E.  Speedway  — Phone  EA  5-3102 
Tucson,  Arizona 

SUNNYSLOPE  PHARMACY 

7th  & Dunlap  — Sunnyslope,  Arizona 
Wl  3-3454  - Wl  3-4312 

The  most  complete  Prescription  Dept,  in  Sunnyslope. 
Member  American  Pharmaceutical  Association 
Member  Arizona  Pharmaceutical  Association 


*ScottsJale  call 

Lute's  Scottsdale  Pharmacy 


For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1st  National  Bank 


Your  Prescription  Store 

DIERDORF  PHARMACY 

Phone  BR  5-5212 

2315  N.  24th  St.  Phoenix,  Arizona 

Milburn  F.  Dierdorf 

OSBORN  PHARMACY 

Cooled  by  Refrigeration 

Fountain  Service  — Prescriptions  — Cosmetics  — Free  Delivery 
Ralph  Thurman 

3341  N.  19th  Ave.  — Phone  AM  6-4508  - CR  4-1256 
Phoenix,  Arizona 

THIS  SPACE  FOR  SALE 

ARIZONA  MEDICINE 

321  Heard  Bldg. 

Phone  Alpine  3-4317  PHOENIX,  ARIZONA 

PULLINS 

Prescriptions 
400  E.  Glendale 
Phone  YE  7-9848 
Glendale,  Arizona 


SRUTWA  PHARMACY 

Phone  CRestwood  7-7605 

Cas.  H.  Srutwa  — P.  C.  Srutwa 
4234  E.  Indian  School  Road 
PHOENIX,  ARIZONA 


: '.f.  . ^ - 


Sanatorium  "P 


BUTLERS  REST  HOME 

• Bed  Patients  and  Chronics. 

• Excellent  Food. 

• Television. 

• State  Licensed. 

• 24  Hour  Nursing  Care 

802  N.  7th  St.  Phoenix,  Arizona 

Telephone  AL  3-2592 

GLENDALE  NURSING  HOME 

Arizona  newest,  modern  nursing  home. 

• Convalescent  • 24  Hour  Nursing  Care 

• Custodial  • Special  Diets.  Quiet. 

Lat.  16%  and  Glendale  Avenue 
Phones:  AMherst  6-7001  — YEllowstone  7-7064 
Glendale,  Arizona 
(Ray  and  Ruth  Eckel) 

CAPITOL  VIEW  NURSING  HOME 

State  and  City  License 
Close  in  near  Park  — 24  Hr.  Nursing  Care 
Ambulatory,  Diets  Our  Specialty  — Clean  and  Homelike 
Lauretta  McMahon,  Owner  — Phone  Alpine  4-1068 
1526  W.  Washington  St.  — Phoenix,  Arizona 


WILLIAMS  CONVALESCENT  HOME 

Hospital  Care  With  Home  Atmosphere 
(Member  Arizona  Association  Nursing  Homes  Inc.) 
Licensed  Nurses  — Special  Diets  — Oxygen  & Intravenous 
Refrigerated  Air  Conditioning  (Individually  Controlled) 
Bed-Ambulatory  Patients 

AM  5-4185  — 1608  E.  Meadowbrooks  Ave.  — Phoenix 

BETHANY  REST  HOME 

Effie  V.  Davis,  Owner  Operator 
CRestwood  4-4112  — 126  E.  Bethany  Home  Road,  Phoenix 
Bed  Patients,  Chronic  Conditions,  Senile  & Ambulatory. 

HILLCREST  SANATORIUM 

Established  1921 

•General  Medical  • Acute  or  Chronic 

• Orthopedic  • Convalescent 

• Post-Operative  • Geriatric 

• Medical  Doctor  of  your  choice 
24  hr.  Skilled  Nursing  — New,  Modern  Facilities 
Phones:  MA  4-1562  — MA  3-1391 
No.  3rd  Ave.  & Adams  Tucson,  Arizona 

Alberta  M.  Lovett 

Charles  Schmid 


Katharine  Schmid 
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AND  HOSPITAL 


SANATORIUM  AND  HOSPITAL  WITH  MODERN 
TREATMENT  EQUIPMENT  IN  THE  EXCLUSIVE  CAMELBACK  MOUNTAIN 
RESORT  AREA  ...  15  MINUTES  FROM  DOWNTOWN  PHOENIX. 


LANDSCAPING  AND  10  ACRES  OF  CITRUS  GROVES  ADD 
TO  THE  GUEST  RANCH  ATMOSPHERE  OF  CAMELBACK  SANATORIUM 
AND  HOSPITAL. 


AIR  CONDITIONING  AND  SOUND  PROOF 
UNITS  CREATE  RESTFUL  LIVING  CONDITIONS. 


AND  RECREATIONAL  THERAPY  PROGRAMS 
STAFFED  WITH  SPECIALIZED  PERSONNEL  HELP  COMPLETE  YOUR 
PATIENT’S  RECOVERY. 


PATIENT  IS  UNDER  CONTINUOUS  REGISTERED  NURSE 
SUPERVISION  TO  MAKE  SURE  YOUR  ORDERS  ARE  PROFESSIONALLY 
CARRIED  OUT. 


YOUR  INQUIRIES  ARE  WELCOME 


OTTO  L.  BENDHEIM,  M.D.,  F.A.P.A. 
Medical  Director 


AND  HOSPITAL 

5055  NORTH  THIRTY  FOURTH  STREET 
PHOENIX  • ARIZONA 
AMherst  6-7238 


PHOENIX  INSTITUTE  OF  NEUROLOGY  AND  PSYCHIATRY 
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EYE,  EAR,  NOSE  and  THROAT 


PSYCHIATRY  and  NEUROLOGY 


DOUGLAS  W.  FRERICHS,  M.D. 

Diplomate  American  Board  of  Otolaryngology 
EAR,  NOSE,  AND  THROAT 
RHINOPLASTIC  SURGERY  BRONCHOSCOPY 
1130  E.  McDowell  Rd.  — Phone  Alpine  4-5068 
Phoenix,  Arizona 


ROBERT  F.  LORENZEN,  M.D. 

B.Sc.,  M.Sc.  (Med.) 

Diplomate  American  Board  of  Ophthalmology 
Practice  limited  to  Ophthalmology 
Park  Central  Medical  Building 
550  W.  Thomas  Road  (139  Patio  D) 
Phone  AM  5-2701  Phoenix,  Arizona 


JOHN  J.  McLOONE,  M.D. 
F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Otolaryngology 
Park  Central  Medical  Building 
550  W.  Thomas  Rd.  - 124-Patio  C 
Telephone  CRestwood  4-3511 
Phoenix,  Arizona 


JOHN  S.  MIKELU  M.D. 

Ear,  Nose  and  Throat  Bronchoscopy 
2508  E.  6th  Stt«eet 

Phone  EA  5-7191  — Tucson,  Arizona 


THIS  SPACE  FOR  SALE 
write  to 

ARIZONA  MEDICINE 

321  Heard  Bldg.  Phone  Alpine  3-4317 

PHOENIX,  ARIZONA 

ROY  E.  BURGESS,  M.D. 

Ophthalmology 

Diplomate  American  Board  of  Ophthalmology 

822  Professional  Bldg.  — 15  E.  Monroe  St. 
Alpine  3-5604  — Phoenix,  Arizona 


DERMATOLOGY 


GEORGE  K.  ROGERS,  M.D.- 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 
Phone  Alpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 


WILLIAM  SNYDER,  M.D. 

Diplomate  of  the  American  Board  of  Dermatology 

Diseases  of  the  Skin 
Skin  Cancer  — Cutaneous  Allergy 
2021  N.  Central  Ave.  — Alpine  3-8383 
PHOENIX,  ARIZONA 


OTTO  L.  BENDHEIM,  M.D. 

1515  North  Ninth  Street 
PHOENIX,  ARIZONA 
Diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology 
Phone  AL  8-2607 


RICHARD  E.  H.  DUISBERG,  M.D. 


Diplomate  American  Board  of  Neurology  and 
Psychiatry 

T.  RICHARD  GREGORY,  M.D. 


Neurology  and  Psychiatry 
AL  3-6701  — AL  2-4542 


1313  No.  2nd  St.  — Phoenix,  Arizona 


KENNETH  G.  REW,  M.D. 

550  W.  Thomas  Road  — 102  Patio  A 
Phoenix,  Arizona 

Diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology 
Phone  CR  4-9596 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

321  Heard  Bldg. 

Phone  Alpine  3-4317  PHOENIX,  ARIZONA 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

321  Heard  Bldg. 

Phone  Alpine  3-4317 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

321  Heard  Bldg. 

Phone  Alpine  3-4317  PHOENIX,  ARIZONA 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

Phone  Alpine  3-4317  321  Heard  Bldg. 

PHOENIX,  ARIZONA 


MALIGNANT  DISEASE 

JAMES  M.  OVENS,  M.D. 

F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Tumor  Surgery 
X-ray  and  Radium  Therapy 

608  Professional  Bldg.  Phone  Alpine  8-8074 

Phoenix,  Arizona 


PEDIATRIC  SURGERY 


SAM  M.  MACKOFF,  M.D. 

Diseases  of  the  Skin 

Room  808  - Professional  Building  — 15  E.  Monroe  St. 

Office:  AL  2-0379  — Phoenix,  Arizona 


DANIEL  T.  CLOUD,  M.D. 

Pediatric  Surgery 

2021  N.  Central  Ave.  — Alpine  3-2933 
Phoenix,  Arizona 
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SURGERY 


EDWARD  L.  KETTENBACH,  M.D., 
F.A.C.S.,  F.I.C.S. 

SURGERY 

Diplomate  American  Board  of  Surgery 
2324  North  Tucson  Blvd.  Phone  EA  5-2605 

Tucson,  Arizona 

DONALD  A.  POLSON,  M.D.,  M.  Sc. 

GENERAL  SURGERY 

Certified  by  the  American  Board  of  Surgery 
550  W.  Thomas  Road 
Phone  CRestwood  4-2081 
Phoenix,  Arizona 

DELBERT  L.  SECRIST,  M.D.,F.A.C.S. 

123  South  Stone  Avenue 
Tucson,  Arizona 

Office  Phone  AAA  2-3371  Home  Phone  EA  5-9433 

THOMAS  H.  BATE,  M.D. 

F.A.C.S.,  F.I.C.S.,  M.Sc.  (Surgery) 

PRACTICE  LIAAITED  TO  SURGERY 
Diplomate  American  Board  of  Surgery 
2021  N.  Central  — Office  Phone  Alpine  4-3326 
Phoenix,  Arizona 

H.  D.  KETCHERSIDE,  M.D. 

SURGERY  and  UROLOGY 
800  North  First  Avenue 
Phone  Alpine  4-7245 
Phoenix,  Arizona 

D.  W.  MELICK,  M.D. 

THORACIC  SURGERY 
The  Professional  Building 
Phoenix,  Arizona 

ORTHOPEDIC^ 

GEORGE  L.  DIXON,  M.D.,  F.A.C.S. 

PHILIP  G DERICKSON,  M.D. 
CHRISTOPHER  A.  GUARINO,  M.D. 

ORTHOPAEDIC  SURGERY 
Diplomates  of  the  American  Board 
of  Orthopaedic  Surgery 

744  N.  Country  Club  Road  Telephone  EAst  5-1533 
TUCSON,  ARIZONA 


ROBERT  E.  HASTINGS,  M.D.,F.A.C.S. 
ROBERT  W.  WEBER,  M.D. 

ORTHOPAEDIC  SURGERY 
Diplomate  American  Board  of  Orthopaedic 
Surgery 

1014  N.  Country  Club 
TUCSON,  ARIZONA 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
v\/rite  to 

ARIZONA  MEDICINE 

321  Heard  Bldg. 

Phone  Alpine  3-4317 
PHOENIX,  ARIZONA 


THIS  SPACE  FOR  SALE 

ARIZONA  MEDICINE 

321  Heard  Bldg. 
Phone  Alpine  3-4317 
PHOENIX,  ARI70NA 


OBSTETRICS  AND  GYNECOLOGY 


HAROLD  N.  GORDON,  M.D.,  F.A.C.S. 

OBSTETRICS  AND  GYNECOLOGY 
Diplomate  of  American  Board  of  Obstetrics  and  Gynecology 

MARTIN  COHEN,  M.D. 

Practice  Limited  to  Obstetrics  and  Gynecology 
1832  8th  Avenue  — Phone  SUnset  2-2559 
Yuma,  Arizona 

GYNECOLOGY  & ENDOCRINOLOGY 


JOSEPH  B.  RADDIN,  M.D. 

Practice  limited  to 

MEDICAL  GYNECOLOGY  & ENDOCRINOLOGY 
619  Professional  Building 
15  E.  Monroe  — Phoenix,  Arizona 
Phone  Alpine  2-3577 

UROLOGY 

ROBERT  H.  CUMMINGS,  M.D. 

Diplomate  of  the  American 
Board  of  Urology 
Park  Central  Medical  Bldg. 

Phone  CR  4-4912 

550  W.  Thomas  Road  — 230  Patio  C 
Phoenix,  Arizona 

PAUL  L.  SINGER,  M.D.,  F.A.C.S. 

Certified  American  Board  of 
UROLOGY 

1313  N.  Second  Street  Phone  Alpine  3-1739 
PHOENIX,  ARIZONA 

W.  G.  SHULTZ,  M.D.,  F.A.C.S. 

Diplomate  of  The  American 
Board  of  Urology 

E.  R.  UPDEGRAFF,  M.D. 

1010  N.  Country  Club  Road 
Telephone  EA  5-2609  Tucson,  Arizona 

DONALD  B.  LEWIS,  M.D. 

UROLOGY 

Certified  by  the  American  Board  of  Urology 
123  So.  Stone  Ave.  Phone  MA  2-7081 

Tucson,  Arizona 

ALLERGY 

Howard  M.  Purcell,  Jr.,  M.D. 

American  Board  of  Pediatrics 
American  Academy  Pediatrics 
American  College  of  Allergists 
ALLERGY  OF  CHILDREN 
322  W.  McDowell  Rd. 

Phoenix,  Arizona 

E.  A.  GATTERDAM,  M.D. 

ALLERGY 

15  E.  Monroe  St.,  Professional  Bldg. 

Office  Hours:  1 1 AM.  to  5 P.M. 

Phoenix,  Arizona 

SAM  M.  MACKOFF,  M.D. 

Allergy 

Room  808  - Professional  Building  — 15  E.  Monroe  St. 

Office:  Al  2-0379  — Phoenix,  Arizona 
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RADIOLOGY 


DOUGLAS  D.  GAIN,  M.D. 
JOHN  W.  KENNEDY,  M.D. 


R.  LEE  FOSTER,  M.D. 

MARTIN  L.  LIST,  M.D. 

D.  C.  MacDONALD,  M.D. 

Diplomates  of  American  Board  of  Radiology 
Diagnostic  Roentgenology 
X-ray  and  Radium  Therapy 
507  Professional  Bldg.  1313  N.  Second  St. 

Phone  Alpine  3-4105  Phone  Alpine  8-3484 

Phoenix,  Arizona 

MARCY  L.  SUSSMAN,  M.D. 

Diplomate  of  American  Board  of  Radiology 
DIAGNOSTIC  RADIOIOGY 
THERAPEUTIC  RADIOIOGY 
RADIOISOTOPES 
1130  E.  McDowell  Rd. 

Telephone  Alpine  8-1601 
Phoenix,  Arizona 

Plastic  and  Reconstructive  Surgery 


HOWARD  C.  LAWRENCE,  M.D. 
F.A.C.S. 

Diplomate  of  the 

American  Board  of  Plastic  Surgery 
2021  N.  Central  Ave.  — Phone  Alpine  8-4101 
Phoenix,  Arizona 


GENERALIST 


HUGH  DIERKER,  M.D. 

Member  American  Academy  of 
General  Practice 

505  N.  Beaver  Phone  1106 

Flagstaff,  Arizona 


Diplomates  of  American  Board  of  Radiology 
X-Ray  Therapy  and  Diagnosis 
Radium  T+ierapy 


2021  N.  Central  Ave Al  3-4131 

Memorial  Hospital  Al  8-7531 

1130  N.  Central  Ave Al  8-8435 


THIS  SPACE  FOR  SAIE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

321  Heard  Bldg. 

Phone  Alpine  3-4317 
PHOENIX,  ARIZONA 


PROCTOLOGY 

WALLACE  M.  MEYER,  M.D. 

PROCTOIOGY 
Park  Central  Medical  Bldg. 

Phone  CR  4-5632 

550  W.  Thomas  Road  — 216  Patio  B 
Phoenix,  Arizona 

JAMES  T.  JENKINS,  M.D. 

Fellow  American  Proctologic  Society 
Fellow  American  College  of  Surgeons 
Fellow  International  College  of  Surgeons 
Practice  limited  to  Diseases  of  the  Anus,  Rectum 
. and  Colon 
2021  N.  Central  Ave. 

Phoenix,  Arizona  — Phone  Al  2-2822 


INTERNAL  MEDICINE 


ROBERT  S.  FLINN,  M.D. 

INTERNAl  MEDICINE 

CARDIOIOGY  and  ElECTROCARDIOGRAPHY 
Park  Central  Medical  Bldg. 

Phone  CR  4-1443 

550  W.  Thomas  Road  — 217  Patio  B 
Phoenix,  Arizona 

JOSEPH  BANK,  M.D. 

Diplomate  of 

American  Board  of  Internal  Medicine 
American  Board  of  Gastroenterology 
GASTROENTEROIOGY,  GASTROSCOPY 
800  North  First  Avenue  Phone:  Alpine  4-7245 

PHOENIX,  ARIZONA 

LESLIE  B.  SMITH,  M.D. 

Diplomate  American  Board  of  Internal  Medicine 
1130  E.  McDowell  Rd.  Phone  Al  8-0044 

(Formerly  926  E.  McDowell  Rd.) 

Phoenix,  Arizona 


FRANK  J.  MILLOY,  M.D. 

F.A.C.P. 

Diplomate  of  the  American  Board  of 
Internal  Medicine 
INTERNAl  MEDICINE 
907  Professional  Building 
Phone  Alpine  2-0142 
Phoenix,  Arizona 

JESSE  D.  HAMER,  M.D. 

F.A.C.P. 

INTERNAl  MEDICINE 
CARDIOIOGY 

Suit  910  Phoenix 

15  E.  Monroe  St.  Arizona 


DAVID  M.  MARCUS,  M.D. 

INTERNAl  MEDICINE 

1850  laurel,  North  — Alpine  4-7970 
Phoenix,  Arizona 
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ARIZONA  STATE  CHIROPODISTS  ASSOCIATION 

Julius  Citron,  D.S.C.,  A.C.F.S. 

PHOENIX 

Howard  B.  Seyfert,  Jr.,  D.S.C. 

40  E.  Thomas  Rd. 

753  E.  AAcDowell  Rd. 

CR  7-5631 

AL  4-4414 

Samuel  Mason,  Pod.  D. 

Irwin  D.  Shapiro,  Pod.  D. 

144  N.  1st 

2814  N.  7th  Ave. 

AL  2-4646 

AAA  5-9686 

Felton  O.  Gamble,  D.S.C. 

TUCSON 

T.  J.  Price,  Ph.G.,  S.C. 

1888  N.  Country  Club  Rd. 

927  E.  7th  Street 

Phone  EA  6-3212 

Phone  AAA  4-1087 

Harold  E.  Mitton,  D.S.C. 

Martin  Snyder,  D.S.C. 

318  E.  Congress  St. 

2629  E.  Broadway 

Phone  AAA  3-9151 

Phone  EA  5-6333 

1 nV/L.V/\3  1 

This  is  to  announce  that  tissues  for  diagnosis  are  accepted  by  the  following 

physicians  who  practice  in  Arizona,  are  not  exclusively  governmentally  employed, 

and  are  qualified  as  pathologie  anatomists: 

J.  D.  BARGER,  M.D. 

MAURICE  ROSENTHAL,  M.D. 

338  E.  Camelback  Rd. 

Memorial  Hospital 

Phoenix,  Arizona 

Phoenix,  Arizona 

RALPH  H.  FULLER,  M.D. 

GEORGE  SCHARF,  M.D. 

St.  Mary’s  Hospital 

2021  N.  Central  Avenue 

Tucson,  Arizona 

Phoenix,  Arizona 

LOUIS  HIRSCH,  M.D. 

SEYMOUR  B.  SILVERMAN,  M.D. 

1641  N.  Tucson  Blvd. 

1130  E.  McDowell  Rd. 

Tucson,  Arizona 

Phoenix,  Arizona 

GEORGE  B.  KENT,  JR.,  M.D. 

LOREL  A.  STAPLEY,  M.D. 

Park  Central  Medical  Bldg. 

Park  Central  Medical  Bldg. 

550  W.  Thomas  Road  — 101  Patio  A 

550  W.  Thomas  Road  — 101  Patio  A 

Phoenix,  Arizona 

Phoenix,  Arizona 

JOSEPH  J.  LIKOS,  M.D. 

O.  O.  WILLIAMS,  M.D. 

338  E.  Camelback  Road 

Park  Central  Medical  Bldg. 

Phoenix,  Arizona 

550  W.  Thomas  Road  — 101  Patio  A 

Phoenix,  Arizona 

RADIOTHERAPY  & ONCOLOGY 

A.  L.  LINDBERG,  M.D.  U.  V.  PORTMANN,  M.D. 

(Diplomates  of  American  Board  of  Radiology) 

THERAPEUTIC  RADIOLOGY  AND  TUMOR  PATHOLOGY 
TUCSON  TUMOR  CLINIC 

721  N.  4th  Avenue  Tucson,  Arizona 

Phone  AAA  3-2531 


LOIS  GRUNOW  MEMORIAL  CLINIC 

McDOWELL  AT  TENTH  STREET  PHOENIX,  ARIZONA 

GENERAL  SURGERY 

H.  G.  Williams,  M.D.,  F.A.C.S. 
David  C.  James,  M.D. 


INTERNAL  MEDICINE 

Hilton  J.  McKeown,  M.D.,  F.A.C.P. 
C.  Selby  Mills,  M.D.,  F.A.C.P. 

S.  Kent  Conner,  M.D. 

Thomas  A.  Edwards,  M.D. 

John  F.  Westfall,  M.D. 


ORTHOPEDIC  SURGERY 

James  Lytton-Smith,  M.D.,  F.A.C.S. 
Ronald  S.  Haines,  M.D.,  F.A.C.S. 
John  E.  Ricker,  M.D. 

Warren  A.  Colton,  Jr.,  M.D.,  F.A.C.S. 


PEDIATRICS 

Robert  W.  Ripley,  M.D. 


OTOLARYNGOLOGY 

D.  E.  Brinkerhoff,  M.D.,  F.A.C.S. 
V.  A.  Dunham,  Jr.,  M.D. 

NEUROSURGERY 

John  A.  Eisenbeiss,  M.D.,  F.A.C.S. 

OPHTHALMOLOGY 

John  S.  Aiello,  M.D. 


UROLOGY 

M.  L.  Day,  M.D.,  F.A.C.S. 

OBSTETRICS  and  GYNECOLOGY 

Clarence  B.  Warrenburg,  M.D. 

William  E.  Crisp,  M.D. 

GENERAL  DENTISTRY 

George  F.  Busch,  D.D.S. 

Henry  A.  Wilky,  D.D.S. 


LABORATORIES 

Director— Thomas  A.  Plartgraves,  M.D.,  F.A.C.R. 
Associate  Radiologist— Don  E.  Matthiesen,  M.D. 
Associate  Pathologist— O.  O.  Williams,  M.D.,  F.A.C.P. 


Smith  Kline  & French  Laboratories,  Philadelphia 


in  G.l.  disorders 

‘Compazine’  controls  tension 
—often  brings  complete  relief 

In  such  conditions  as  gastritis,  pylor- 
ospasm,  peptic  ulcer  and  spastic 
colitis,  ‘Compazine’  not  only  re- 
lieves anxiety  and  tension,  but  also 
controls  the  nausea  and  vomiting 
which  often  complicate  these 
disorders. 

Physicians  who  have  used  ‘Com- 
pazine’ in  gastrointestinal  disorders 
— often  in  chronic,  unresponsive 
cases — have  had  gratifying  results 
(87%  favorable). 

Compazine 

the  tranquilizer  and  antiemetic 
remarkable  for  its  freedom  from 
drowsiness  and  depressing  effect 

Available:  Tablets,  Ampuls,  Span- 
sule®  sustained  release  capsules, 
Syrup  and  Suppositories. 


■*T.M.  Reg.  U.S.  Pat.  OflF.  for  prochlorperazine,  S.K.F. 


ARIZONA  MEDICAL  ASSOCIATION 


Arizona  Medical 
Association,  Inc. 


Annual  Meeting 
Chandler,  Arizona 

3,  1958 


QUALITY  / RESEARCH  / INTEGRITY 


Enhances  the 


prime  of  life 


(Vitamin-Mineral  Supplements,  Lilly) 


comprehensive  dietary  support  for 
healthy  tissue  metabolism 


ELI  LILLY  AND  COMPANY.  INDIANAPOLIS  6,  INDIANA,  U.S.A 


806018 
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COMBATS  MOST  CLINICALLY  IMPORTANT  PATHOGENS 

In  a recent  report  of  five  years’  experience  involving  2,142  patients, 
the  authors  conclude  that  CHLOROMYCETIN  (chloramphenicol, 
Parke-Davis)  is  a valuable  and  effective  antibiotic  in  the  treatment 
of  various  acute  infectious  diseases.^ 

Other  current  reports  of  in  vivo  and  in  vitro  studies  agree  that 
CHLOROMYCETIN  has  maintained  its  effectiveness  very  well 
against  both  gram-negative^'®  and  gram-positive^’®'^®  organisms. 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because  certain  blood 
dyscrasias  have  been  associated  with  its  administration,  it  should  not  be  used 
indiscriminately  or  for  minor  infections.  Furthermore,  as  with  certain  other  drugs, 
adequate  blood  studies  should  be  made  when  the  patient  requires  prolonged 
or  intermittent  therapy. 


REFERENCES  (1)  Woolington,  S.  S.;  Adler,  S.  J.,  & Bower,  A.  G.,  in  Welch,  H.,  & Marti- 
Ibanez,  E:  Antibiotics  Annual  1956-1957,  New  York,  Medical  Encyclopedia,  lnc„''1957,  p.  365. 
(2)  Ditmore,  D.  C.,  & Lind,  H.  E.:  Am.  J.  Gastroenterol.  28:378,  1957.  (3)  Hasenclever,  H.  E: 
].  Iowa  M.  Soc.  47:136,  1957.  (4)  Waisbren,  B.  A.,  6e  Strelitzer,  C.  L.:  Arch.  Int.  Med.  99:744,  1957. 
(5)  Holloway, 'W.  J.,  & Scott,  E.  G.:  Delaware  M.  J.  29:159,  1957.  (6)  Rhoads,  P.  S.:  Postgrad.  Med. 
21:563,  1957.  (7)  Petersdorf,  R.  G.;  Bennett,  I.  L.,  Jr.,  & Rose,  M.  C.:  Bull.  Johns  Hopkins  Hosp, 
100:1,  1957.  (8)  Royer,  A.:  Changes  in  Resistance  to  Various  Antibiotics  of  Staphylococci  and  Other 
Microbes,  paper  presented  at  Fifth  Ann.  Symp.  on  Antibiotics,  Washington,  D.  C.,  Oct.  2-4,  1957. 
(9)  Doniger,  D.  E.,  & Parenteau,  Sr.  C.  M.:  J.  Maine  M.  A.  48:120,  1957.  (10)  Josephson,  J.  E.,  & 
Butler,  R.  W.:  Canad.  M.  A.  J.  77:567  (Sept.  15)  1957. 


PARKE,  DAVIS  & COMPANY-  DETROIT  32,  MICHIGAN 


N 
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FFICACY 


IN  VITRO  SENSITIVITY  OF  MIXED  PATHOGENS  TO  CHLOROMYCETIN 
AND  4 OTHER  WIDELY  USED  ANTIBIOTICS* 


*Adapted  from  Ditmore  and  Lind.^  Organisms  tested  were  isolated  from  stools  of  48  patients, 


aioia 


as  adjunctive  therapy  only 


FROM  INFECTION 


FROM  IRRITATION 


THE  FIRST  TROCHE  TO  PROVIDE 
THREEFOLD  BENEFITS 


NON-NARCOTIC  ANTITUSSIYE  EFFICACY 
SHOWN  TO  APPROXIMATE  THAT  OF  CODEINE 


With  the  addition  of  a non-narcotic  antitussive 
to  troche  medication,  Tentazets’  provides 
a new  and  extended  therapeutic  advantage  in 
this  convenient  form  of  treatment. 

Treatment  of  the  cough  too,  so  often  a 
troublesome  symptom  of  sore  throat,  combined 
with  wide-range  antibiotic  activity  and 
soothing  analgesic  benefit,  now  offers  threefold 
relief  in  a variety  of  throat  irritations. 

And  Tentazets’  are  pleasant-tasting,  too, 
making  them  highly  acceptable,  especially 
to  children. 

‘PENTAZETS’  contains: 

• Homarylamine—a  new  non-narcotic  antitussive  with  cough 
control  shown  to  approximate  that  of  codeine.  • Bacitracin' 
Tyrothricin-Neomycin  — a,  combined  antibiotic  treatment 
against  many  pathogenic  organisms  with  little  danger  of 
unfavorable  side  effects.  • Benzocaine—a  local  anesthetic  for 
soothing  relief  to  inflamed  tissues.  Being  slowly  absorbed, 
it  is  especially  beneficial  for  prolonged  effect  and  benefit  to 
surrounding  areas. 

Supplied:  Vials  of  12. 

Each  ^PENTAZETS’  troche  contains: 


Homarylamine  hydrochloride  20  mg. 

Zinc  Bacitracin 60  units 

Tyrothricin 1 mg. 

Neomycin  sulfate  6 mg. 

(equivalent  to  3.5  mg.  neomycin  base) 
Benzocaine - 6 mg. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  ft  CO.,  Inc.,  PHILADELPHIA  1,  PA. 
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''Since  we  put  him  on  NEOHYDRIN  he's  been 


able  to  stay  on  the  job  without  interruption^ 


oral 

organomercurial 

diuretic 


tablet 

NEOHYDRIN 

BRAND  OF  CHLORMERODRIN 


LAKESIDE 


24657 
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Hastings,  M.D.  (Tucson);  Paul  B.  Jarrett,  M.D.  (Phoenix); 

C.  C.  Piepergerdes,  M.D.  (Phoenix);  Robert  A.  Price,  M.D. 
(Phoenix);  E.  Henry  Running,  M.D.  (Phoenix);  Stuart  San- 
ger, M.D.  (Tucson);  Morris  E.  Stern,  M.D.  (Phoenix);  Laddie 

L.  Stolfa,  M.D.  (Phoenix);  Ashton  B.  Taylor,  M.D.  (Phoenix); 
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MEDICARE  COMMITTEE;  Frank  W.  Edel,  M.D.,  Chairman 
(Phoenix);  W.  Albert  Brewer,  M.D.  (Phoenix);  Ernest  A. 
Bom,  M.D.  (Prescott);  Walter  T.  Hileman,  M.D.  (Tuc.son): 
Paul  B.  Jarrett,  M.D.  (Phoenix):  ADVISORY  TO  MEDICARE 
- Walter  D.  Bigford,  M.D.  (Kingman);  William  E.  Bishop. 

M. D.  (Globe);  Edward  H.  Bregman,  M.D.  (Phoenix);  Ellis 
V.  Browning,  M.D.  (Springerville);  W.  Scott  Chisholm, 
M.D.  (Eloy);  Charles  B.  Daniell,  M.D.  (Morenci);  Orin  J. 
Farness,  M.D.  (Tucson);  C.  Herbert  Fredell,  M.D.  (Flagstaff); 
T.  Richard  Gregory,  M.D.  (Phoenix);  Ronald  S.  Haines, 
M.D.,  (Phoenix);  Delmar  J.  Heim,  M.D.  (Tucson);  Robert 
S.  Keller,  M.D.  (Safford);  Joseph  M.  Kinkade.  M.D.  ('rvic- 
son);  Daniel  W.  Kittredge,  Jr.,  M.D.  (Flagstaff);  Leo  L. 
Lewis,  M.D.  (Winslow);  Charles  S.  Powell,  M.  D.  (\uma); 
George  D.  Reay,  M.D.  (Douglas);  Kenneth  Reichardt.  M.D. 
(Yuma);  Norman  A.  Ross,  M.D.  (Phoenix);  Stuart  Sanger. 
M.D.  (Tuc.son);  Milton  C.  F.  Semoff,  M.D.  (Tucson):  Ch;irles 
S.  Smith,  M.D.  (Nogales);  Lord  A.  Sbipley.  M.D.  (Phoenix!; 
John  M.  Vivian,  M.D.  (Phoenix);  Lowell  C.  Wormley.  M.D 
(Phoenix);  G.  E.  Yount,  Jr.,  M.D.  (Prescott). 

MEDICOLEGAL  COMMITTEE:  Jesse  D.  Hamer.  M.D..  Chair- 
man (Phoenix);  Otto  L.  Bendheim,  M.D.  (Phoenix):  ' e 

M.  Chesser,  M.D.  (Tucson);  John  H.  Green.  M.D.  (Phoenix' 
Walter  T.  Hileman,  M.D.  (Tne.son);  Robert  A.  M.-Cnlle- 
M.D.  (Phoenix). 

NURSING  SERVICES,  JOINT  COMMU'H'.K  ON  lMIT.O\  I 
MENT  OF.  Lucille  M.  Dagres,  M.D..  Chainmui  ,il!0:ni'  - 
Francis  J.  Bean,  M.D.  (T)uson);  Rmtiann  I,.  Sn>.!.-r  Ni 
(Phoenix). 
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OSTEOPATHY  LIASION  COMMITTEE:  Reed  D.  Shupe,  M.D., 
Chairman  (Phoenix);  Sebastian  R.  Caniglia,  M.D.  (Phoenix); 
Millard  Jeffrey,  M.D.  (Phoenix);  A.  I.  Podolsky,  M.D. 
(iuma);  Harry  E.  Thompson,  M.D.  (Tucson). 

POISONING  CONTROL,  AD  HOC  COMMITTEE  ON:  Virginia 
M.  Cobb,  M.D.,  Chairman  (Tucson);  Paul  B.  Jarrett,  M.D. 
(Phoenix);  Maurice  Rosenthal,  M.D.  (Phoenix);  Martin  S. 
Withers,  M.D.  (Tucson). 

PROFESSIONAL  LIABILITY  INSURANCE  INVESTIGATING 
COMMITTEE:  Howard  C.  Lawrence,  M.D.,  Chairman 

(Phoenix);  Ernest  A.  Born,  M.D.  (Prescott);  Jesse  D.  Hamer, 
M.D.  (Phoenix);  Paul  B.  Jarrett,  M.D.  (Phoenix);  Stuart 
Sanger,  M.D.  (Tucson). 

PROFESSIONAL  LIASION  COMMITTEE:  William  B.  Steen, 

M. D.,  Chairman  (Tucson);  Raymond  J.  Jennett,  M.D.  (Phoe- 
nix); Harold  W.  Kohl,  M.D.  (Tucson). 

SAFETY  COMMITTEE;  MacDonald  Wood,  M.D.,  Chairman 
(Mesa);  Donald  F.  DeMarse,  M.D.  (Holbrook);  Paul  B. 
Jarrett,  M.D.  (Phoenix);  Henry  P.  Limbacher,  M.D.  (Tucson). 
SCHOOL  HEALTH,  CO-ORDINATING  COMMITTEE  ON:  Mar- 
cus W.  Westervelt,  M.D.,  Chairman  (Tempe);  Jack  H.  Dem- 
low,  M.D.  (Tucson);  Noel  G.  Smith,  M.D.  (Phoenix);  Robert 

N.  Stratton,  M.D.  (Yuma). 

V'RTERANS  MEDICAL  AFFAIRS  LIASION  COMMITTEE: 
Hilary  D.  Ketcherside,  M.D.,  Chairman  (Phoenix);  John  L. 
Cogland,  M.D.  (Phoenix);  John  A.  Eisenheiss,  M.D.  (Phoe- 
nix); Robert  E.  Hastings,  M.D.  (Tucson);  Walter  T.  Hile- 
man,  M.D.  (Tucson);  Frederick  J.  Lesemann,  M.D.  (Tucson); 
C.  Selby  Mills,  M.D.  (Phoenix);  John  F.  Stanley,  M.D. 
(Yuma). 

ADVISORY  COMMITTEE  TO  THE  WOMAN’S  AUXILIARY: 
Charles  S.  Powell,  M.D.,  Chairman  (Yuma);  Melvin  A. 
Phillips,  M.D.  (Prescott);  Donald  A.  Poison,  M.D.  (Phoenix); 
Harry  E.  Thompson,  M.D.  (Tucson). 
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OFFICERS  OF  THE  AUXILIARY  TO  THE  ARIZONA 
MEDICAL  ASSOCIATION  - 1958-58 

President  Mrs.  Charles  S.  Powell 

698— 9th  Ave.,  Yuma 

President  Elect  Mrs.  Melvin  W.  Phillips 

928  Flora  Street,  Prescott 

1st  Vice  President  Mrs.  Hiram  D.  Cochran 

2716  East  4th  Street,  Tucson 

2nd  Vice  President  Mrs.  Robert  A.  Stratton 

1916— 6th  Ave.,  Yuma 

Treasurer Mrs.  Ian  M.  Chesser 

2909  E.  Alta  Vista,  Tucson 

Recording  Secretary Mrs.  Clare  W.  Johnson 

305  E.  Tuckey  Lane,  Phoenix 

Corresponding  Secretary  Mrs.  Ralph  T.  Irwin 

728— 6th  Ave.,  Yuma 

Director  (1  year) Mrs.  Oscar  W.  Thoeny 

721  Encanto  Drive,  S.  E.,  Phoenix 

Director  (1  year)  Mrs.  John  F.  Stanley 

201— 1st  Ave.,  Yuma 

Director  (2  years)  Mrs.  William  E.  Bishop 

60.5  S.  Third  Street,  Globe 
STATE  COMMITTEE  CHAIRMEN  - 1957-58 

Chaplain  Mrs.  James  Moore 

305  W.  Granada,  Phoenix 

Bulletin  Mrs.  William  E.  Bishop 

605  South  Third  Street,  Globe 

Civil  Defense  Mrs.  John  Kennedy 

814  East  Palmaire,  Phoenix 

Finance  Mrs.  John  F.  Stanley 

201— 1st  Ave.,  Yuma 

Historian  Mrs.  Brick  S torts 

3228  East  Fifth  Street,  Tucson 

Legislation  Mrs.  Paul  Causey 

2200  N.  Alvarado  Road,  Phoenix 

Today’s  Health  Mrs.  William  A.  Phillips 

633— 8th  Ave.,  Yuma 

Mental  Health  Mrs.  John  Eisenbeiss 

3121  North  17th  Ave.,  Phoenix 

Nominating  Mrs.  Roy  Hewitt 

130  Camino  Miramonte,  Tucson 

Recruitment  Mrs.  Arthur  V.  Dudley 

Rt.  6 Box  876,  Tucson 

Parliamentarian  Mrs.  George  Enfield 

33.5  West  Cambridge  Ave.,  Phoenix 

Public  Relations  & Safety  Mrs.  Oscar  W.  Thoeny 

721  Encanto  Drive.,  S.  E.,  Phoenix 

Revisions  Mrs.  Jesse  Hamer 

1819  N.  11th  Ave.,  Phoenix 

Student  Nurse  Loan  Fund  Mrs.  Donald  Poison 

1817  Palmcroft  Dr.,  N.  W.,  Phoenix 

Medical  Education  Fund  Mrs.  H.  A.  Hough 

225  Yavapai  Drive,  Prescott 

Newsletter  Mrs.  John  T.  Clymer 

7040  N.  7th,  Phoenix 

Publicity  Mrs.  Juan  E.  Fonseca 

Pf  4.  Box  290.  Tucson 

COUNTY  PRESIDENTS  AND  OFFICERS  1957-58 
COCONINO  COUNTY 

President Mrs.  Jay  L.  Sitterley 

206  W.  Hunt,  Flagstaff 

Vice  President Mrs.  Roy  Young 

Flagstaff 

Secretary Mrs.  Herbert  Fredell 

Flagstaff 

Treasurer  Mrs.  Leo  Schnur 

Sedona 


GILA  COUNTY 

President Mrs.  Albert  J.  Harris 

185  E.  Cedar  Street,  Globe 

Vice  President Mrs.  James  Hazel 

Box  928,  Hayden 

Secretary-Treasurer Mrs.  Robert  V.  Horan 

Box  1296,  Miami 
MARICOPA  COUNTY 

President  Mrs.  Lorel  A.  Stapley 

7029  N.  2nd  Drive,  Phoenix 

1st  Vice  President  Mrs.  Thomas  Rowley 

114  S.  Miller,  Mesa 

2nd  Vice  President  Mrs.  Robert  B.  Leonard 

3041  N.  Evergreen,  Phoenix 

Recording  Secretary  Mrs.  Seymour  Silverman 

334  East  Medlock,  Phoenix 

Treasurer  Mrs.  Laddie  L.  Stolfa 

204  East  Pomona  Road,  Phoenix 
PIMA  COUNTY 

President  Mrs.  John  K.  Bennett 

185  Sierra  Vista  Dr.,  Tucson 

President-Elect  Mrs.  Ian  M.  Chesser 

2909  E.  Alta  Vista  Dr.,  Tucson 

1st  Vice  President Mrs.  Wesley  S.  Fee 

215  Busch  Place,  Tucson 

2nd  Vice  President Mrs.  James  N.  Lane 

Rt.  5,  Box  723,  Tucson 

Recording  Secretary  Mrs.  G.  A.  Janssen 

2934  E.  Stratford  Dr.,  Tucson 

Corresponding  Secretary  Mrs.  J.  K.  Nattinger 

4750  N.  Camino  Luz,  Tucson 

Treasurer Mrs.  Fred  H.  Landeen 

6911  E.  Soyaluna  PL,  Tucson 
YAVAPAI  COUNTY 

President  Mrs.  William  H.  Marlowe 

520  Highland  Ave.,  Prescott 

Vice  President  Mrs.  C.  F.  Bladder 

22  Mountain  Club,  Prescott 

Secretary  Mrs.  William  Holsey 

Vet.  Adm.  Center,  Prescott 

Treasurer  Mrs.  Joseph  P.  McNally 

208  Grove,  Prescott 
YUMA  COUNTY 

President Mrs.  Robert  M.  Matts 

1425— 7th  Ave.,  Yuma 

Vice  President Mrs.  James  Volpe 

1806— 6th  Ave.,  Yuma 

Treasurer  Mrs.  William  H.  Lyle 

1429— 10th  Ave.,  Yuma 

Secretary Mrs.  Carl  Bengs 

1317— 7th  Ave.,  Yuma 


...  a complete  line  of 

SURGICAL  SUPPORTS 

Fitted  exactly  as  you  pre- 
scribe. 

. . . for  your  patients'  every 
condition  — such  as  back 
strain,  obesity,  post-opera- 
five,  viceroptosis,  cardiac, 
emphysema,  etc. 

Hospital  and  home  calls 
made  at  your  direction. 

Expert  fitters,  private  fitting 
rooms. 

Grovers  Surgical  Supports 
Store 

3123  N.  CENTRAL  AVE. 

PHOENIX  PHONE 

ARIZONA  CR  4-5562 


c 

AN  ANTIBIOTIC  TRIAD 
-FOR  THE  CONTROL  OF 
ALL  COCCAL  INFECTIONS 


against  staph-, 
strep-  and 
pneumococci 


Indications 

ERYTHROCIN  is  indicated  in  treat- 
ing infections  caused  by  staphy- 
lococci, streptococci  (including 
enterococci),  and  pneumococci. 
Indicated  also,  in  treating  infec- 
tions that  have  become  resistant 
to  other  antibiotics.  May  be  used 
for  patients  who  are  allergic  to 
penicillin  or  other  antibacterials. 

Dosage 

Usually  administered  in  a total 
daily  dose  of  1 to  2 Gm.,  depending 
on  severity  of  infection.  Suggested 
dose  is  250  mg.  every  six  hours; 
for  severe  infections,  usual  dose  is 
500  mg.  every  six  hours. 

Supplied 

In  bottles  of  25  and  100  Filmtahs 
( 100  and  250  mg. ) . Also,  in  tasty, 
cinnamon-flavored  oral  suspen- 
sion, in  75-cc.  bottles.  Each  5-cc. 
teaspoonful  represents  100  mg.  of 
ERYTHROCIN  activity. 


®Filmtab — Film -sealed  tablets,  Abbott;  pat,  applied  for. 
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REMARKABLE  EFFECTIVENESS  PLUS  A SAFETY  RECORD 
UNMATCHED  IN  SYSTEMIC  ANTIBIOTIC  THERAPY  TODAY 

Actually,  after  almost  six  years  of  extensive  use,  there  has  not  been  a single  report 
of  a serious  reaction  to  erythrocin.  And,  after  all  this  time,  the  incidence  of 
resistance  to  erythrocin  has  remained  exceptionally  low. 

You’ll  find  erythrocin  is  highly  effective  against  the  majority  of  coccal  infec- 
tions and  may  also  be  used  to  counteract  complications  from  Q 0 . , 

severe  viral  attacks.  It  comes  in  Filmtabs  and  in  Oral  Suspension. 
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for  those 

penicillin-sensitive 

organisms 


Indications 

Against  all  penicillin-sensitive 
organisms.  For  prophylaxis  and 
treatment  of  complications  in 
viral  conditions.  And  as  a prophy- 
laxis in  rheumatic  fever  and  in 
rheumatic  heart  disease. 

Dosage 

Depending  on  the  severity  of  the 
infection,  125  to  250  mg.  (200,000 
to  400,000  units)  every  four  to  six 
hours.  For  children,  dosage  is  de- 
termined by  age  and  weight. 

Supplied 

Filmtahs  compocillin-v  (Potas- 
sium Penicillin  V,  Abbott)  come  in 
125  mg.  (200,000  units),  bottles  of 
50;  and  in  250  mg.  (400,000  units), 
bottles  of  25.  Oral  Suspension 
COMPOCILLIN-V  (Hydrabamine 
Penicillin  V,  Abbott),  contains  180 
mg.  per  5-cc.  teaspoonful,  in  40-cc. 
and  80-cc.  bottles. 
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THE  HIGHER  BLOOD  LEVELS  OF  COMPOCILLIN-V 

—IN  EASY-TO-SWALLOW  FILMTABS  AND  TASTY,  ORAL  SUSPENSION 


units/cc.  16 


14 


12 


Filmtab  Compocillin-V 
(Potassium  Penicillin  V,  Abbott) 

Uncoated  Potassium  Penicillin  V 
Buffered  Potassium  Penicillin  G 


10 


Doses  of  400,000  units  were  administered  before 
mealtime  to  40  subjects  involved  in  this  study. 

The  chart  represents  a comparison  of  the  blood  levels  of 
FiLMTAB  COMPOCILLIN-V  (Potassium  Penicillin  V,  Abbott) 
with  uncoated  potassium  penicillin  V,  and  with  buffered 
potassium  penicillin  G.  Bar  heights  show  ranges,  while 
crossbars  show  medians.  Note  the  high  ranges  and  aver- 
ages of  FILMTAB  COMPOCILLIN-V  at  % hour,  and  at  1 hour. 


I 


Hours 


Now,  with  Filmtab  COMPOCILLIN-V,  patients  get  (and  within  minutes)  fast,  high  peni- 
cillin concentrations.  Note  the  blood  level  chart. 

CGMPOCiLLiN-v  is  indicated  whenever  penicillin  therapy  is  desired.  It  comes  in 
two  highly-acceptable  forms.  Filmtab  compocillin-v  offers  two  therapeutic  dosages 
(125  and  250  mg.).  Patients  find  Filmtabs  tasteless,  odorless  and  easy-to-swallow. 
For  children,  COMPOCILLIN-V  comes  in  a tasty,  banana-flavored  P P H- 

suspension.  It’s  ready-mixed  — stays  stable  for  at  least  18  months.  vA-U  UT/ lL 
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Indications 

SPONTIN  is  indicated  for  treating  gram- 
positive  bacterial  infections.  Clinical 
reports  have  indicated  its  effectiveness 
against  a wide  range  of  staphylococcal, 
streptococcal  and  pneumococcal  infec- 
tions. It  can  be  considered  a drug  of 
choice  for  the  immediate  treatment  of 
serious  infections  caused  by  organisms 
resistant  to  other  antibiotics. 

Dosage 

Recommended  dosage  depends  on  the 
sensitivity  of  the  microorganism  and  on 
the  severity  of  the  disease  undei*  treat- 
ment. For  pneumococcal  and  streptococ- 
cal infections,  a dosage  of  25  mg./Kg. 
per  day  will  usually  be  adequate.  Major- 
ity of  staphylococcal  infections  will  be 
controlled  by  25  to  50  mg./Kg.  per  day. 
However,  in  endocarditis  due  to  rela- 
tively resistant  strains  or  where  vege- 
tations or  abscesses  occur,  dosages  as 
high  as  75  mg./Kg.  per  day  may  be  used. 
It  is  recommended  that  the  daily  dosages 
be  divided  into  two  or  three  equal  parts 
at  eight-  or  twelve-hour  intervals. 

Supplied 

SPONTIN  is  supplied  as  a sterile,  lyophi- 
lized  powder,  in  vials  representing  500 
mg.  of  ristocetin  activity. 


and  when 
coccal  infections 
hospitalize 
the  patient 


•02070 


Vol.  15,  No.  2 


Arizona  Medicine 


13A 


A LIFESAVING  ANTIBIOTIC  AFTER  OTHER  ANTIBIOTICS  HAD  FAILED 


SPONTIN  comes  to  the  medical  profession  with  a clinical  history  of  dramatic  results 
— cases  where  the  patients  were  given  little  chance  of  survival. 

During  these  careful,  clinical  investigations,  lives  were  saved  after  weeks  (and 
sometimes  months)  of  antibiotic  failures.  These  were  the  cases  where  the  infecting 
organisms  had  become  resistant  to  pi’esent-day  therapy.  And,  just  as  important, 
were  the  good  results  found  against  a wide  range  of  gram-positive  coccal  infections. 

Essentially,  SPONTIN  is  a drug  for  hospital  use,  for  patients  with  potentially 
dangerous  infections.  In  its  present  form,  SPONTIN  is  administered  intravenously 
using  the  drip  technique.  Dosage  may  be  dissolved  in  5%  de.xtrose  in  water  or  in 
any  isotonic  or  hypotonic  saline  solution.  Some  of  the  important  therapeutic  points 
of  SPONTIN  include: 

1 successful  short-term  thei’apy  for  acute  or  subacute  endocarditis 

2 new  antimicrobial  activity  — no  natural  resistance  to  SPONTIN  was  found  in 
tests  involving  hundreds  of  coccal  strains 

3 antimicrobial  action  against  which  resistance  is  rare  — and  e.xtremely  diffi- 
cult to  induce 

4 bactericidal  action  at  effective  therapeutic  dosages, 

SPONTIN  is  truly  a lifesaving  antibiotic.  It  could  save  the  life  0 0 4-f 

of  one  of  your  patients  — does  your  hospital  have  it  stocked?  V_Aa)1jX3'iX 


with  new 


geriatrics  feei  better. . . faster. . . ionger 

without  stimulation . . . without  letdown 


We  won’t  predict  that  pole  vaulter . . .Class  of  ’19. . . 
is  going  to  make  it . . . 

We  don’t  recommend  such  strenuous  exercise 
for  geriatric  patients . . . even  when  they’re 
faithfully  taking  Viriatric  tablets. 

We  do  recommend  that  you  prescribe  Viriatric 
for  geriatric  patients  and  we  do  predict  that 
they’ll  feel  better . . . faster . . . longer . . . 
without  alcoholic  or  amphetamine  stimulation , , . 
when  they  take  two  Viriatric  tablets  twice  a day. 

In  cases  where  stimulants  are  advisable,  they 
may  be  prescribed  separately. 

Some  of  the  important  Viriatric  features  are . . . 

► Glycine  and  L-Lysine  provide  amino  acid  supplements 

► Balanced  blend  of  hormones  help  prevent  metabolic  degeneration 

► Balanced  blend  of  digestive  enzymes  for  improved  digestion 

► Niacinamide  promotes  psychiatric  orientation, 
improved  skin  tone,  muscular  and  joint  mobility 

Ethically  promoted  Viriatric  Tablets . . . for  geriatrics . . . 
available  at  all  pharmacies  in  bottles  of  100. 


BOYLE 


& COMPANY,  Los  Angeles  54,  California 


Each  Viriatric  tablet  contains: 

Methyl  Testosterone 0.75  mg. 

Ethinyl  Estradiol 0.0045  mg 

Vitamin  A 1500  U.S.P.  Units 

Vitamin  D 150  u.S.P.  Units 

Vitamin  B-1  1.5  mg 

Vitamin  B-2 1.5  mg. 

Vitamin  B-6  0.375  mg 

Vitamin  B-12  with  Intrinsic 

Factor  Concentrate  USP 1/40  Unit 

Vitamin  B-12  Activity 0.5  meg. 

Folic  Acid 0.09  mg 


Niacinamide 37.5  mg. 

Panthenol  2.5  mg. 

Biotin  2.5  meg. 

Vitamin  C 37.5  mg. 

Hesperidin  Purified 6.3  mg. 

Rutin 3.75  mg. 

Vitamin  E 2.5  mg. 

Choline  Bitartrate 100.0  mg. 

L-Lysine  Monohydrochloride 37.5  mg. 

Inositol  12.5  mg. 

Betaine  Hydrochloride  25.0  mg. 

Pancreatin  24.3  mg.. 


Pepsin  

Bile  Acids  Mixed  Oxidized  . . . . 
Glycine  (Aminoacetic  Acid  NF). 
Iron  (Ferrous  Sulfate,  Dried).. 
Copper  

.24.3  mg. 

. 6.25  mg. 

.12.5  mg. 

. 5.0  mg. 

. 0.00017  mg. 
. 0.04  mg. 

Calcium  

.70.0 

mg. 

Manganese  

. 0.5 

mg. 

Potassium  

. 2.5 

mg. 

Magnesium  

. 2.5 

mg. 

Zinc  

. 0.38 

mg. 

Molybdenum  

. 0.025 

mg. 
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Protection  Against  Loss  Of  Income  From 
Accident  & Sickness  As  Well  As  Hospital 
Expense  Benefits  For  You  And  All  Your 
Eligible  Dependents. 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 

Since  1902 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


P.  A.  F.  41  pH‘ 

(Pulvis  Antisepticus  Fortior) 

Improved  Douche  Powder 

G-11®  (Hexachlorophene  USP),  deodorant 

FORTIFIED  — with  Sodium  Lauryl  Sulfate 
and  Alkyl  Aryl  Sulfonate. 

DETERGENT  — High  surface  activity  in  acid 
and  alkaline  media. 

LOW  SURFACE  TENSION  — Increases  pene- 
tration into  the  vaginal  rugae. 

HIGH  SURFACE  ACTIVITY  - Aids  in  des- 
truction and  dissolution  of  abnormal  bac- 
teria and  organisms  such  as  Trichomonas 
and  fungus. 

Buffered  to  control  a normal  vaginal  pH. 

ETHICALLY  PKGED,  net  wt. 

10  oz $1.25 

Mfd.  by  G.  M.  CASE  LAB., 

San  Diego,  Calif. 


ALCOHOLISM 

A hospital  equipped  and  staffed  for  the  accommo- 
dation of  those  patients  in  whom  over  indulgence  in 
alcoholic  beverages  has  created  a problem. 

OPEN  STAFF  to  members  of  the  Arizona  Medical 
Association. 

POLLEN  FREE  REFRIGERATED  AIR 
CONDITIONING  FOR  YEAR  ROUND  COMFORT 

“The  O/'attkliH 

Hospital  License  No.  71 
Registered  A.M.A. 

Member  A.H.A. 

367  No.  21st  Avenue 
PHOENIX,  ARIZONA 

Phone  - Day  or  Night  - AL  3-4751 


relaxes 

both 

mind 


museie 


without 
impairing 
mental 
or  physical 
efficiency 


nontoxic  / no  blood  dyscrasias,  liver  toxicity, 
Parkinsondike  syndrome  or  nasal  stufFiness  / 
well  suited  for  prolonged  therapy 


Sufjj)lied:  400  mg.  scored  tablets,  200  mg.  sugar-coated 
tablets.  Usual  dosage:  One  or  two  400  mg.  tablets  t.i.d. 

For  anxiety,  tension  and  niiiscle 
spas77i  in  everyday  practice. 


Milt  own 


tranquilizer  ivith  muscle-relaxant  action 

2-methy|.2-n.propyl-l,3.propanodiol  dicarbam,ili- 

#r 

IHK  ORICaNAI.  Ml  I’ROH.XMA  1 1 

DISCOX'KRKl)  .S;  IN  1 ROnrcri'!  Itx 

XVAl.I  .VCK  l.ABOUVIOKIls 

NKW  BRIJNSW  ICK,  MW  |l  RslA 

CM-6058 


Anxiety  of  pregnancy 


‘Miltown'  therapy  resulted  in  complete 
relief  from  symptoms  in  88%  of  pregnant 
women  complaining  of  insomnia,  anxiety, 
and  emotional  upsets.* 

‘Miltown’  (usual  dosage:  400  mg. 
q.i.d.)  relaxes  both  mind  and  muscle  and 
alleviates  somatic  symptoms  of  anxiety, 
tension,  and  fear. 

‘Miltown’  therapy  does  not  affect  the 
autonomic  nervous  system  and  can  be 
used  with  safety  throughout  pregnancy:'' 


*BeIafsky,  H.  A., 

Breslow,  S. 
and  Shangold,  J . E. : 
Meprohamaie  in  pregnancy. 
Obst.  & Gynec. 

9:703,  June  1957. 


OWIT 


THE  ORIGINAL  MEPROBAMATE 
DISCOVERED  & INTRODUCED  BY 
\*^/WALLACE  LABORATORIES 
NEW  BRUNSWICK,  NEW  JERSEY 
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CLINICAL 

COLLOQUY 


My  'patients  complain  that 
the  pain  tablets  1 prescribe 
are  too  slow-acting . . . 
they  usually  take  about 
30  to  UO  minutes  to  work. 

Why  don’t  you  try 
the  new  analgesic 
that  gives  faster, 
longer- lasting  pain  relief? 

What  is  it... 
how  fast  does  it  act? 

■4 

It’s  Percodan®— relieves  pain 
in  5 to  IS  minutes, 
with  a single  dose 
lasting  6 hours  or  longer. 

How  about  side  effects? 

No  problem.  For  example, 
the  incidence  of  constipation 
with  Percodan*  is  rare. 

Sounds  worth  trying  — 
whats  the  average  adidt  dose? 

One  tablet  every  6 hours. 

That’s  all. 

Where  can  I get 
literature  on  Percodan? 

Just  ask  your  Endo  detailman 

or  write  to: 


ENDO  LABORATORIES 

Richmond  Hill  18,  Netv  York 


•U.  S.  Pat.  2,628,185.  PERCODAN  contains  salts  of  dihydrohydroxycodoinone  and 
homatropine,  plus  APC.  May  be  habit-forming.  Available  through  all  pharmacies. 
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help  reduce 
the  pressures 

IN  your 

patients 


help  reduce 

the  pressures 
ON  your 
patients 


for  total  management 
of  your  hypertensive 
patients  rely  upon 


f 

Raudixin  provides  gradual,  sustained  lowering  of 
blood  pressure  in  hypertensive  patients,  as  well  as 
a mild  bradycardia.  Hence,  the  work  load  of  the 
heart  is  reduced. 

. . ojten  preferred  to  rese7yme  in  private 
'practice  because  of  the  additional  activity 
of  the  whole  root.” 

Corrin,  K.  M.:  Am.  Pract.  & Dig-.  Treatment  8:721  (May)  1957. 


Squibb  Whole  Root  Rauwotfia  Serpentina 

Tranquilizing  Raudixin  helps  relax  the  anxious 
hypertensive  patient  so  that  he  is  better  able  to 
cope  with  external  pressures  without  being  over- 
whelmed by  them.  By  reducing  these  anxieties  and 
tensions,  Raudixin  helps  break  the  mental  tension 
—hypertension  cycle.*^' 

I;r-  ■ . 

Dosage:  Two  100  mg.  tablets  once  daily;  may  be  adjusted 
within  range  of  50  to  300  mg.  Supply:  50  and  100  mg.  tablets. 
Bottles  of  100, 1000  and  5000. 


Squibb 


Squibb  Quality— the  Priceless  Ingredient 


TRADEMARK 


now  for  angina 


(PENTAERYTHftITOL  TETRANITRATe)  (HYOROXYZtNE.) 


links 

freedom  from 
anginal  attacks 


with  a shelter  of 
tranquility 


In  pain.  Anxious.  Fearful.  On  the  road  to  cardiac 
invalidism.  These  are  the  pathways  of 
angina  patients.  For  fear  and  pain  are  inexorably 
linked  in  the  angina  syndrome. 


For  angina  patients— perhaps  the  next  one  who 
enters  your  office— won’t  you  consider  new 
CARTRAX?  This  doubly  effective  therapy  combines 
PETN  (pentaerythritol  tetranitrate)  for  lasting 
vasodilation  and  atarax  for  peace  of  mind. 

Thus  CARTRAX  relieves  not  only  the  anginal  pain 
but  reduces  the  concomitant  anxiety. 


New  York  17,  New  York 
Division^  Chas.  Pfizer  ir  Co.j  Inc. 


Dosage  and  supplied:  begin  with  1 to  2 yellow  cartrax 
“10”  tablets  (10  mg.  petn  plus  10  mg.  atarax)  3 to  4 times 
daily.  When  indicated,  this  may  be  increased  for  more 
optimal  effect  by  switching  to  pink  cartrax  “20”  tablets 
(20  mg.  PETN  plus  10  mg.  atarax.)  For  convenience,  write 
“cartrax  10”  or  “cartrax  20.”  In  bottles  of  100. 
cartrax  should  be  taken  30  to  60  minutes  before  meals,  on 
a continuous  dosage  schedule.  Use  petn  j)reparations 
with  caution  in  glaucoma. 

“Cardiac  patients  who  show  significant  mam ji  stations  oj 
anxiety  should  reieive  ataractic  treatment  as  pint  o;  !-n 
therapeutic  approach  to  the  cardiac  problem 

1.  W.ililman.  S.,  anil  Pi-liu-r,  L.:  Am.  Praia.  Iv  niRosl  IKat.  a hil.'  ■ 
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Phenqphen  No 


ins 


A.  H.  ROBINS  CO..  Inc..  RICHMOND  20,  VA. 

Ethical  Pharmaceuticals  of  Merit  since  187S 


in  common 
mixed 
infections 

...tetracycline 

I Phosphate 


PANMYCIN 


for  children : 

PANMYCIN  KM 
S|rrup 


■RBM  • aPCCniUM 
TCr«ACVCUNB 
m ITS  MBST 
EFneicNT  roMM 

ProducBS  mate  tetracycline 
in  the  blood  with  no  more  in 
the  dose.  No  calciumoa 
depress  blood  levets.i  Sasic 
broad  spectrum  therapy  in 
bronchitis,  pharyt^lis, 

■itis  media,  torisitlitis.  and 
■her  common  respiratory 
mbctions. 

1 IWlIiIi.  rt  . Wrtoet.  W.  ». 

« Cttn  f 


in  potentially 
serious 
infections 

...tetracycline 

phosphate 

plus 

novobiocin 


PANALBA 

for  children; 

PANALBA  KM 
Granules 


THE  BREADTH  OF 
PANMYCIN  PHOSPHATE  PLUS 
THE  ANTIMICROCOCCAL 
DEPTH  OF  ALBAMYCINt 

Offers  maximum  antimicrobial 
action  at  the  earliest 
possible  moment.  The 
antibiotic  preparation  of  first 
resort  in  pneumonia  of 
unknown  etiology,  carbuncles, 
multiple  furunculosis, 
cellulitis,  and  infections 
resistant  to  previous  therapy. 


for  the 
7 monilia- 
susceptible 
types 

...tetracycline 

phosphate 

plus 

nystatin 


YCIN 


* 


Upfohn 


PAMWYCtN  PHOSPiOTK 
PlittS  THE  ANTtMOtnUAL 
PNQTECnON  OF  NTSTAIIM 


> ; 


The  ^ical  choice  ter 
patidfrts  requiring  high  doses 
of  antifalotiGS  or  prolonged 
antfbibtiC  therapy:  for 
paffe^'  wttfi  previous 
mblTihi!’ complications;  for 


dhibrtirH'; 

l^orticoids; 

: and 
the 


The  Up^n  Compeny.  lUiemacpo. 


CLINICAL 

JUbGiyiENT 

DICtATES 

THE 

CHOICE 


THE  CHOICE  OF  A 
SYSTEMIC  ANTIBIOTIC 
IS  A MATTER  OF 
CLINICAL  JUDGMENT 


1.  PANMYCIN  PHOSPHATE  IN 
COMMON  MIXED  INFECTIONS 

USUAL  DOSAGE:  ADULTS:  250  mg.  every  6 hours  or  500  mg,  every  12  hours,  children: 
Approximately  8 mg.  per  pound  of  body  \«eight  daily,  in  four  equally  divided  doses  every 
6 hours,  or  two  equally  divided  doses  every  12  hours. 

SUPPLIED:  CAPSULES:  250  mg.  in  bottles  of  16  and  100;  125  mg.  in  bottles  of  25  and  100. 
PANMYCIN  KM  SYRUP:  Each  teaspoonful  (5  cc.)  contains  tetracycline  equivalent  to  125 
mg.  tetracycline  hydrochloride,  and  potassium  metaphosphate,  100  mg.,  mint 
flavor,  in  2 fluidounce  and  pint  bottles. 

2.  PANALBA  IN  POTENTIALLY 
SERIOUS  INFECTIONS 

USUAL  DOSAGE:  ADULTS:  1 or  2 capsules  three  or  four  times  a day,  depending  on  the  type 
and  severity  of  the  infection,  children.-  Proportionately  less. 

SUPPLIED:  Each  powder-blue-and-brown  capsule  contains  Panmycin  (tetracycline) 
Phosphate  complex  equivalent  to  250  mg.  tetracycline  hydrochloride,  and  Albamycin 
(as  novobiocin  sodium)  125  mg.;  in  bottles  of  16  and  100. 

Also  available:  panalba  km  granules  (Pediatric).  When  reconstituted,  each  5 cc. 
teaspoonful  contains  Panmycin  equivalent  to  tetracycline  hydrochloride,  125  mg.  and 
Albamycin  (as  novobiocin  calcium)  62.5  mg.,  and  potassium  metaphosphate  100  mg.;  in 
pleasantly  flavored  vehicle.  Dosage  is  based  upon  amount  of  tetracycline  — 6 to  8 mg.  per 
pound  of  body  weight  per  day  in  2 to  4 equally  divided  doses. 

3.  COMYCIN  FOR  THE  7 MONILIA- 
SUSCEPTIBLE  TYPES 

USUAL  DOSAGE:  ADULTS:  1 or  2 capsules  every  6 hours.  CHILDREN:  Proportionately  less. 
SUPPLIED:  Each  brown-and-pink  capsule  contains  tetracycline  phosphate  complex,  equiv- 
alent to  250  mg.  tetracycline  hydrochloride;  nystatin  250,000  units.  In  bottles  of  16 
and  100. 

Upjohn 

The  Upjohn  Company,  Kalamazoo,  Michigan 


Vol  15,  No.  2 


Arizona  Medicine 


21A 


Alseroxylon  less  toxic  than  reserpine 
..  alseroxylon  is  an  antihypertensive  agent 
of  equal  therapeutic  efficacy  to  reserpine  in 
the  treatment  of  hypertension,  but  with 
significantly  less  toxicity.” 

Ford,  R.V.,  and  Moyer,  J.H.:  Rauwolfia  Toxicity 
in  the  Treatment  of  Hypertension:  Some  Observa- 
tions on  Comparative  Toxicity  of  Reserpine,  a 
Single  Alkaloid,  and  Alseroxylon,  a Compound  Con- 
taining Multiple  Alkaloids,  Postgrad.  Med.,  Janu- 
ary, 1958. 


just  two  tablets 
at  bedtime 


Rauwiloid® 

(alseroxylon,  2 mg.) 

for  gratifying 

rauwolfia  response 

virtually  free  from  side  actions 


I ^ Whin  more  potent  drags  are  needed,  prescribe 
Rauwiloid®  + Veriloid® 

alseroxylon  1 mg.  and  olkavervif  3 mg. 

for  moderate  to  severe  hypertension. 
Initial  dose  1 tablet  t.i.d.,  p.c. 


Rauwiloid®  + Hexamethonium 

alseroxylon  1 mg.  and  hexamethonium  chloride  dihydrate  250  mg. 

in  severe,  otherwise  intractable  hypertension. 

Initial  dose  V%  tablet  q.i.d. 

Both  combinations  in  convenient  single-tablet  /o  ■ ^ 
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EVERY  WOMAN 
WHO  SUFFERS 
IN  THE 
MENOPAUSE 
DESERVES 
"PREMARIN® 

O 

widely  used 
natural,  oral 
estrogen 


AYERST  LABORATORIES 
New  York,  N.  Y.  • Montreal,  Canada 

5646 


DAY  OR  NIGHT 

TWIN-ENGINE  AIR-AMBULANCE  SERVICE 

Almost  any  point  in  Arizona  is  within  one  hour  of 
Phoenix  by  our  oxygen-equipped  air-ambulance.  Twin  en- 
gine dependability  for  up  to  three  patients  at  your  service 
no  matter  what  the  hour. 

Motor-ambulance  service,  too,  is  always  instantly  available. 

A.  L.  MOORE  & SONS 

MORTUARY 

ALpine  4-4111  — Adams  St.  at  Fourth  Ave. 
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respiratory  conoestion 


relief  in  minutes . . lasts  tor 


oraLiy 

hours 


In  the  common  cold,  nasal  allergies,  sinus- 
itis, and  postnasal  drip,  one  timed-release 
Triaminic  tablet  brings  welcome  relief  of 
symptoms  in  minutes.  Running  noses  stop, 
clogged  noses  open — and  stay  open  for  6 to 
8 hours.  The  patient  can  breathe  again. 

With  topical  decongestants,  “unfortu- 
nately, the  period  of  decongestion  is  often 
followed  by  a phase  of  secondary  reaction 
during  which  the  congestion  may  be  equal 
to,  if  not  greater  than,  the  original  condi- 
tion. . . The  patient  then  must  reapply 
the  medication  and  the  vicious  cycle  is 
repeated,  resulting  in  local  overtreatment, 
pathological  changes  in  nasal  mucosa,  and 
frequently  “nose  drop  addiction.” 

Triaminic  does  not  cause  secondary  con- 
gestion, eliminates  local  overtreatment  and 
consequent  nasal  pathology. 

*Morrison,  L.  F.:  Arch.  Otolaryng.  59:48-53  (Jan.)  1954. 

Each  double-dose  “timed-release”  triaminic 
Tablet  contains: 

Phenylpropanolamine  hydrochloride  50  mg. 

Pyrilamine  maleate 25  mg. 

Pheniramine  maleate 25  mg. 

Dosage:  1 tablet  in  the  morning,  afternoon,  and 
in  the  evening  if  needed. 


Each  double-dose  **timed-release** 
tablet  keeps  nasal  passages 
clear  for  6 to  8 hours — 
provides  **around-the-clocJd* 
freedom  from  congestion  on 
just  three  tablets  a day 


disintegrates  to  give  3 to  4 
more  hours  of  relief 


Also  ai?a»7a6/e;  Triaminic  Syrup,  for  children  and 
those  adults  who  prefer  a liquid  medication. 


Triaminic 


"timed- release” 
tablets 


running  noses . . 


SMITH-DORSEY  • a division  of  The  Wander  Company  • 


and  open  stuffed  noses 


Lincoln,  Nebraska  • Peterborough,  Canada 
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of  infant  feeding 

Standard  formulas  for  NEWBORNS 

Breast  feeding  is  the  procedure  of  choice  for 
the  newborn.  But  it  may  need  to  be  comple- 
mented with  standard  formulas  given  here. 

The  first  feeding,  12  hours  after  birth,  consists 
of  a prelacteal  solution  of  5%  Karo  Syrup,  one 
or  two  ounces,  repeated  at  two-hour  intervals. 
Breast  feeding  is  started  on  the  second  day  for 
five-minute  intervals  and  the  prelacteal  feed- 
ing continued  immediately  thereafter  and 
between  nursings. 

Formula  feeding  is  given  on  the  second  day  if 
breast  feeding  is  denied.  The  small  infant 
prefers  the  three-hour  schedule  and  the  large 
infant  the  four-hour  schedule. 

The  initial  formula  is  a low-caloric  milk  mix- 
ture, gradually  increased  in  concentration 
over  several  day  intervals  according  to  toler- 
ance. Standard  formulas  for  whole  cow's  milk 
or  evaporated  milk  modified  with  diluted 
Karo  Syrup  as  shown  here,  constitute  the 
dietary  regimen  for  well  newborns. 

First  formulas  for  newborns, 

concentrated  according  to  tolerance 
Evaporated  Milk  Formulas:  3 oz.  q 4h  x 6 feedings 

FORMULA  1 FORMULA  II  FORMULA  III 

12.5  cals./oz.  16  cals./oz.  20  cals./oz. 


Evap.  Milk  . . 4 oz  5 oz.  6 oz. 

Water 14  oz,  13  oz.  12  oz. 

Karo  Syrup  . . 1/2  oz.  3/4  oz.  1 oz. 


Whole  Cow’s  Milk  Formulas:  3 1/2  oz.  q 4h  x 6 feedings 
FORMULA  I FORMULA  II  FORMULA  III 


11  cals./oz.  11.5  cals./oz.  13.5  cals./oz. 

Whole  Milk  . . 8 oz.  9 oz.  10  oz. 

Water 12  oz.  11  oz.  10  oz. 

Karo  Syrup  . . 1/2  oz.  3/4  oz.  1 oz. 


ADVANTAGES  OF  KARO  IN  INFANT  FEEDING 

Composition:  Karo  is  a su- 
perior maltose-dextrin  mixture 
because  the  dextrins  are  non-fer- 
mentable  and  the  maltose  is 
rapidly  transformed  into  dextrose 
which  requires  no  digestion. 

ConCCntTOtion:  volume  for 
volume  Karo  furnishes  twice  as 
many  calories  as  similar  milk 
modifiers  in  powdered  form. 

Puvity:  Karo  is  processed  at 
sterilizing  temperatures,  sealed 
for  complete  hygienic  protection 
and  devoid  of  pathogenic  or- 
ganisms. 

Low  Cost:  Karo  costs  l/5th  as 
much  as  expensive  milk  modifiers 
and  is  available  at  all  food  stores. 

Medical  Division 

i^*P«  CORN  PRODUCTS  REFINING  COMPANY 

i 7 Battery  Place,  New  York  1^,  N.  Y. 


New... from  Pfizer  Research 


compounds  tested 


compound  unexcelled 


Progress  has  been  made  in  antibiotic  therapy- 
through  the  use  of  absorption-enhancing  agents, 
resulting  in  higher,  more  effective  antibiotic  blood 
levels. 

For  the  past  two  years,  in  a continuing  search 
for  more  effective  agents  for  enhancing  oral  anti- 
biotic blood  levels,  our  Research  Laboratories 
screened  eighty-four  adjuvants,  including  sorbitol, 
citric  acid,  sodium  hexametaphosphate,  and  other 
organic  acids  and  chelating  agents  as  well  as  phos- 
phate complex  and  other  analogs.  After  months  of 
intensive  comparative  testing,  glucosamine  proved 
to  be  the  absorption-enhancing  agent  of  choice. 
Here’s  why: 

1 Crossover  tests  show  that  average  blood  levels 
achieved  with  glucosamine  were  markedly  higher 
than  those  of  other  enhancing  agents  screened.  In 
some  cases  this  effect  was  more  than  double. 

2 Of  great  importance  to  the  practicing  physi- 
cian is  the  consistency  of  the  blood  level  enhance- 
ment achieved  with  glucosamine.  Extensive  tests 
show  that  the  enhancing  effect  with  glucosamine 
occurs  in  a greater  percentage  of  cases  than  with 
any  other  agent  screened. 

3 Glucosamine  is  a nontoxic  physiologic  metabo- 
lite occurring  naturally  and  widely  in  human  se- 
cretions, tissues  and  organs.  It  is  nonirritating  to 
the  stomach,  does  not  increase  gastric  secretion, 
is  sodium  free  and  releases  only  four  calories  of 
energy  per  gram.  Also,  there  is  evidence  that  glu- 
cosamine may  favorably  influence  the  bacterial 
flora  of  the  intestinal  tract. 

For  these  reasons  glucosamine  provides  you  with 
an  important  new  adjuvant  for  better  enhance- 
ment of  antibiotic  blood  levels.  Tetracycline,  po- 
tentiated physiologically  with  glucosamine,  is  now 
available  to  you  as  Cosa-Tetracyn. 

Capsules  250  mg.  and  125  mg. 


COSA-TETRACYN 


CLUCOSAM I NE-POTENTIATED  TETRACYCtl  NE 


Pfizer  Laboratories 

Division,  Chas.  Pfizer  & Co.,  InC. 
Brooklyn  6,  N.  Y. 


The  most  widely  used 
broad-spectrum  antibiotic 
now  potentiated  with 
glucosamine, the 
enhancing  agent  of  choice 

-Tndenurk 
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NOW...  A NEW  TREATMENT 


CARDILATE 


‘Cardilate'  tablets  shaped  for  easy  retention 

in  the  buccal  pouch 

**. . . the  degree  of  increase  in  exercise  tolerance  which  sublingual  ery- 
throl  tetranitrate  permits,  approximates  that  of  nitroglycerin,  amyl 
nitrite  and  octyl  nitrite  more  closely  than  does  any  other  of  the  approxi- 
mately 100  preparations  tested  to  date  in  this  laboratory.” 

‘‘Furthermore,  the  duration  of  this  beneficial  action  is  prolonged  suffi- 
ciently to  make  this  method  of  treatment  of  practical  clinical  value.” 

Riseman,  J.  E.  F.,  Altman,  G.  E.,  and  Koretsky,  S.; 
Nitroglycerin  and  Other  Nitrites  in  the  Treatment  of 
Angina  Pectoris,  Circulation  (Jan.)  1958. 

"'Cardilate’  brand  Erythrol  Tetranitrate  SUBLINGUAL  TABLETS,  15  mg.  scored 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 


Lederle  announces  a major  drug  with  great  new  promise 


■T70S 


r "1  r'  "n 


a new  corticosteroid  created  to  minimize  the 
major  deterrents  to  all  previous  steroid  therapy 


9 alpha-fl^oro-16  alpha-hydroxyprednisolone 


0 

0 


a new  liigh.  in  anti-inflammatory  effects  with  lower  dosage 
(averages  1/^  less  than  prednisone) 


a new  low  in  the  collateral  hormonal  effects  associated 
with  all  previous  corticosteroids 


Q No  sodium  or  water  retention 
Q No  potassium  loss 

Q No  interference  with  psychic  equilibrium 
Q Lower  incidence  of  peptic  ulcer  and  osteoporosis 


LEDERLB  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER,  NEW  YORK 
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AN  AMES  CLINIQUICK 


CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 


EMPTY  NG”  OF  GALLBLADDER  AFTER  FATTY  MEAL 


5 egg  yolks 


48  72 

Minutes 


-Adapted  from  Wright,  S.:  Applied  Physiology,  ed.  8,  London 
Oxford  University  Press,  1947,  p.  734. 


What’s  wrong  with  the  term 

“emptying  of  the  gallbladder’’? 


The  gallbladder  discharges  bile  by  fractional  evacuation.  It  is  not 
emptied  completely  at  any  one  time  even  following  a fatty  meal. 

5oH/-ce  — Lichtman,  S.  S.:  Diseases  of  the  Liver,  Gallbladder  and  Bile  Ducts,  ed.  3, 
Philadelphia,  Lea  & Febiger,  1953,  vol.  2,  p.  1177. 


routine  physiologic  support  for  “sluggish”  older  patients 

DECHOLIN^one  tablet  t.i.d. 

therapeutic  bile 

increases  bile  flow  and  gallbladder  function— combats  bile  stasis 
and  concentration . . , helps  thin  gallbladder  contents. 

corrects  constipation  without  catharsis— prevents  colonic  dehydra- 
tion and  hard  stools ...  provides  effective  physiologic  stimulant. 

Decholin  tablets  (dehydrocholic  acid,  Ames)  3%  gr.  Bottles  of  100  and  500. 


AMES  COMPANY,  INC  • ELKHART,  INDIANA 
Ames  Company  of  Canada,  Ltd.,  Toronto  4^658 


Some  doctors  have  questioned  the  use  of  tranquilizers  in  children.  They  feel,  and 
rightly  so,  that  these  drugs  should  not  be  used  as  palliatives  to  mask  distressing 
symptoms,  while  etiological  factors  go  uncorrected.  But  there  are  three  situations  in 
which  even  the  most  conservative  physician  would  not  hesitate  to  use  tranquilizers: 

1.  When  the  usually  well-adjusted  child  needs  a buffer  against  temporary  emo- 
tional stress,  such  as  hospitalization. 

2.  When  a child  needs  relief  from  an  anxiety-reaction  that  is  in  turn  anxiety- 
provoking,  so  as  to  pave  the  way  for  basic  therapy. 

3.  When  anxiety  underlies  or  complicates  somatic  disease,  as  in  asthma. 

In  such  situations,  tranquilizers  are  likely  to  be  more  effective  and  better  tolerated 
than  previously  accepted  therapy,  such  as  barbiturates. 

But  the  question  arises:  which  tranquilizer  is  suitable  for  children? 

Most  of  the  physicians  now  using  tranquilizers  in  pediatric  practice  have  found  the 
answer  to  be  ATARAX,  confirming  the  conclusions  of  repeated  clinical  studies. 


ATARAX  is  effective  in  a wide  range  of  pediatric  indications. 

ATARAX  has  produced  a “striking  response”  in  a wide  range  of  hyperemotive  states.* 
In  a study  of  126  children,  “the  calming  effect  of  hydroxyzine  (ATARAX)  was 
remarkable”  in  90%.*  Among  the  conditions  that  are  improved  with  ATARAX  are 
tics,  nervous  vomiting,  stuttering,  temper  tantrums,  disciplinary  problems,  crying 
spasms,  nightmares,  incontinence,  hyperkinesia,  etc.* 

ATARAX  is  well  tolerated  even  by  children. 

“ATARAX  appears  to  be  the  safest  of  the  mild  tranquilizers.  Troublesome  side 
effects  have  not  been  reported. . . .”* 

ATARAX  offers  two  pediatric  dosage  forms. 

ATARAX  Syrup  is  especially  designed  for  acceptability  by  medicine-shy  youngsters. 
A small  10  mg.  tablet  is  also  available.  In  either  case,  you  will  get  a rapid,  uncom- 
plicated response.  Why  not,  for  the  next  four  weeks,  prescribe  ATARAX  for  your 
hyperemotive  pediatric  patients.  See  whether  you,  too,  don’t  find  it  eminently 
suitable. 


* Documentation  on  request 


pe;ice  OF  MIND  ATARAX 


(brand  of  hydroxyzine) 


in  any 

hyperemotive 
state 


for  childhood  beh.avior  disorders 

10  mg.  tablets— 3-6  years,  one  tab- 
let t.i.d.;  over  6 years,  two  tablets 
t.i.d.  Syrup— 3-6  years,  one  tsp. 
t.i.d. j over  6 years,  two  tsp.  t.i.d. 

for  adult  tension  and  anxiety 

25  mg.  tablets— one  tablet  q.i.d. 
Syrup-one  tbsp.  q.i.d. 

for  severe  emotional  disturbances 

100  mg.  tablets— one  tablet  t.i.d. 

for  aduit  psychiatric  and  emotional 
emergencies 

Parenterai  Solution-25-50  mg. 
(1-2  cc.)  Intramuscularly,  3-4 
times  daily,  at  4-hour  intervals. 
Dosage  for  children  under  12  not 
established. 


Medical  Director 


New  York  17,  New  York 
Division,  Chas.  Pfizer  & Co.,  Inc. 


Supplied!  Tablets,  bottles  of  100.  Syrup, 
pint  bottles.  Parenteral  Solution,  10  cc. 
multiple-dose  vials. 
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wine 

in  Cardiology? 


TT^OR  generations  without  number  wine 
has  been  extolled  as  an  "effective  stim- 
ulant” and,  therefore,  valuable  aid  to  treat- 
ment in  various  types  of  cardiovascular 
disease.  It  was  this  peculiar  property,  no 
doubt,  which  prompted  the  poet,  Salerno, 
some  800  years  ago  to  write— -"Sound  wine 
revives  in  age  the  heart  of  youth.” 

Now,  as  a result  of  modern  research,  we  are 
obtaining  concrete  evidence  of  the  favor- 
able physiologic  action  of  wine  to  lend  sup- 
port to  the  empiricism  of  ancient  usage. 

Both  brandy  and  wine  in  moderate  quanti- 
ties have  been  found  to  substantially  in- 
crease the  pulse  rate  and  step  up  the  stroke 
volume  of  the  heart. 

Wine  has  been  found  to  aid  drug  therapy  in 


relieving  the  pam  of  angina  pectoris  and 
obliterative  vascular  disease. 


Moreover,  aside  from  the  purely  hypoten- 
sive actions  of  wine,  its  unquestionable 
euphoric  effects  help  counter  the  depres- 
sion, apprehension  and  anxiety  so  fre- 
quently present  in  sufferers  from  heart  and 
coronary  disorders. 

The  beneficial  actions  of  wine  appear  to 
transcend  those  of  more  concentrated  alco- 
holic beverages  — valuable  cardiotonic 
properties  having  been  attributed  to  the 
aliphatic  aldehydes  and  other  nonalcoholic 
compounds  recently  isolated  from  certain 
wines  and  grape  varieties. 

It  goes  without  saying  that  the  use  of  alco- 
hol, even  in  the  form  of  wine,  is  contra- 
indicated in  hypertension  accompanied  by 
certain  types  of  renal  disease. 


For  a discussion  of  the  many  modern  Rx  uses  for  wine,  write 
for  the  brochure,  “Uses  of  Wine  in  Medicai  Practice"  to  Wine 
Advisory  Board,  717  Market  Street,  San  Franciscio  3,  California. 


s PRACTICAL  as  it  is  BEAUTIFUL! 


An  entirely  new,  refreshing  idea  in  examining 
room  furniture  is  offered  in  the  handsome  Future 
group  by  Shelley.  New,  smart,  contemporary 
styling  . . . plus  new  convenience  and  efficiency. 


in  4 smart  woodgrain  colors 
BLUE  . CORAL  • GREEN  * BLOND 


FUTURA* 

EXAMINING  ROOM 


LIFETIME 


UNING  TABLE  has  every  feature  you 
plus  many  important  innovations.  Like  all 
(pieces,  it  is  built  to  endure  hard  service... 
fy  hardv/ood,  laminated  with  FormicoLre- 
ced  with  steel. 


Operator's  Stool 


FURNITURE 


rument  Cabinet  Waste  Receptacle 


AENT  CABINET  combines  smart  stylin< 
Tried  efficiency.  Cabinet  doors  havi 
lie  hinges,  magnetic  closers.  Complete!' 
atesHvith  Formica,  including  working  sur 
and  inside  of  doors. 


Completely  finished  in  warm,  rich  woodgrain 
Formica  . . . won't  stain  or  chip  or  mar,  requires 
a minimum  of  care,  keeps  its  fresh  beauty  for 
a lifetime. 

Every  piece  is  designed  for  optimum  utility,  to 
save  precious  time  and  steps.  Before  buying 
any  furniture,  be  sure  to  see  years-ahead  Futura 
by  Shelley. 


SEE  IT  HERE  TODAY! 

K.  B.  SURGICAL  SUPPLY 
1030  E.  McDowell  Rd. 
Phoenix 
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JOSEPH  MASSAGLIA  JR.,  President 

CHARLES  W.  COLE,  Gen.  Mgr.  34fh  Street  at  Eighth  Avenue 
Other  MASSAGLIA  Hotels  . . . 


• Santa  Monica,  Calif.  Hotel  MIRAMAR  • Washington.  D.C.  Hotel  RALEIGH! 

• San  Jose.  Calif.  Hotel  SAINTE  CLAIRE  • Hartford.  Conn,  Hotel  BOND 

• Long  Beach,  Calif.  Hotel  WILTON  • Cincinnati,  O.  Hotel  SINTON  ^ 

• Gallup.  N.M.  Hotel  EL  RANCHO  • Pittsburgh,  Pa.  Hotel  SHERWYN 

■ • Albuquerque,  Hotel  FRANCISCAN  • Denver,  Col.  Hotel  PARK  LANE  i 
; and  in  HAWAII... 

< Hotel  WAIKIKI  BILTMORE  Honolulu 


MIDWEST  HEADQUARTERS  nc  t 

BOOKING  OFFICE  • 200  £.  Walton 


CHICAGO 

World  famed  hotels— Teletype  service— Television 


SUAVITII 

(bENACTYZINE  HYDROCHLORl 

a psychotropic  agent  with  specific  advanta 
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ECZEMAS  > SEBORRHEA  - ANO<^ENITAl.  PRURITUS  ■ DERMATITIS  VENENATA  PSORIAS 


PERFORMANCE  WITH 


IN  THE  MANAGEMENT 
OF  DERMATOSES... 

(Regardless  of  Previous  Refractoriness) 

Confirmed  by 
an  impressive  and 
growing  body  of  published 
clinical  investigations 


^ A'y  CREAM 

Hydrocortisone  0.5%  and  Special  Coal  Tar  Extract  5% 
(TARBONIS®)  in  a greaseless,  stainless  vanishing  cream  base. 


REED  A CARNRICK 


I Jersey  City  6,  New  Jersey 


* 


1.  Clyman.  S.  G. : Pootgrad.  Med.  2/:309,  1967. 

2.  Bleiberg,  J. : J.  M.  Soc.  Hew  Jersey  5S:37,  1966. 

3.  Abrams,  B.  P.,  and  Sbaw,  C. : Clin.  Med.  5:839,  1966, 

4.  Welsh,  A.  L.,  and  Ede,  M. : Ohio  State  M.  J.  50:837,  196.' 
6.  Bleiberg,  J.:  Am.  Practitioner  5:1404.  1967. 


RESTORE  fERSPEeTiVE  WITH 


MILDLY  ANTIDEPRESSANT 

SUAVITIi. 

intly,  gradually,  without  euphoric  buffering, 
WITIL  helps  patients  recover  normal  drive  and 
Ips  free  them  from  compulsive  fixations. 

COMMENDED  DOSACE:  1.0  rag.  t.i.d.  for  two  or  three, 
ys.  If  necessary  this  dosage  may  be  gradually 


Teased  to  3 rag.  t.i.d. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1,  PA. 
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Sweet  dreams,  pleasant  dreams 
Happy,  sleepy  time  for  bed. 


©MEAD  JOHNSON  a COMPANY 


You  can  specify 


PABLUM 


with  confidence 


Pablum  High  Protein  Cereal  was 
created  to  help  meet  baby’s  protein 
needs  during  the  first  year  of  growth. 
It  is  35%  protein,  a level  much  higher 
than  in  many  foods  known  for  high 
protein  content.  It  satisfies  baby’s 
hunger  for  longer  periods  of  time  — 


longer  night  periods.  Babies  also  relish 
Pablum  Mixed  Cereal,  Rice  Cereal, 
Barley  Cereal  and  Oatmeal  . . . 

the  baby  cereals  made  to  pharma- 
ceutical standards  of  quality — espe- 
cially processed  for  extra  smoothness 
and  lasting  freshness. 


DIVISION  OF  MEAD  JOHNSON  & CO..  EVANSVILLE.  INDIANA  • MANUFACTURERS  OF  NUTRITIONAL  AND  PHARMACEUTICAL  PftOOUCt& 


As  a comprehensive  supplement  to  deficient  natural 
secretion  of  digestive  enzymes,  particularly  in  older 
patients,  ENTOZYME  effectively  improves  nutrition  by 
bridging  the  gap  between  adequate  ingestion  and  proper 
digestion.  Among  patients  of  all  ages,  it  has  proved  help- 
ful in  chronic  cholecystitis,  post-cholecystectomy  syn- 
drome, subtotal  gastrectomy,  pancreatitis,  dyspepsia, 
food  intolerance,  flatulence,  nausea  and  chronic  nutri- 
tional disturbances. 

For  comprehensive  digestive  enzyme  repiacement— 

ENTOZYMBII 


Each  double-layered  Entozyme 

tablet  contains: 

Pe^psin,  N.E 250  mg. 

— released  in  the  stomach  from 
gastric-soluble  outer  coating 
of  tablet. 

Pancreatin,  U.S.R 300  mg. 

Bile  Salts  150  mg. 

—released  in  the  small  intestine 
from  enteric-coated  inner 
core. 

A.  H.  ROBINS  CO..  INC. 

Richmond  20,  Virginia 

Ethical  Pharmaceuticals  of  Merit  since  1878 
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Drantf 


POLYMYXIN  B-BACITRACIN  OINTMENT 


For  topical  use:  in  Vi  oz.  and  1 oz.  tubes. 
For  ophthalmic  use:  in  ’/s  oz.  tubes. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 


Vol  15,  No.  2 


Arizona  Medicine 


39A 


He 


TETRACYCLINE-ANTIHISTAMINE-ANALGESIC  COMPOUND  LEDERLE 


A versatile,  well-balanced  formula  capable  of  modifying 
the  course  of  common  upper  respiratory  infections  . . . 
particularly  valuable  during  respiratory  epidemics;  when 
bacterial  complications  are  likely;  when  patient’s  history 
is  positive  for  recurrent  otitis,  pulmonary , nephritic,  or 
rheumatic  involvement. 

Adult  dosage  for  Achrocidin  Tablets  and  new  calfeine- 
free  Achrocidin  Syrup  is  two  tablets  or  teaspoonfuls  of 
syrup  three  or  four  times  daily.  Dosage  for  children  ac- 
cording to  weight  and  age. 

Available  on  prescription  only. 


TABLETS  (sugar  coated)  Each  Tablet  contains: 


Achromycin®  Tetracycline  125  mg. 

Phenacetin 120  mg. 

Caffeine 30  mg. 

Salicylamide  150  mg. 

Chlorothen  Citrate 25  mg. 

Bottles  of  24  and  100. 


SYRUP  (lemon  -lime  flavored)  Each  teaspoonful  (5  cc.) 


contains: 

Achromycin®  Tetracycline 

equivalent  to  tetracycline  HCl 125  mg. 

Phenacetin  120  mg. 

Salicylamide  150  mg. 

Ascorbic  Acid  (C)  25  mg. 

Pyrilamine  Maleate  15  mg. 

Methylparaben  4 mg. 

Propylparaben  1 mg. 

Bottle  of  4 oz. 


^ malaise 

• chilly  sensations  \ 

• low-grade  fever  \ 

• headache 

• muscular  pains 

• pharyngeal  and  nasal 
discharge 


the 


rapidly  relieves 


debilitating  symptoms 


LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER,  NEW  YORK 
♦Trademark 


where  there’s  a cold 

there’s 


CORICIDIN 

when  it’s  a simple  cold 

CORICIDIN®  TABLETS 


when  it’s  an  all-over  cold 

CORICIDIN  FORTE 

CAPSULES 

when  infection  threatens  the  cold 


CORICIDIN  with  PENICILLIN 

TABLETS 


when  pain  is  a dominating  factor 

CORICIDIN  with  CODEINE 

Cgr.  Vi  or  gr.  Vi)  TABLETS  0 

when  children  catch  cold 

CORICIDIN  MEDILETS* 


when  cough  marks  the  cold 

CORICIDIN  SYRUP' 


0 Narcotic  for  which  oral  B is  permitted 
® Exempt  narcotic 


SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


CR-J-ttt 


CORICIDIN 


V 


monitors  the  cough  and  the  cold  in  children  and  adults 


ly  - 

'■.V 

colds  and  fever  take  fliglit  like  magic 


with 


CORICIDIN"  MEDILETS® 


(no  caffeine) 

color-flecked  tablets  for  relief  of  sneezes, 
sniffles,  congestion  and  fever  of  children’s  colds 


SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


CN-J-428 


m. 


puts  colds  down 


gets  patients  up 


CORICIDIN  FORTE 


on  Rx  only 

for  ‘^get-up-and-go” 

METHAMPHETAMINE 

• buoys  spirits  • potentiates  pain  relief  • aids 
decongestive  action 

for  stress  support  VITAMIN  C 

• supplements  illness  requirements  • bolsters 
resistance  to  infection 

for  extra  relief  ANTIHISTAMINE 

• higher  dosage  strength  • optimal  therapeutic 
benefit  • virtually  no  side  effects 


CAPSULES 

Each  red  and  yellow  CoBiciDiN  Forte 
Capsule  provides : 

Chlor-Trimeton®  Maleate  . . 4 mg. 

(chloi'prophenpyridamine  maleate) 

Salicylamide 0.19  Gm. 

Phenacetin 0.13  Gm. 

Caffeine 30  mg. 

Ascorbic  acid 50  mg. 

Methamphetamine 

hydrochloride 1.25  mg. 

On  Rx  and  cannot  be  refilled  without 
your  permission 

dosage 

One  capsule  every  four  to  six  hours. 
packaging 

Bottles  of  100  and  1000. 

CORICIDIN,®  brand  of  analgesic-antipjrretic. 


SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


CN-J*928 
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the  bactericidal  action  makes  the  difference 


In  addition  to  rapid  clinical  re- 
sponse, 'Ilotycin’  provides  the 
important  advantages  only  a bac- 
tericidal antibiotic  can  give  you. 
'Ilotycin’  effectively  eliminates 
strep,  carrier  states,  directly  kills 
pathogens  to  prevent  the  emer- 
gence of  resistant  strains,  and  of- 
fers maximum  assurance  against 
spread  of  infection. 

ELI  LILLY  AND  COMPANY 


Also  consider  'Ilotycin’  for  safer 
therapy.  Allergic  reactions  follow- 
ing systemic  treatment  are  rare. 
Bacterial  flora  of  the  intestine  is 
not  significantly  disturbed. 

You  can  achieve  more  complete 
antibiotic  therapy  with  'Ilotycin.’ 
Usual  adult  dosage  is  250  mg. 
every  six  hours. 

^'ilotycin'  (Erythromycin,  Lilly) 


INDIANAPOLIS  6,  INDIANA,  U.S.A. 

832007 


o, 


'rigiinal  4^/^rticlcs 

CRYPTIC  CERVICAL  NODAL  METASTASES: 

A PATHOLOGIC  STUDY  OF  POSSIBLE  PRIMARY  SOURCES* 


By  Morton  S.  Comess,  M.D.,  Fellow  in  Surgery,  Mayo  Foundation**" 
Maleolm  B.  Dockerty,  M.D.,  Section  of  Surgical  Pathology 
Oliver  H.  Beahrs,  M.D.,  Section  of  Surgery,  Mayo  Clinic  and  Mayo  Foundation 

Rochester,  Minnesota 


The  primary  source  of  carcinoma  spreading 
to  cervical  lymph  nodes  and  presenting  as  a 
mass  in  the  neck  usually  is  a lesion  which  is 
either  obvious  or  readily  discovered.  In  a small 
proportion  of  patients,  however,  the  source  is 
found  only  after  searching  examination  and  the 
passage  of  time;  in  others,  it  eludes  detection 
altogether.  It  has  seemed  worth  while  to  con- 
sider in  detail  the  pathologic  aspects  of  these 
lesions.  Accordingly,  the  files  of  the  Mayo  Clinic 
were  searched  for  records  of  those  patients  in 
whom  histologic  proof  of  metastatic  involve- 
ment of  cervical  nodes  was  available,  and  in 
whom  a primary  tumor  could  not  be  located. 
The  purpose  of  this  study  is  threefold:  (I)  to 
delineate  the  pathology  of  lesions  spreading  to 
distant  sites  while  the  primary  lesion  remains 
inconspicuous,  (2)  to  investigate  the  possibility 
of  some  epithelial  tumors  being  primary  in  the 
soft  tissues  of  the  neck,  and  (3)  to  evaluate  the 
role  of  pathologic  examination  in  the  manage- 
ment of  cervical  metastases. 

MATERIAL 

The  records  of  patients  seen  at  the  Mayo 
Clinic  from  1945  through  1953  which  bore  the 
diagnosis  of  metastatic  carcinoma  of  cervical 
lymph  nodes  were  reviewed.  A total  of  1,189 

“Abridgment  of  a portion  of  the  thesis  submitted  by  Dr.  Comess 
to  the  Faculty  of  the  Graduate  School  of  the  University  of 
Minnesota  in  partial  fulfillment  of  the  requirements  for  the 
degree  of  Master  of  Science  in  Surgery. 

““The  Mayo  Foundation,  Rochester,  Minnesota,  is  a part  of  the 
Graduate  School  of  the  University  of  Minnesota. 


case  records  were  studied.  Of  this  number,  103 
(8.7  per  cent)  were  considered  to  have  fulfilled 
the  following  criteria:  (1)  no  history  of  treat- 
ment of  any  malignant  or  indeterminate  lesion, 
(2)  no  history  of  symptoms  related  to  a specific 
organ  or  system,  (3)  no  clinical  evidence  of 
a primary  tumor,  proved  or  not,  and  (4)  the 
presence  of  a histologically  proved  metastasis 
in  a cervical  lymph  node. 

This  group  of  patients  was  intensively  studied 
by  means  of  the  available  records,  and  by  cor- 
respondence with  the  patient,  his  family,  local 
physicians,  hospitals  and  other  institutions. 
Pathologic  material,  consisting  of  gross  speci- 
mens, blocks  and  slides,  was  available  for  study, 
as  were  the  protocols  in  each  instance  when 
necropsy  was  done.  The  histologic  material  was 
reviewed,  and  new  sections  were  prepared  as 
indicated  and,  in  the  light  of  subsequent  data, 
were  re-evaluated. 

RESULTS 

It  was  possible  to  follow  100  (97  per  cent) 
of  the  cases  accepted;  three  (3  per  cent) 
could  not  be  traced.  These  100  cases  are  con- 
sidered in  three  categories:  Determinate:  A pri- 
mary tumor  was  discovered  at  some  time  sub- 
sequent to  the  original  examination;  Indetermi- 
nate: The  patient  died  without  evidence  ol  tlu' 
source  of  the  metastasis;  Surviving:  The  patient 
was  living  at  the  date  of  study  without  e\  id('nc<' 
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of  malignant  disease. 

A.  Determinate  Group  (40  Patients).  — The 
pathologic  type  and  grade  of  the  neoplasms 
found  in  this  group  are  presented  in  Table  1. 
There  were  17  adenocareinomas,  12  of  which 
were  of  low  grade  histologically  and  five  of 
which  were  anaplastic.  The  well-differentiated 
lesions  included  10  thyroidal  carcinomas,  easily 
reeognized  in  nodes  at  least  by  the  papillary 
architecture  with  abortive  colloid-containing 
acini.  The  primary  tumors  were  clinieally  im- 
palpable, ranging  from  3 mm.  to  3 em.  in 
greatest  diameter;  only  two  lesions  exeeeding 
1 em.  were  included.  The  smaller  lesions  may 
escape  detection  by  the  pathologist  as  well  as 
by  the  surgeon. 

Case  1.  A 47-year-old  woman  was  known  to 
have  had  a nodular  goiter  for  at  least  10  years. 
There  had  been  no  reeent  change,  but  excision 
was  advised.  At  operation,  bilateral  subtotal 
resection  was  done.  A nodule,  considered  to  be 
a bosselation  of  the  posterolateral  remnant  on 
the  left,  was  not  removed.  The  pathologie  diag- 
nosis was  multiple  degenerating  fetal  and  colloid 
adenomas.  At  the  time  of  dismissal  one  week 
later,  the  nodule  proved  to  be  unsightly  and  was 
excised  while  the  patient  was  under  loeal  an- 
esthesia. Histologic  examination  disclosed  papil- 
lary and  follicular  adenocarcinoma,  grade  1,  in 
a lymph  node  (Fig.  la).  No  other  nodes  were 
involved.  The  original  specimen  was  re-ex- 
amined; in  the  left  lobe,  a histologically  similar 
lesion,  5 mm.  in  diameter,  was  found  (Fig.  lb). 
At  last  report  1V2  years  later,  the  patient  was 
well. 

The  remaining  two  well-differentiated  adeno- 
carcinomas were  typical  adenocystic  carcinomas, 
the  so-called  cylindroma.  In  one  case,  tumor 
was  demonstrated  in  a maxillary  sinus  6 months 
after  metastasis  to  an  upper  deep  jugular  node; 
in  the  other  case,  the  primary  cylindroma  was 
demonstrated  in  the  floor  of  the  mouth  16 
months  after  biopsy. 

Case  2.  — A 61-year-old  woman  stated  that 
a lump  at  the  angle  of  the  left  jaw  had  been 
gradually  enlarging  for  several  months.  Ex- 
amination was  unrevealing  except  for  a firm 
mass,  measuring  2 by  2 by  3 em.,  in  that  area. 
Excisional  biopsy  revealed  eylindroma  replac- 
ing a node  of  the  upper  deep  jugular  chain  (Fig. 
2a).  Three  months  later,  suprahyoid  dissection 
was  performed  on  the  left  side.  Sixteen  months 
later,  a cystic  mass,  1 cm.  in  diameter,  was  noted 


in  the  floor  of  the  mouth  medial  to  the  ascend- 
ing ramus  of  the  mandible.  This  was  excised; 
it  was  histologically  similar  to  the  original  lesion 
(Fig.  2b).  Radical  resection  removing  the  hemi- 
mandible  was  done.  Local  recurrence  and  pul- 
monary metastases  have  been  noted  during  the 
succeeding  SVz  years. 

Five  lesions  proved  to  be  anaplastic  adeno- 
carcinomas. The  primary  tumor,  an  area  of 
spindle  cell  carcinoma  in  a predominantly  papil- 
lary carcinoma  of  the  thyroid,  was  discovered 
at  operation  in  one  patient,  at  necropsy  in  the 
lung,  stomach  and  prostate  in  three  others,  and 
at  follow-up  examination  in  the  breast  of  the 
fifth  patient. 

Case  3.  A 54-year-old  woman  noted  a lump  in 
the  left  side  of  the  neck,  which  had  been  present 

TABLE  1 


Histopathology  of  Tumors  of  Determinate  Source 


Type 

1 

Grade 

2 

3 

4 

Total 

Adenocarcinoma  

. . 10 

2 

0 

5 

17 

Squamous  cell  carcinoma  . . 

. . 0 

1 

3 

12 

16 

Undifferentiated  neoplasm  . 

. . 0 

0 

0 

7 

7 

Total  

. .10 

3 

3 

24 

40 

Fig.  1 (case  1).  a.  Left  middle  deep  jugular  lymph  node. 
Follicular  and  papillary  adenocarcinoma  containing  colloid, 
replacing  lymphoid  tissue  (x75).  b.  Left  lobe  of  thyroid.  The 
previously  resected  lobe  was  found  to  contain  a focus,  5 mm. 
in  diameter,  of  adenocarcinoma,  grade  1.  Note  normal  thyroid 
parenchyma  at  upper  and  lower  portions  of  the  field  (x50). 
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for  6 months.  Examination  was  unrevealing 
except  for  a firm  node,  2 cm.  in  diameter,  in 
the  left  posterior  cervical  triangle.  This  was 
excised  and  was  reported  as  scirrhous  adeno- 
carcinoma, grade  4 (Fig.  3).  Radiation  therapy 
was  administered  to  the  left  side  of  the  neck. 
Two  months  later,  physical  examination  was 
negative.  Eight  months  later,  two  more  cervical 
nodes  were  palpable  and  a nodule,  1.5  cm.  in 
diameter,  was  present  in  the  lateral  portion  of 
the  left  breast.  Excisional  biopsy  of  the  latter 
lesion  disclosed  a similar  pathologic  picture,  and 
radical  mastectomy  was  performed.  Many 
axillary  nodes  were  involved.  The  patient  died 
18  months  later. 

Of  the  16  identifiable  squamous  cell  car- 
cinomas the  source  of  which  later  became  ap- 
parent, only  one  was  well  differentiated. 

Case  4.  — A physician’s  wife,  52  years  old, 
gave  a history  of  tuberculous  laryngitis  of  23 
years’  duration,  and  a mass  in  the  right  side  of 
the  neck  of  3 weeks’  duration.  General  examina- 
tion was  unrevealing,  and  indirect  laryngoscopy 
showed  only  scarring  and  distortion  of  the 
larynx.  The  mass  was  excised  and  proved  to  be 
a node  of  the  middle  portion  of  the  deep  jugular 
chain  containing  squamous  cell  carcinoma,  grade 
2 (Fig.  4a).  Two  days  later,  the  patient  under- 
went direct  laryngoscopy,  which  again  showed 
only  scarring;  direct  smears  contained  malignant 
cells.  A tracheal  stoma  was  made,  a mirror  was 
introduced  and  the  larynx  was  examined  from 
below;  no  tumor  was  seen.  Blind  biopsies  con- 
tained malignant  foci,  and  laryngectomy  was 
performed.  Tumor  was  found  invading  scar 
tissue  and  displacing  it  medially  (Fig.  4b). 
Radon  seeds  were  implanted  into  the  area  of 
metastatic  spread.  The  patient  is  alive  and  well 
6V2  years  later. 

Four  anaplastic  squamous  cell  carcinomas 
carried  in  association  with  the  epithelial  element 
the  peculiar  and  constant  lymphoid  stroma 
characterizing  the  so-called  lympho-epithelioma. 
In  other  lesions  there  were  scattered  islands  of 
lymphoid  tissue  too  inconstant  to  warrant  this 
designation.  The  primary  tumor  was  located  in 
the  nasopharynx  in  each,  becoming  apparent 
2,  5,  24  and  30  months  subsequent  to  original 
investigations  occasioned  by  metastatic  masses 
present  from  3 to  6 months.  An  ulcerating  or 
nodular  mass  in  the  vault  or  lateral  wall  of 
the  nasopharynx  was  noted  in  each. 


TABLE  2 


Ilistopalhology  of  Tumors  of  Indeterminate  Source 


Type 

1 

Grade 
2 3 

4 

Total 

Adenocarcinoma 

. . 0 

2 

.5 

17 

24 

Squamous  cell  carcinoma  . . . 

. . 0 

2 

5 

4 

11 

Undifferentiated  neoplasm 

. . 0 

0 

0 

S 

8 

Melano-epithelioma  

. . 0 

0 

0 

1 

1 

Total  

. . 0 

4 

10 

30 

44 

Fig.  2 (case  2).  a.  Left  upper  deep  jugular  lymph  node. 
Adenocarcinoma,  grade  I,  cylindromatous  type.  Note  cords  and 
cylinders  of  densely  staining  small  cells  invading  the  lymphoid 
stroma  (xlOO).  h.  Left  side  of  floor  of  mouth,  16  months  later. 
A cystic  lesion,  1 cm.  in  diameter,  was  excised  with  the  mandihle 
and  cervical  lymphatics  in  continuity.  Note  the  identical  histologic- 
appearance  with  a (xlOO). 


Fig.  3 (case  3).  Left  upper  posterior  ingot. o Iiom'I' 
Adenocarcinoma,  grade  I,  witli  scirrhous  rear  lion  ^ Ih'I.'I.  ■ 
identical  lesion,  cm.  in  rliainetcr,  s\av  excised  Inoo  di  I 

hreast  S months  lat<-r  (xlOO). 
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Case  5.  — A 68-year-old  man  had  noted  a iDass 
in  the  right  anterior  aspect  of  the  neck  19 
months  prior  to  coming  to  the  clinic.  Aspiration 
biopsy  had  been  done;  it  had  been  stated  to 
show  cancer  cells.  Two  months  later,  a block 
dissection  had  been  carried  out.  One  year  later, 
and  5 months  prior  to  the  present  admission,  a 
mass  had  appeared  in  the  left  posterior  aspect 
of  the  neck.  Examination  at  the  clinic  was  un- 
revealing except  for  a mass,  measuring  2 by 
3 cm.,  in  the  left  posterior  cervical  triangle. 
Excisional  biopsy  disclosed  metastatic  lympho- 
epithelioma  in  a lymph  node  of  the  subparotid 
region  (Fig.  5).  Radiation  was  directed  to  the 
left  side  of  the  neck  and  nasopharynx.  Five 
months  later,  the  patient  noted  some  “stuffiness” 
of  the  nose.  A mass,  2 cm.  in  diameter,  was  noted 
in  the  left  posterior  nasopharynx,  to  which  was 
directed  further  radiation  therapy.  Nineteen 
months  later,  a nodular  mass  was  noted  in 
roentgenograms  of  the  left  side  of  the  chest;  the 
nasopharynx  appeared  normal. 

Of  metastases  of  11  occult  anaplastic  squam- 
ous cell  carcinomas,  the  primary  tumor  was 
discovered  in  the  nasopharynx  in  three  further 
instances,  in  the  faucial  tonsil  in  three  cases, 
in  the  tongue  in  two  cases,  and  in  the  middle 
ear,  esophagus,  and  urinary  bladder  in  one  in- 
stance each.  The  nasopharyngeal  lesions  ap- 
peared 4,  7 and  30  months  later.  The  tonsillar 
carcinomas  became  apparent  1%,  6 and  16 
months  after  the  initial  examination,  presenting 
as  a discrete  lesion  in  or  on  the  tonsil. 

Case  6.  A 46-year-old  man  had  been  aware 
of  a nontender  lump  in  the  right  side  of  the 
neck  for  5 months.  It  had  been  excised  and  the 
patient  had  been  told  that  it  was  a “lymphoma.” 
Two  months  later,  the  patient  came  to  the  clinic, 
where  studies  were  inconclusive.  The  sections 
were  reviewed  and  felt  to  be  carcinoma,  prob- 
ably squamous,  grade  4 (Fig.  6a).  He  was  given 
a course  of  radiation  to  the  right  side  of  the 
neck  and  nasopharynx,  and  was  advised  to  re- 
turn in  6 weeks.  At  that  time,  the  results  of 
examination  were  normal  except  for  an  “in- 
nocuous” tag  on  the  right  tonsil.  This  was 
biopsied  for  the  sake  of  completeness,  and  found 
to  contain  histologically  similar  tumor  ( Fig.  6b ) . 
Radiation  was  administered  to  the  tonsillar 
fossa;  4V2  years  later,  the  patient  was  in  good 
health. 

Infiltrating  masses  were  noted  on  the  base  of 


the  tongue  in  two  cases,  both  about  two  years 
after  the  initial  investigation.  Anaplastic  squam- 
ous cell  carcinoma  extensively  involved  the  ex- 
ternal auditory  meatus  and  middle  ear  16  months 
after  investigation  of  a similar  lesion  in  a node 
of  the  upper  deep  jugular  chain,  and  after  four 
intervening  examinations.  A carcinoma  of  the 
cervical  segment  of  the  esophagus  was  dis- 
covered at  necropsy  19  months  after  investiga- 
tion of  a lump  in  the  neck  shown  to  be  squamous 
cell  carcinoma,  grade  3,  in  a middle  deep  jugular 
node.  Roentgenologic  examinations  of  the  esoph- 
agus at  that  time  and  three  months  later  were 
normal.  The  final  lesion  of  this  group  apparent- 
ly arose  in  the  urinary  bladder. 

With  increasing  anaplasia  and  loss  of  struc- 
tural and  cytologic  differentiation,  the  micro- 
scopic picture  becomes  more  and  more  difficult 
to  categorize,  until  even  epithelial  origin  cannot 
be  recognized.  Four  lesions  were  recognizable 
as  probably  carcinomatous;  whether  of  glandu- 
lar type  or  not  could  not  be  determined.  In  one 
such  instance,  surgical  exploration  revealed  di- 
rect extension  to  the  involved  upper  deep  jugular 
nodes  from  a lesion  in  a tonsillar  crypt.  In 
another,  a “suspicious  nodule”  was  noted  in  the 
tonsil  7 months  after  the  fruitless  investigation 
for  the  source  of  a metastasis  in  the  upper  pos- 
terior cervical  triangle.  Permission  to  biopsy 
this  lesion  was  denied  because  “it  could  do  the 
patient  no  good.”  Primary  tumors  were  dis- 
covered in  a lung  after  a latent  period  of  52 
months,  and  at  necropsy  primary  tumors  were 
found  in  the  stomach  19  months  after  investiga- 
tion. 

In  three  other  cases,  no  hint  as  to  the  tissue 
of  origin  was  apparent  in  the  sheets  of  pleo- 
morphic primitive  cells.  Postmortem  examina- 
tions disclosed  a carcinoma  in  the  pancreas  21 
months  after  appearance  of  a cervical  metastasis, 
reticulum  cell  sarcoma  primary  in  the  medi- 
astinum and  presenting  in  the  left  lower  deep 
jugular  chain,  and  lymphosarcoma  46  months 
after  biopsy  of  a node  in  the  lower  deep  jugular 
chain. 

B.  Indeterminate  Group  (44  Patients).  — The 
histopathology  of  metastatic  tumors  the  source 
of  which  did  not  become  apparent  during  the 
life  of  the  patients  is  presented  in  Table  2.  The 
great  preponderance  of  adenocarcinomatous  and 
highly  anaplastic  tumors  is  apparent.  The 
metastatic  lesions  were  in  lower  groups  of  the 


Vol.  15,  No.  2 


Arizona  Medicine 


91 


Fig.  4 (case  4).  a.  Right  middle  deep  jugular  lymph  node. 
Note  nesls  and  whorls  of  fairly  well-differentiated  neoplastic 
squamous  cells  (xl50)  b.  Section  from  the  larynx.  Squamous  cell 
carcinoma,  grade  2,  infiltrating  scar  tissue  (xl50). 


Fig.  6 (case  6).  a.  Right  upper  deep  jugular  lymph  node. 
High-grade  squamous  cell  carcinoma,  without  pearl  or  epithelioid 
formation,  and  with  marked  variation  in  size,  bizarre  nuclei  and 
giant  forms  (x200).  b.  Right  tonsil,  6 weeks  later.  Biopsy  of  an 
apparently  mnocuous  tag  disclosed  squamous  cell  carcinoma, 
grade  4 (x200). 


Fig.  5 (case  5).  Left  upper  ijosterior  jugular  lymph  node. 
Squamous  cell  carcinoma,  grade  4,  lympho-epitheliomalous  type. 
Note  large,  pale,  amorphous,  epithelioid  cells  scattered  in  the 
lymphoid  stroma.  A similar  lesion  was  found  in  the  left  pos- 
terolateral vault  of  the  nasopharynx  .5  months  later  (x!l.50). 


Fig.  7 (case  7).  Left  lower  deep  iugiilar  hinpli  n.il.  < 
cinoma,  grade  4,  type  iiideteriniiiate.  nilli  amopphnu,  , Irp  i 
of  small,  uniform,  dark,  spiiulle-sliaiM'cl  icIK.  Npi  m'pppip  ■ 

lesion  was  found  at  necropsy  (xlOO). 
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cervical  lymphatic  chains,  that  is,  lower  deep 
jugular,  transverse  cervical,  spinal  accessory  or 
“supraclavicular,”  in  35  ( 80  per  cent  of  the 
group).  In  only  four  instances  were  metastatic 
lesions  in  these  lower  groups  of  squamous 
epithelial  origin.  Twenty-two  patients  (50  per 
cent)  were  obviously  ill,  with  a history  of  loss 
of  weight,  weakness,  vague  pain,  anorexia  and 
other  constitutional  symptoms.  Often,  particu- 
larly in  the  latter  group,  the  diagnostic  effort 
was  not  great  and  procedures  which  might  have 
been  able  to  delineate  the  primary  tumor  were 
not  performed.  Forty-one  patients  (93  per  cent) 
died  within  3 years  of  their  initial  visit,  two 
patients  were  living  at  the  time  of  study  with 
terminal  disease,  and  one  patient  died  during 
the  process  of  investigation.  The  latter  case  was 
one  of  the  two  cases  in  the  group  in  which 
necropsy  was  performed. 

Case  7.  — A 67-year-old  man  eonsulted  his 
local  physician  because  he  had  noted  a mass 
in  the  anterior  cervical  triangle  several  months 
previously.  The  lesion  was  excised,  and  the 
patient  was  told  that  it  was  cancer.  The  patient 
eleeted  to  come  to  the  clinic  for  further  in- 
vestigation. Several  hours  prior  to  his  scheduled 
examination,  he  was  found  dead  in  his  lodgings. 
Sections  of  the  cervical  tumor  were  reviewed 
and  disclosed  undifferentiated  malignant  neo- 
plasm (Fig.  7).  Necropsy  revealed  only  the 
recent  surgical  scar,  advanced  systemic  and 
coronary  arteriosclerosis,  and  incidental  find- 
ings. Examination  of  the  viscera  and  of  the 
upper  respiratory  and  digestive  tracts  in  situ 
revealed  no  evidence  of  a primary  growth. 

A lesion  which  was  undifferentiated  on  the 
original  pathologic  investigation  proved,  at  ne- 
cropsy one  year  later,  to  be  malignant  melanoma, 
the  primary  site  of  which  was  not  discovered 
despite  most  careful  search.  In  another  instance, 
a node  excised  from  the  middle  deep  jugular 
chain  was  found  to  contain  metastatic  melano- 
epithelioma  on  pathologic  examination.  Despite 
careful  search,  the  primary  site  was  not  dis- 
covered, and  necropsy  was  not  permitted  when 
the  patient  died  10  months  later. 

C.  Surviving  Group  (16  Patients).  — Patients 
who  did  not  manifest  evidence  of  a primary 
malignant  tumor  during  the  follow-up  period 
had,  with  one  exception,  metastases  of  squamous 
cell  carcinoma  in  upper  cervical  lymphatic 
chains.  The  composition  of  the  group  is,  of 
course,  determined  in  part  by  the  intensiveness 


and  number  of  examinations,  the  duration  of  the 
follow-up  period,  and  the  therapy  directed  to  the 
disease  process.  Patients  were  studied  15  months 
to  10V2  years  ( 4V2  years’  average ) after  the  initial 
admission.  One  patient  is  included  although  he 
had  died  from  unrelated  disease  4V2  years  after 
first  being  seen;  in  another,  there  was  question 
of  recurrence  in  the  biopsy  site  three  years  later. 
Fourteen  patients  have  remained  well.  In  only 
one  instance  was  the  lesion  shown  to  be  adeno- 
carcinomatous  (Table  3). 

Case  8.  — A 73-year-old  man  stated  that  for 
three  months  he  had  been  anorectic,  with  loss  of 
weight  and  some  nausea.  Two  months  earlier, 
he  had  noted  a lump  in  the  left  side  of  the  neck 
which  “came  and  went.”  On  examination,  several 
nodes,  1 cm.  in  diameter,  were  noted  in  each 
posterior  cervical  triangle,  and  a firm  area  was 
noted  in  the  right  lobe  of  the  prostate  gland. 
Uro logic  consultants  stated  that  the  area  was 
not  neoplastie.  Routine  studies  of  the  blood 
and  urine,  serum  phosphatase,  and  roentgeno- 
grams of  the  chest,  stomach,  colon,  gallbladder 
and  pelvis  were  normal,  as  was  the  excretory 
urogram.  A node  was  excised  from  the  left 
posterior  cervical  triangle  and  was  shown  to 
contain  metastatic  adenocarcinoma,  grade  2 (Fig. 
8 ) . Empirically,  the  patient  was  given  stilbestrol, 
5 mg.  daily.  On  examination  15  and  32  months 
later,  the  nodule  in  the  prostate  was  unchanged, 
and  other  findings  remained  normal. 

Probably  this  patient  had  a carcinoma  of  the 
prostate,  but  in  the  absence  of  other  evidence 
and  considering  the  frequency  of  benign  nodules 
in  his  age  group,  this  cannot  be  assumed. 

The  remaining  patients  all  proved  to  have 
lesions  recognizable  as  squamous  cell  carcinoma 
on  study,  present  1 to  24  (average  7V2)  months. 
These  lesions  were  located  in  the  nodes  of  the 
middle  portion  of  the  deep  jugular  chain  in  one 
case,  in  the  upper  portion  in  10  cases,  in  the 
submaxillary  chain  in  three  cases,  and  one  pa- 
tient had  lesions  in  both  the  submaxillary  and 
upper  deep  jugular  chains.  The  histopathologic 
classification  is  presented  in  Table  3.  Three 
lesions  classed  as  squamous  cell  carcinoma, 
grade  4,  were  categorized  as  lympho-epithe- 
lioma;  two  were  located  in  the  deep  jugular 
chain,  and  one  in  the  submaxillary  group  of 
nodes.  The  therapy  given  to  these  patients 
varied.  Block  dissection  was  performed  in  six 
instances,  supplemented  by  radiation  in  four. 
Eight  patients  were  given  radiation  therapy  in 
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varying  dosage  and  technic.  One  patient  re- 
ceived essentially  no  treatment. 

Case  9.  — A 62-year-old  man  stated  that  he 
had  diabetes  of  13  years’  duration,  and  that 
he  had  noted  a mass  in  the  right  upper  aspect  of 
the  neck  three  months  earlier.  Physical  examina- 
tion disclosed  nothing  unusual  except  a hard 
mass,  6 by  5 cm.  in  size,  in  relation  to  the  angle 
of  the  right  mandible.  This  was  excised  at  biopsy 
and  was  shown  to  contain  squamous  cell  car- 
cinoma, grade  3 (Fig.  9).  Further  study  of  the 
oral  cavity,  sinuses  and  chest  was  unrevealing, 
and  the  patient  was  dismissed  to  his  local  phy- 
sician for  continuing  study.  Six  and  a half  years 
later,  the  patient  reported  that  he  had  had  no 
subsequent  treatment,  that  he  felt  quite  well, 
and  that  periodic  examination  had  disclosed 
nothing  abnormal. 

COMMENT 

The  presumptive  diagnosis  of  cervical  me- 
tastatic tumor  is  based  on  the  palpation  of  a 
hard,  nontender,  ovoid  and  asymmetric  mass  in 
the  appropriate  area  of  the  neck.  Clinical 
fallibility  is  well  known,  and  the  examiner’s 
impression  must  be  regarded  as  an  informed 
guess  until  proved  histologically  or  by  the  pro- 
gression of  the  disease.  Space  does  not  permit 
discussion  of  the  clinical  differential  diagnosis 
of  cervical  tumors  for  which  excellent  sources 
are  available  ( 1-3).  It  is  worthy  of  mention  that 
the  presumption  of  “occult  source”  cannot  justi- 
fiably be  made  without  careful  evaluation  and 
that  most  often  a primary  lesion  is  obscure  be- 
cause of  failure  to  look  for  it  rather  than  by 
virtue  of  its  anatomic  and  pathologic  peculiari- 
ties. If  careful  history,  minute  physical  examina- 
tion and  appropriate  endoscopic,  roentgenologic 
and  hematologic  studies  are  unavailing,  the 
source  for  the  presumed  metastasis  may  be  con- 
sidered occult.  This  situation  occurs  in  from 
3 to  8 per  cent  of  reported  series  (4-6). 

In  the  absence  of  reasonable  explanation  of 
the  presenting  cervical  mass,  surgical  explora- 
tion and  accurate  tissue  diagnosis  are  necessary 
in  formulating  a program  of  investigation  or 
management.  Mayo  and  Lee(7)  have  discussed 
the  indications  for  biopsy  of  cervical  lymph 
nodes  at  the  clinic.  Biopsy  is  not  to  be  under- 
taken lightly;  it  is  said  that  it  is  not  likely 
to  point  to  the  source  of  the  metastatic  lesion 
and  the  procedure  may  well  compromise  future 
definitive  surgical  treatment(6).  We  have  felt 


that  establishment  of  the  true  nature  of  the 
lesion  is  of  paramount  importance.  The  micro- 
scopic examination  decides  the  issue  of  the 
primary  versus  the  metastatic  nature  of  the 
lesion  and  often  suggests  the  response  that  may 
be  expected  from  radiotherapy. 

To  biopsy  we  personally  prefer  adequate  sur- 
gical exposure,  which  allows  selection  of  tissue 
most  likely  to  contain  metastatic  deposits  and 
some  certainty  that  a negative  pathologic  report 
in  truth  means  that  no  metastasis  is  present.  If 
fresh  frozen  sections  are  made(8)  the  surgeon 
may  continue  at  the  time  with  any  surgical 
procedure  deemed  indicated  on  the  basis  of 

TABLE  3 

Histopathology  of  Tumors  of  Surviving  Group 
Type  Grade 

12  3 4 

Adenocarcinoma  0 I 0 0 

Squamous  cell  carcinoma  ....  0 3 6 6 

Total  0 4 6 6 


Total 

1 

15 

16 


Fig.  8 (case  8).  Left  middle  deep  jugular  lymph  node.  Adeno- 
carcinoma, grade  2.  Note  small  cells  with  darkly  staining  basal 
nuclei  lining  abortive  acini  and  glands  (xlOO). 


Fig.  9 (ease  !)).  Right  upper  deep  jugidai  lymi  'nul 
S<|iiamous  cell  carcinoma,  grade  3.  Note  cluste  s and  i 
anaplastic  .s<niamoiis  cells.  The  patient  had  no  ln  atn.i  n(  iml 
is  jiving  and  well  (V/-  years  later  (xlOO). 
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the  pathologic  findings.  Anesthesia,  operating 
facilities,  draping  and  incision  should  be  planned 
so  that  definitive  operation  may  be  undertaken 
at  the  best  time,  that  is,  the  first  time  the  neck 
is  entered. 

What  may  be  expected  from  the  pathologic 
investigation  of  a presumed  nodal  metastasis 
in  the  absence  of  a detectable  primary  lesion? 
First,  the  true  anatomic  location  of  the  secondary 
tumor  becomes  evident.  With  rare  exceptions, 
the  initial  metastasis  from  a earcinoma  of  organs 
of  the  head  and  neck  is  to  the  regional  chain 
of  nodes,  and  capricious  metastases  are  un- 
common. However,  the  tonsil,  posterior  lingular 
region,  posterior  portion  of  the  floor  of  the 
mouth,  nasopharynx,  hypopharynx  and  epiglot- 
tis drain  primarily  to  nodes  (“tonsillar,”  “sub- 
digastrie”)  of  the  upper  portion  of  the  deep 
jugular  chain,  and  when  this  common  channel 
is  involved,  these  sites  cannot  be  differentiated. 
Likewise,  lymphatic  emboli  from  any  organ 
draining  into  the  right  lymphatic  or  thoracic 
ducts  may  initially  appear  in  the  lower  deep 
jugular  chain(9).  Metastases  in  other  chains 
indicate  probable  sources  in  the  appropriate 
drainage  tracts.  The  anatomic  situation  of  the 
seeondary  lesion,  considered  with  the  histo- 
pathologic picture,  serves  to  direet  the  attention 
of  the  patient  and  the  physician  especially  to 
the  suspeeted  area  during  the  indefinite  follow- 
up period. 

Second,  a positive  histologic  diagnosis  is 
made.  The  possibility  for  serious  error  is  great, 
considering  the  numerous  structures  and  patho- 
logic aberrations  thereof  in  the  neck. 

Third,  more  accurate  prognosis  and  effective 
treatment  are  made  possible.  Our  data  show 
that  of  patients  with  adenocarcinomatous 
lesions  low  in  the  neck,  all  were  dead  or  had  ter- 
minal disease  within  three  years.  With  metastases 
of  low-grade  tumors,  the  primary  lesion  often 
became  evident  and  remained  amenable  to 
treatment  with  the  passage  of  time.  Witli  high- 
grade  squamous  cell  carcinoma  involving  nodes 
in  the  upper  deep  jugular  group,  prognosis  was 
variable,  with  the  later  appearance  of  extensive 
disease  responding  to  radiation  therapy  often 
noted.  Metastatic  lympho-epithelioma  found  in 
the  area  almost  always  signifies  a latent  primary 
tumor  in  tlie  nasopharynx;  such  tumors  are 
characteristically  radiosensitive.  Thyroidal  car- 
cinoma metastatic  in  nodes  of  the  middle  por- 


tion of  the  deep  cervical  chain  almost  always 
signifies  a small  primary  tumor  in  the  homolog- 
ous lobe  (10).  With  adequate  surgical  resection, 
the  prognosis  is  excellent.  Metastatic  melanoma 
and  cylindroma  imply  limited  likelihood  of 
lengthy  survival. 

Fourth,  with  squamous  cell  carcinomatous 
masses  in  the  upper  part  of  the  neck,  the  pos- 
sibility of  long-time  survival  without  the  ap- 
pearanee  of  a primary  tumor  and  without  defi- 
nitive treatment  should  be  considered. 

The  nature  of  the  latter  group  of  lesions  is 
obscure,  although  the  phenomenon  is  well 
known.  Ewing  (11)  stated  that,  after  all  other 
possibilities  have  been  ruled  out,  a group  of 
tumors  exists  some  of  which  may  be  derived 
from  branchial  epidothelial  rests.  Carp  and 
Stout  ( 12 ) , McWhorter  ( 13 ) , Oliver  ( 14 ) , Crile 
and  Kearns  (15),  Hudson  (16),  and  Cleland  and 
Hanson  (17)  have  published  data  on  series  of 
such  cases;  the  evidence  presented  for  branchial 
origin  is  tenuous  and  unreliable  in  most.  Martin, 
Morfit  and  Erlich  (18)  decried  the  not  infre- 
quent application  of  this  term  to  metastases  of 
more  or  less  obvious  primary  tumors,  but  they 
cited  eight  cases  as  fulfilling  a set  of  criteria  for 
possible  branchiogenous  origin.  Only  rarely  can 
such  an  event  be  demonstrated  pathologically, 
and  three  apparently  bona  fide  cases  are  on 
record  (19-21).  The  more  frequent  location  of 
these  lesions  in  our  material  in  the  submaxillary 
chain  speaks  against  origin  from  the  branchial 
apparatus,  remnants  of  which  are  found  almost 
exclusively  in  the  anterior  triangle  deep  to  the 
sternoeleidomastoid  muscle.  Origin  in  remnants 
of  the  salivary  ducts,  the  thyroglossal  duct,  or 
in  misplaced  epithelial  rests  has  been  hypo- 
thesized; however,  evidence  is  lacking  to  support 
these  suggestions.  Long  survival  of  such  patients 
after  a variety  of  more  or  less  effective  programs 
of  treatment  and  without  evidence  of  a primary 
tumor  speaks  either  for  inclusion  of  the  total 
extent  of  the  disease  in  the  treated  field,  or 
for  arrest  or  regression  of  the  primary  tumor 
in  some  poorly  understood  manner.  That  un- 
predictable variability  (22)  and  occasional  “spon- 
taneous” cures  (23)  occur  in  the  course  of  ma- 
lignant disease  is  a matter  of  record  which 
should  temper  any  prediction  made  by  the  phy- 
sician. 


Vol.  15,  No.  2 


Arizona  Medicine 


95 


SUMMARY 

1.  In  a study  of  1,189  patients  with  proved 
metastases  to  cervical  lymph  nodes,  a source 
could  not  be  found  in  103  (8.7  per  cent)  at  the 
initial  investigation.  A primary  tumor  was  dis- 
covered later  in  40  patients,  16  patients  had  no 
furth'er  evidence  of  malignant  disease,  and  44 
patients  died  without  evidence  of  the  source 
of  the  secondary  tumors. 

2.  Surgical  exposure  and  histologic  diagnosis 
are  considered  essential  in  the  management  of 
a cervical  tumor  the  nature  of  which  is  inde- 
terminate after  clinical  study. 

3.  Fresh  frozen  sections  are  of  decided  help 
when,  as  is  frequently  the  case,  a definitive  diag- 
nosis can  be  made  immediately  by  this  method. 
Indicated  operative  procedures  may  be  im- 
mediately performed. 

4.  The  histopathologic  findings  were  often 
of  help  in  locating  a cryptic  primary  tumor, 
particularly  one  in  the  thyroid  gland.  The  his- 
tologic type  and  grade  of  the  secondary  lesion 
determine  in  large  part  the  prognosis  and  man- 
agement of  the  individual  case. 

5.  Metastases  of  high-grade  squamous  cell  car- 
cinoma in  the  submaxillary  and  upper  deep 
jugular  chains  were  found  to  imply  unexpectedly 
favorable  prognosis.  Long-term  survival  without 
further  evidence  of  neoplastic  disease  after  vary- 
ing treatment  was  noted  in  about  one  third  of 
such  lesions.  No  adequate  explanation  of  the 
source  of  these  tumors  is  available. 
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ACUTE  APPENDICITIS 

By  Philip  Thorek,  M.D. 
Chicago,  Illinois 


I N 1886  appendicitis  got  its  name  from  Reginald 
Heber  Fitz  of  Harvard;  this  description  is  con- 
sidered one  of  the  classics  of  medical  literature. 
It  is  odd,  however,  that  the  condition  was  not 
discovered  or  described  in  the  literature  until 
sueh  a late  date.  Anatomically  the  appendix 
was  described  in  the  sixteenth  century;  path- 
ologically it  was  recognized  in  the  eighteenth 
century;  clinically  it  belongs  to  the  nineteenth 
century;  and  therapeutically  it  is  the  challenge 
of  the  twentieth  century. 

In  discussing  inflammation  and  infection  the 
late  Richard  Jaffe  stated:  “There  is  no  infection 
without  stasis.”  Thus,  if  a gallbladder  can  empty 
itself  there  will  be  no  choleeystitis,  if  a sinus 
drains  itself  there  will  be  no  sinusitis,  and  if 
an  appendix  evacuates  itself  there  will  be  no 
appendicitis. 

Micro-organisms  always  are  present,  but  as 
long  as  they  are  kept  in  motion  they  cannot  in- 
crease in  number  and  so  do  not  gain  a foothold 
in  the  tissues;  thus  no  inflammatory  response 
results.  Fecaliths,  kinks,  bands,  spasms,  mucosal 
folds,  or  foreign  bodies  might  act  as  the  ob- 
structing factor  and  permit  the  bacteria  to 
multiply.  How  far  this  inflammatory  response 
will  progress  cannot  be  foretold.  It  depends 
upon  the  completeness  of  the  obstruction,  the 
virulence  of  the  micro-organism  and  the  re- 
sistance for  the  host. 

HISTORY  AND  SYMPTOMS 

Certain  types  of  people  are  predisposed  to 
certain  types  of  diseases.  We  know  that  the 
characteristic  type  for  acute  appendieitis  is  the 
Young  Adult  Male  in  his  teens  and  second 
or  third  decades.  There  is  no  dogma  in  medi- 
cine, and  although  this  disease  may  occur  at 
any  age,  from  the  uterus  to  the  grave,  it  be- 
comes infrequent  after  the  age  of  40. 

Any  diffuse  epigastric  distress  which  localizes 
to  the  right  lower  quadrant  within  the  first  24 
to  48  hours  is  acute  appendicitis  until  proved 
otherwise.  Unfortunately,  however,  our  patient 
does  not  use  this  terminology,  but  relates  the 
same  story  in  a different  way.  His  terms  for 
diffuse  epigastric  distress  are:  “belly-ache,” 

“spoiled  stomach,”  cramps,”  or  “gas.”  His  usual 


remark  is:  “Something  I ate  gave  me  a belly- 
ache.” He  oft-times  heeds  the  advice  of  a.  well 
meaning  friend  who  suggests  a cathartic,  and 
then  some  24  hours  later  beeomes  concerned 
about  a “sore  spot”  in  the  lower  right  side  of 
his  abdomen.  It  is  at  this  time  that  he  will 
usually  consult  the  doctor. 

The  Two  Question  Test  suggests  the 
diagnosis  in  well  over  70  per  cent  of  cases 
of  aeute  appendicitis.  Question  number  one: 
“Where  was  your  pain  when  it  started?”  To 
this  the  patient  usually  points  to  his  entire 
abdomen.  Question  number  two:  “Where  does 
it  hurt  you  now?”  To  this  interrogation  the  pa- 
tient usually  points  to  the  region  of  McBurney  s 
point.  Tliis  is  one  of  the  simplest,  most  ef- 
ficacious and  rapid  methods  of  diagnosing  a 
case  of  acute  appendicitis. 

Unfortunately  nausea  and  vomiting  have  been 
taught  as  being  frequent  symptoms.  This  is  not 
true.  The  majority  of  patients  neither  vomit 
nor  complain  of  nausea;  almost  all  however 
have  anorexia.  Anorexia,  nausea  and  vomiting 
are  really  three  degrees  of  one  symptom  being 
dependent  upon  the  degree  of  distention  in 
the  appendix.  Vomiting  is  assoeiated  with  a 
markedly  distended  appendix,  and  since  almost 
all  acute  appendices  are  associated  with  micro- 
scopic distention  these  patients  should  complain 
of  anorexia.  It  is  indeed  a rarity  for  them  to 
find  a patient  suffering  with  acute  appendicitis 
stating  that  he  is  hungry. 

PHYSICAL  EXAMINATION 

An  initial  high  fever  is  rarely  found  in  acute 
appendicitis,  therefore  strongly  suggests  some 
other  condition.  The  fever  is  usually  of  low 
grade  in  early  appendicitis  but  as  the  disease 
progresses,  especially  after  the  first  24  to  48 
hours,  the  fever  begins  to  rise  as  the  peritoneal 
cavity  becomes  soiled.  One,  therefore,  should 
not  wait  for  the  fever  to  develop  since  it  indi- 
cates a complication  rather  than  acute  appendi- 
citis per  se.  This  rule  does  not  apply  to  children 
sinee  they  will  develop  a hyperpyrexia  on  the 
slightest  provoeation.  The  pulse  is  seldom  of 
great  diagnostic  value.  The  so-called  diagnostic 
ratio  should  be  kept  in  mind,  namely,  that  for 
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every  degree  rise  in  temperature  there  is  a 
10-beat  increase  in  pulse.  The  respiratoiy  rate 
is  normal  or  often  proportional  to  the  fever;  as 
peritoneal  soiling  progresses,  it  increases.  The 
patient  with  an  uncomplicated  acute  appendi- 
citis usually  does  not  appear  to  be  seriously 
ill;  in  fact  his  appearance  may  be  quite  mis- 
leading as  he  Nvalks  into  the  doctor’s  office. 
Rarely  have  I just  found  these  patients  lying 
in  bed  with  the  right  knee  raised  as  is  described 
so  routinely  in  many  textbooks. 

The  tremendous  number  of  specific  signs 
which  have  been  associated  with  the  diagnosis 
of  this  condition  are  not  only  exhaustive  but 
exhausting;  they  have  little  or  no  practical  value. 
To  describe  Bastedo’s  sign,  Klemm’s  sign, 
Walkowitsch’s  sign,  Reder’s  sign,  Aaron’s  sign, 
Morris’s  sign  and  many  others  too  numerous 
to  mention  is  only  a display  of  academic  muscle. 
Only  those  few  signs,  or  tests,  which  are  of 
practical  value  will  be  evaluated. 

McBurney’s  Point  is  the  point  of  maximum 
tenderness  as  determined  by  the  pressure  of 
one  finger.  It  is  located  in  the  following  way:  a 
line  is  drawn  between  the  right  anterior  superior 
iliac  spine  and  the  umbilicus;  this  line  is  tri- 
sected. McBurney’s  point  will  be  found  where 
the  lateral  and  middle  thirds  meet.  A state  of 
confusion  seems  to  exist  as  to  whether  this  point 
remains  fixed  regardless  of  the  position  of  the 
appendix.  Although  it  has  been  stated  that  the 
nerve  endings  of  the  eleventh  and  twelfth  dorsal 
segments  are  reflexely  irritated  by  an  inflamed 
appendix,  practical  experience  suggests  that  the 
true  point  of  tenderness  is  dependent  upon  the 
position  of  the  appendix  and  not  the  fixed 
nerves. 

Increased  tonus  of  the  abdominal  muscle,  or 
so-called  rectus  rigidity,  is  not  a sign  of  acute 
appendicitis,  but  rather  a sign  of  peritonitis. 

We  know  that  it  is  quite  impossible  to  con- 
tract one  rectus  muscle  without  contracting  the 
other.  Why  then  do  we  refer  to  the  sign  as 
right  rectus  rigidity  when  both  recti  contract? 
To  correctly  test  for  this  sign  the  examiner  must 
place  both  hands  on  the  abdomen  of  the  pa- 
tient, one  on  each  rectus  muscle.  With  gentle 
pressure  he  determines  whether  or  not  one 
rectus  is  rigid  and  the  other  relaxed.  If  such 
a condition  exists  and  the  only  one  rectus  muscle 
is  found  to  be  rigid,  then  this  suggests  a mass 
underlying  the  rigid  rectus.  Such  masses  in  tlu' 


case  of  acute  appendicitis  would  be  either  a 
localizing  inflammatory  appendical  mass  made 
up  of  appendix,  terminal  ileum  and  omentum, 
or  an  appendical  abscess.  When  both  recti  are 
rigid  it  denotes  a muscular  defense  in  response 
to  an  underlying  peritonitis.  Should  such  a 
rectus  suddenly  be  released  the  patient  will 
wince  because  of  so-called  rebound  tenderness 
(Blumberg’s  sign). 

The  obturator  intermis  sign  locates  an  acutely 
inflamed  appendix  but  does  not  diagnose  it.  It 
is  performed  by  bending  the  knee  and  internally 
rotating  the  flexed  thigh.  This  maneuver  places 
the  obturator  internus  muscle  through  its  full 
range  of  movements  and  will  cause  hypogastric 
pain  if  an  acutely  inflammed  appendix  overlies 
its  fascia.  Pelvic  inflammatory  disease  as  well 
as  an  acute  pelvic  appendix  can  produce  a posi- 
tive obturator  sign. 

The  iliopsoas  sign  is  not  u diagnostic  sign  for 
acute  appendicitis,  but  rather  one  which  locates 
an  inflamed  appendix  lying  retrocecally  and 
involving  the  fascia  which  covers  the  psoas 
muscle.  It  is  conducted  in  the  following  way; 
the  patient  is  placed  on  his  left  side  and  the 
right  thigh  is  fully  extended.  If  pain  over  tlie 
appendical  area  is  produced  by  this  maneuver 
the  test  is  considered  positive. 

Rovsing’s  sign  is  considered  positive  when 
pain  over  McBurney’s  point  is  produced  by  ex- 
erting pressure  over  the  descending  colon.  Sup- 
posedly it  is  due  to  a retrograde  inflation  of 
the  cecum  when  colonic  gas  is  forced  from  left 
to  right  in  the  presence  of  an  inflamed  ap- 
pendix. 

No  physical  examination  is  considered  com- 
plete without  a rectal  or  so-called  bidigital  ex- 
amination. The  latter  is  done,  whenever  pos- 
sible, by  placing  the  index  finger  in  the  vagina 
and  the  middle  finger  in  the  rectum.  This  will 
readily  identify  the  cervix  or  adnexal  patholog)', 
a bulging  cul-de-sac  of  Douglas,  or  fecal  masses. 
Thus,  greater  orientation  is  obtained  than  is 
possible  v^/ith  a rectal  or  bimanual  examination. 

The  laboratory  data  is  a helpful  adjunct  in  tlu' 
diagnosis  of  acute  appendicitis;  howc\  ('r,  it  d(V's 
not  replace  a carefully  taken  history  and  ;i  \m'1I 
conducted  physical  examination.  The  dilli-rciai  ii 
blood  count  is  at  times  more  lu'lidal  tii.  i'  le: 
total  blood  count,  however,  both  ol  fhes-  - 
done  routinely.  Urinahsis  is  also  a o-.;',-:,s 
procedure  but  ma>'  bi'  inisli  ad’ng.  d .a 
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flamed  appendix  is  located  near  or  on  the 
bladder,  the  ureter  or  the  kidney,  a few  red 
cells  may  appear  in  the  urine  thus  masking  the 
picture.  On  the  other  hand,  a rather  large 
ureteral  calculus  may  plug  the  ureter  so 
thoroughly  that  no  pus  or  blood  can  pass  into 
the  bladder  and  again  the  clinician  is  misled. 
Of  late  we  have  utilized  the  flat  roentgenogram 
of  the  abdomen  in  those  cases  where  the  diag- 
nosis is  somewhat  uncertain.  Much  work  has 
been  published  recently  regarding  the  isolation 
of  fecaliths  in  the  appendix  as  shown  on  stereo- 
scopic views.  This  is  helpful  both  in  the  direct 
and  the  differential  diagnosis  and  should  be 
kept  in  mind. 

DIFFERENTIAL  DIAGNOSIS 

Although  many  diseases  have  been  confused 
with  acute  appendicitis,  for  practical  purposes, 
one  must  be  thoroughly  conversant  with  the 
usual  conditions  which  cause  the  greatest  diag- 
nostic difficulties.  The  vast  number  of  our  errors 
are  found  in  the  following  five  conditions:  per- 
forated peptic  ulcer,  acute  gallbladder,  renal 
colics,  salpingitis  and  acute  pancreatitis. 

Perforated  peptic  ulcer  is  almost  always  found 
in  males.  A history  is  elicited  of  a sudden  dra- 
matic attack  of  pain  which  doubled  the  patient 
up,  forcing  him  to  stop  whatever  he  happened 
to  be  doing.  Abdominal  auscultation  usually 
reveals  a silent  abdomen,  and  the  roentgen 
demonstration  of  a spontaneous  pneumoperi- 
toneum is  quite  diagnostic.  Tenderness  is  quite 
diffuse,  the  abdomen  is  board-like,  the  patient 
looks  more  ill,  and  shock  may  be  present.  The 
pinpoint,  perforation  for  the  forme  fruste  ulcer 
will  present  a misleading  picture. 

Acute  gallbladder  disease  is  more  common 
after  the  age  of  40.  The  gallbladder  patient 
is  usually  the  fair,  fat  and  40  type  of  indi- 
vidual with  a history  of  selective  dyspepsia 
and/or  a previous  similar  attack.  The  pain  is 
usually  above  the  umbilicus  and  the  tenderness 
is  localized  to  the  right  quadrant  of^the  abdo- 
men. At  times  Head’s  zones  of  hyperesthesia  will 
reveal  the  hyperesthetic  area  above  the  umbilicus 
and  to  the  right,  whereas  such  an  area  is  found 
below  the  umbilicus  in  acute  appendicitis.  The 
pain  is  much  more  severe  in  acute  cholecystitis 
and  the  patient  usually  requires  sedation  (this 
is  most  unusual  in  acute  appendicitis). 

Renal  colics  may  be  caused  by  stones,  uratic 
debris,  microscopic  thrombi  or  a dropped  kidney 


with  a Dietl’s  crisis.  The  pain  is  usually  in  the 
loin,  radiates  along  the  course  of  the  ureter, 
and  then  into  the  inner  aspect  of  the  thigh  or 
the  genitalia.  A bradycardia  is  very  characteris- 
tic of  renal  or  ureteral  colic.  Tenderness  over 
the  kidney  area  is  usually  present.  Red  blood 
cells  in  the  urine  are  most  suggestive.  In  cases 
where  great  doubt  exists  emergency  intravenous 
pyelography  may  provide  the  final  answer. 

Salpingitis  usually  occurs  immediately  before, 
during  or  after  the  menstrual  period.  It  is  ex- 
tremely rare  after  the  menopause.  Tenderness 
is  usually  bilateral  and  over  the  region  of  the 
symphysis;  on  bimanual  examination  the  tender 
tube  may  be  felt;  tenderness  can  be  produced 
by  moving  the  cervix.  A positive  cervical  or 
urethral  smear  is  pathognomonic. 

Acute  pancreatitis  may  be  either  the  mild 
edematous  type  or  the  fulminating  hemorrhagic 
type.  The  pain  can  be  diffuse  or  it  may  be  lo- 
cated in  the  back;  in  the  latter  case  it  is  usually 
relieved  by  sitting  up  or  lying  prone.  Shock  is 
present  early  and  the  pain  is  extreme.  A high 
blood  amylase  test  corrobrates  the  diagnosis. 

TREATMENT 

Modern  advances  in  chemotherapy  have  some- 
what altered  the  treatment  of  acute  appendicitis. 
Regardless  of  this  fact,  however,  two  schools 
of  thought  still  exist.  One  group  is  of  the 
opinion  that  acute  appendicitis  is  a surgical 
condition  whenever  and  wherever  seen;  the 
other  group  advocates  conservative  therapy  in 
the  so-called  late  or  neglected  cases  of  acute 
appendicitis.  A practical  middle  of  the  road 
type  of  therapy  can  be  applied  which  incor- 
porates some  of  the  tenets  of  both  groups.  It  is 
always  preferable  to  remove  the  leaking  focus 
from  the  peritoneal  cavity,  however,  there  are 
times  and  situations  when  this  cannot  be  ac- 
complished. 

A neglected  so-called  “3  or  4 day  appendix” 
may  be  associated  with  a diffuse  peritonitis  or 
an  early  well  defined  appendical  mass.  In  these 
two  instances  the  mortality  can  be  lowered  if 
conservative  therapy  is  instituted.  Formerly, 
conservative  therapy  meant  the  Ochsner-Sherron 
regime,  namely,  Fowler’s  position,  little  or 
nothing  by  mouth,  heat  or  cold  to  the  right  lower 
quadrant,  and  sedation.  Today,  however,  chemo- 
therapy plays  a major  role;  most  cases  receive 
penicillin  for  its  effect  upon  the  streptococci  and 
staphylococci,  and  streptomycin  which  affects 
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the  gram  negative  rods.  The  sulfonamides,  aure- 
omycin  and  Chloromycetin  also  have  their  advo- 
cates. Fowler’s  position  has  been  discontinued 
in  many  clinics;  I prefer  to  let  the  patient  lie 
in  any  position  in  which  he  is  most  comfortable. 
The  use  of  heat  or  cold  over  the  right  lower 
quadrant  is  purely  a personal  problem;  either 
may  be  used  since  they  act  as  counterirritants 
which  relieve  pain,  rather  than  having  a direct 
bearing  upon  the  appendical  pathology  per  se. 
In  the  presence  of  gastric  or  small  bowel  dis- 
tention gastric  siphonage  or  intestinal  intubation 
is  indicated.  Protein,  carbohydrates,  electrolyte, 
water  and  vitamin  balance  must  be  maintained. 
Plasma  and  blood  are  indicated  at  times.  Seda- 
tion is  necessary,  however,  full  doses  of  mor- 
phine may  mask  the  picture,  hence,  I prefer 
sedatives  of  a milder  nature. 

Under  such  a regime  the  neglected  case  of 
acute  appendicitis  will  do  one  of  three  things: 
( 1 ) it  will  get  better,  ( 2 ) it  will  get  worse,  and 
(3)  it  will  form  an  abscess.  There  are  many 
ways  of  determining  whether  a patient  is  get- 
ting better  or  worse,  since  changes  in  pain, 
distention,  temperature,  vomiting  and  abdominal 
sounds  are  all  of  diagnostic  value.  However, 
the  one  outstanding  prognosticator  is  the  pulse. 
A rule  that  I have  followed  and  one  which  has 
served  us  well  is  the  following:  if  the  pulse 
increases  20  beats  within  an  hour  and  con- 
tinues to  rise,  surgical  intervention  is  indicated. 
This  should  not  be  confused  with  a rapid  pulse, 
in  which  case  conservative  therapy  is  still  con- 
tinued. The  pulse  is  a more  sensitive  and  more 
accurate  indicator  than  all  of  the  other  signs. 

If  the  condition  should  subside  and  the 
patient’s  condition  improve,  surgical  interven- 
tion is  delayed  for  6 to  8 weeks.  To  attempt 
to  do  an  appendectomy  8 to  10  days  following 
a fulminating  inflammatory  process  is  to  en- 
courage wound  infection,  herniation,  adhesions, 
fecal  fistulae  and  intestinal  obstruction.  On  the 
other  hand,  I feel  that  it  takes  approximately 
6 weeks  for  the  average  inflammatory  edema  to 
disappear.  If  one  waits  during  this  interval  and 
then  has  the  patient  return  for  an  interval  ap- 
pendectomy the  surgery  is  simple  technically, 
and  the  postoperative  course  is  usually  unevent- 
ful. That  the  patient  might  have  another  attack 
within  this  waiting  interval  is  possible  but  most 
improbable. 

If,  under  conservative  treatment,  the  patient 


gets  worse,  the  surgeon  is  forced  to  operate; 
these  are  the  cases  which  are  associated  with 
a high  mortality.  Surgical  intervention  is  con- 
sidered in  the  hope  that  the  leaking  appendix 
may  be  removed.  However,  these  late  neglected 
appendices  are  usually  necrotic  and  oft-times 
cannot  be  removed:  if  removal  is  possible  it 
may  have  to  be  done  by  morselation.  The  ques- 
tion as  to  whether  drainage  is  correct  or  in- 
correct in  such  a case  is  still  controversial.  I lean 
toward  the  school  of  thought  which  believes 
that  the  peritoneal  cavity  is  only  a potential 
cavity,  and  therefore  cannot  be  drained.  It  has 
been  my  custom  therefore  to  close  these  ab- 
domens without  drainage. 

The  tliird  possibility  under  conservative  treat- 
ment for  the  neglected  appendicitis  is  the  for- 
mation of  an  appendical  abscess.  This  is  sus- 
pected when  tlie  patients  present  a spiking  type 
of  fever,  chills,  sweats  and  a leukocyte  count 
over  20,000.  Should  such  an  abscess  form  it 
may  get  better  or  it  may  get  worse.  If  resorb- 
tion  takes  place  and  the  inflammatory  mass 
diminishes  in  size  the  patient’s  condition  will 
improve  and  the  mass  will  disappear.  Such  a 
patient  is  permitted  to  leave  the  hospital  and 
is  advised  to  return  in  6 to  8 weeks  for  an 
interval  appendectomy.  If,  however,  the  mass 
enlarges  and  the  patient’s  condition  gets  worse 
tlie  abscess  is  incised  and  drained.  If  the  ap- 
pendix is  found  in  the  abscess  cavity  (this  is 
most  unusual)  it  is  removed;  if  it  is  not  found, 
an  interval  appendectomy  is  performed  6 to  8 
weeks  after  drainage  of  the  appendical  abscess. 
Autoappendectomies  have  been  reported,  but 
these  too  are  quite  infrequent. 

This  plan  does  not  apply  to  children  suffering 
with  acute  appendicitis,  since  it  has  been  shown 
that  children  do  not  have  the  ability  to  localize 
acute  appendical  lesions.  Therefore,  in  children, 
the  rule  must  be  followed  that  the  case  is  a 
surgical  one  regardless  of  the  time  element. 

PRACTICAL  ASPECTS  OF  APPENDECTOMY 

The  choice  of  the  incision,  whether  a Mc- 
Burney  or  a rectus,  will  be  determined  b\  the 
type  of  case  and  the  surgeon’s  prc'fen'nci-. 

At  times  it  might  be  difficult  to  loiMfe  '^1- 
appendix.  However,  by  following  twr.  .•:iii  p: 
maneuvers  the  vast  majority  of  apy-cn-  - ar- 
be  found  readily.  The  cecum  is  pieke  ! ■ 

moist  laparotomy  sponge  and  tail'  •= 
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upward  tOM^ard  die  anesthetist.  The  terminal 
ileal  fat  pad  (a  negleeted  bit  of  anatomy  which 
is  an  excellent  surgical  guide)  is  grasped  with 
a Babcock  forceps  and  handed  to  the  assistant 
at  the  opposite  side  of  the  table.  These  two 
simple  maneuvers  will  result  in  bringing  the 
appendix  immediately  into  view  in  85  to  90 
per  cent  of  cases.  Since  over  70  per  cent  of 
appendices  normally  lie  retrocecally  and  since 
the  terminal  ileum  and  its  fat  pad  run  parallel 
with  the  cecum  the  rationale  of  these  two  ma- 
neuvers is  apparent. 

The  anatomy  of  the  appendical  artery  should 
be  emphasized  if  the  serious  complication  of 
intra-operative  hemorrhage  is  to  be  avoided.  The 
appendical  artery  arises  from  the  posterior  cecal 
branch  of  the  ileocolic  artery.  The  artery  to  the 
appendix  does  not  pass  retrocecally,  but  takes 
a retro-ileal  course.  If,  therefore  hemorrhage 
from  a slipped  appendical  artery  should  take 
place  during  the  course  of  an  appendectomy 
the  ileal  fat  pad  should  be  raised  and  the  bleed- 


ing point  searched  for  behind  the  terminal  ileum. 
Retrocecal  search  for  such  a bleeding  vessel 
will  fail  to  reveal  the  source  of  hemorrhage. 

Many  methods  of  management  of  the  ap- 
pendical stump  have  been  described,  these  too 
must  remain  a personal  problem  until  definite 
evidence  can  be  produced  to  substantiate  the 
claim  that  one  method  is  definitely  superior  to 
all  the  others. 

SUMMARY 

1.  The  mortality  of  acute  appendicitis  still 
remains  high. 

2.  The  Two  Question  Test  has  been  useful  in 
correctly  diagnosing  most  cases  of  acute  ap- 
pendicitis. 

3.  The  fallacy  of  right  rectus  rigidity  as  a 
diagnostic  sign  is  discussed.  The  iliopsoas  and 
obturator  signs  are  stressed  as  signs  which  locate 
rather  than  diagnose  an  acute  appendicitis. 

4.  A plan  of  treatment  is  presented  which  in- 
cludes the  management  of  both  the  early  and 
the  neglected  case. 
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TETANOS  DEL  ADULTO  EN  EL  HOSPITAL  CIVIL  DE 
GUADALAJARA,  JALISCO,  MEXICO 

CUADRO  CLINICO  Y TRATAMIENTO 

SUMARIO  Y CONCLUCIONES 
For  Los  Drs.  A.  Ruiz  Sanchez  y F.  Ruiz  Sanchez 

del  Institute  de  Patologia  Infecciosa 
Experimental  de  la  Universidad  de  Guadalajara,  Mexico 


1.  En  el  servicio  de  infectologia  del  Hospital 
Civil  de  Guadalajara,  durante  los  anos  de  1952 
a 1957  tratamos  65  cases  de  tetanos,  17  (26%) 
de  los  cuales  murieron  en  el  curso  de  las  pri- 
meras  12  a 36  horas  de  tratamiento,  los  cuales 
se  descartan,  quedando  48  casos  para  evaluar 
el  tratamiento  moderno  de  esta  enfermedad. 

2.  Sexo:  42  (65%)  eran  hombres  y 23  (35%) 
eran  mujeres. 

Edad.  Los  grupos  mayoritarios  comprendieron 
las  edades  de  10  a 50  anos. 

Puerto  de  entrada  y agenta  causal:  en  el  35% 
de  los  enfermos  las  manos  fueron  la  localizacion 
de  la  puerta  de  entrada  y la  siguieron  en  orden 
de  frecuencia  los  pies,  el  sitio  de  inyeccion 
intramuscular,  el  utero,  etc.  Las  heridas  por 
agentes  punzocortantes,  clavos,  astillas,  agujas 
hipodermicas,  armas  blancas  y alambres  fueron 
las  mas  tetanigeras,  citandose  tambien  las 
quemaduras,  las  intervenciones  quinirgicas,  los 
abortos  provocados,  etc.  etc. 

Incubacion.  Vario  desde  1 a 4 dias  hasta  2 a 
3 meses.  En  el  mayor  numero  de  casos  fue  corta 
tratandose  entonces  de  tetanos  muy  severos.  En 
general,  mientras  mas  corta  fue  la  incubacion 
mas  servero  fue  el  cuadro  clinico. 

3.  Aspecto  Clinico.  El  cuadro  se  caracterizo 

como  un  tetanoespasmo  tonico  de  los  mus- 
culos  de  la  masticacion  y de  los  miisculos 
espinales,  habiendose  presentado  el  trismo  en 
el  93%  de  los  casos,  la  crisis  sub-intrantes  en 
el  92%,  el  opistotonos  en  el  81%,  la  rigidez  de 
la  nuca  en  el  75%,  la  fiebre  en  el  87%.  Clinica- 
mente  se  agruparon  los  enfermos  en  las  siguientes 
formas:  sobre-agudas,  agudas,  sub-agudas, 

cronieas,  sin  trismo  y localizadas. 

4.  El  tratamiento  del  tetano  revistio  tres  as- 
pectos:  El  biologico,  que  consistio  en  el  empleo 
de  la  antitoxina  tetanica,  con  proposito  de 
neutralizar  la  neurotoxina  circulante;  la  quimio- 


terapia,  cuyos  fines  fueron  matar  los  bacilos 
tetanicos  y evitar  la  elaboracion  de  exotoxinas; 
el  asistencial  que  comprende  el  uso  de  agentes 
relajantes,  sedantes,  cardiotonicas,  asi  como  el 
cudidado  de  las  vias  aereas  para  evitar  los  tras- 
tornos  de  la  respiracion,  el  espasmo  de  la  glotis, 
la  practica  oportuna  de  la  traqueotomia,  la 
correcta  administracion  de  liquidos,  la  adminis- 
tracion  de  oxigeno  etc.  etc. 

Administramos  la  antitoxina  al  78%  de  los 
enfermos  pero  no  pudimos  precisar  el  verdadero 
valor  de  esta,  pues  algunos  de  los  enfermos  que 
no  la  recibieron  evolucionaron  en  igual  forma 
que  si  la  recibiesen.  Usamos  dosis  promedias 
de  60,000  a 100,000  unidades  diarias  los  primeros 
3 a 6 dias  de  tratamiento  y como  precisamente 
durante  estos  dias  hubo  el  indice  mas  alto  de 
mortalidad,  no  es  posible  determinar  cual  es  el 
verdadero  valor  de  la  antitoxina  en  el  tratamiento 
del  tetanos. 

Usamos  la  penicilina  combinada  con  estrepto- 
micina  dada  la  susceptibilidad  de  los  clostridios 
tetanicos  a ellas,  durante  todos  los  dias  de  en- 
fermedad, que  sin  la  menor  accion  sobre  la 
exotocemia. 

Como  sedante  cortical  usando  la  clorpro- 
mazina  a dosis  de  25  miligramos  una  o dos  veces 
al  dia  por  via  intramuscular  y por  excepcion 
por  via  venosa.  Nos  parece  que  se  produce  una 
sedacion  mas  util  que  la  lograda  con  los  bar- 
bituricos,  los  cuales  los  usamos  como  en  dos 
terceras  partes  de  los  enfermos  a dosis  de  0.15 
gramos  o 0.30  gramos,  intramusculares  cada  6 
horas  al  principio  y una  o dos  veces  dia,  en 
los  dias  siguientes. 

Nos  pareces  favorable  el  uso  simultaneo  de  la 
difenhidramina  (Benadryl)  por  via  oral  o intra- 
muscular a dosis  de  50  a 200  miligramos.  Los 
cuidados  asistenciales  nos  parecieron  de  pri- 
merisima  importancia  en  el  logro  del  abatimiento 
del  indice  de  mortalidad. 


(English  Translation  on  Page  103) 
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5.  Mortalidad.  En  el  grupo  de  enfermos  tra- 
tados  mas  de  48  horas  logramos  descender  la 
mortalidad  hasta  33%.  Incluyendo  los  17  enfer- 
mos que  murieron  en  el  curso  los  primeras  36 
horas,  la  mortalidad  ascendio  a 50%.  En  terminos 
generales  la  mortalidad  fue  mas  alta  en  el  sexo 
femenino,  entre  20  y 30  anos  de  edad,  cuando 
la  via  de  entrada  fueron  las  inyecciones  intra- 
musculares  o las  heridas  punzocortantes,  cuando 
el  periodo  de  incubacion  fue  mas  corto  y cuando 
el  cuadro  clinico  fue  severe  o muy  severe. 

6.  Complicaciones.  Las  complicaciones  domi- 
nates fueron  de  dos  tripos:  las  correspondientes 
a la  enfermedad  misma  como  la  paralisis  res- 
piratoria,  el  espasmo  laringeo,  la  asfixia,  el  paro 
cardiaco,  etc.,  y las  que  sobrevinieron  por  el 
tratamiento  como  las  reacciones  anafilacticas  y 
la  sobresedacion  de  los  enfermos  con  compli- 
caciones respiratorias. 

7.  En  tetanos  se  una  enfermedad  que  dista 
mucho  de  ser  controlada,  no  obstante  de  que 
se  dispone  de  la  vacuna  para  prevenirla  y de 
la  antitoxina  para  tratarlo;  con  medios  biologicos, 
quimioterapicos  y asistenciales  se  han  logrado 
bajar  significativamente  los  indices  de  mortali- 
dad; sin  embargo,  a la  fecha,  en  manos  de  los 
mejores  clinicos  y en  las  mejores  condiciones  de 
tratamiento  se  siguen  muriendo  de  3 a 6 en- 
fermos de  cada  diez. 

8.  Urge  encaminar  los  esfuerzos  de  la  in- 
vestigacion  clinica  hacia  un  mejor  conocimiento 
de  la  enfermedad  y hacia  el  logro  de  medios 
terapeuticas  que  aplicadas  tempranamente 
puedan  dar  un  indice  de  cura  cion  mas  alta. 


INCUBACtON  CN  SEMAflAS 


KiLAClON  ENTRE  EL  PERlODO  DE  INCUl^ikClON 
'1  LA  CURACION  O LA  MOERTE 

((iru^r-  dj  enf-e'-moj  Kafjtlob  mi*»  de  48 


y LA  CURACIOM  O LA  MUERTE . 
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NUMERO  f)E  ENFERMOS 
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TETANUS  OF  THE  ADULT  IN  THE  HOSPITAL  CIVIL  OF 

GUADALAJARA. 

CLINICAL  PICTURE  AND  TREATMENT 

By  Amando  Ruiz  Sanchez,  M.D.  and  Francisco  Ruiz  Sanchez,  M.D. 

( From  the  Institute  de  Patologia  Infeeeiosa  Experimental 
de  la  Universidad  de  Guadalajara,  Mexico) 

SUMMARY  AND  CONCLUSIONS 


1.  In  the  service  of  infeetious  diseases  in  the 
Hospital  Civil  of  Guadalajara,  Mexico,  during 
the  years  from  1952  to  1957,  we  treated  65  cases 
of  tetanus,  17  or  26  per  cent  of  these  died  during 
the  first  12  to  36  hours  of  treatment.  Here  we 
will  eonsider  the  remaining  48  eases  in  order 
to  evaluate  modern  treatment  of  this  illness. 

2.  Sex:  42  or  65  per  eent  were  men  and  23 
or  35  per  eent  were  women. 

Age:  Most  eases  oecurred  between  10  to  50 
years  of  age. 

Portal  of  Entry  and  Causative  Agent:  In  35 
per  cent  of  these  patients  the  wound  which  had 
served  as  portal  of  entry  was  loeated  on  the 
hand  and  the  rest  in  order  of  frequeney  in  the 
following  parts  of  the  body:  feet,  site  of  intra- 
museular  injeetions,  the  uterus,  ete.  Pointed 
objects  such  as  nails,  slivers,  hypodermie  needles, 
knives  and  wires  were  the  ehief  offenders  but 
some  eases  developed  following  burns,  surgieal 
interventions,  indueed  abortions,  ete. 

Incubation:  It  varied  from  one  to  four  days 
up  to  two  to  three  months.  In  most  cases  the 
ineubation  period  was  short  and  then  we  had 
very  severe  tetanus.  In  general  the  shorter  the 
period  of  incubation,  the  more  severe  the  elinical 
pieture. 

3.  Clinical  Aspects:  The  elinical  picture  was 
charaeterized  by  a tonic  tetanospasm  of  the 
museles  of  mastication  and  the  spinal  museles. 
Trismus  was  present  in  93  per  cent  of  the  cases. 
Subintrant  erises  were  present  in  92  per  eent 
of  the  eases,  opisthotonos  in  81  per  cent,  rigidity 
of  the  nape  of  the  neck  in  75  per  cent  and  fever 
in  87  per  eent.  All  of  the  patients  died  when 
fever  was  consistently  high.  Clinically  we  classi- 
fied the  patients  as  follows:  superaeute,  aeute, 
subacute,  ehronic,  without  trismus  and  localized. 

4.  Treatment  of  tetanus  has  the  following 
three  aspects:  Biologieal  which  consists  in  the 
administration  of  tetanus  antitoxin  with  the 
object  of  neutralizing  the  cireulating  neurotoxin; 


ehemotherapy  whose  end  is  to  kill  the  tetanus 
bacilli  and  so  prevent  the  formation  of  exotoxins; 
the  supportive  treatment  including  relaxing 
agents,  sedatives,  cardiovaseular  stimulants,  at- 
tention to  the  air  passages  in  order  to  avoid  the 
respiratory  eomplications  and  spasm  of  the 
glottis,  prompt  performance  of  tracheotomy 
when  neeessary,  proper  administration  of  fluids 
as  indicated  and  the  administration  of  oxygen 
when  needed. 

We  gave  antitoxin  to  87  per  cent  of  these 
patients  but  we  were  unable  to  correctly  evalu- 
ate its  true  worth,  beeause  some  of  the  patients 
who  reeeived  no  antitoxin  progressed  in  the  same 
way  as  those  who  did.  We  used  average  doses 
of  60,000  to  100,000  units  daily  for  the  first  three 
to  six  days  of  treatment  and  since  it  was  during 
those  days  that  mortality  was  highest,  it  is  not 
possible  to  determine  what  role  antitoxin  played 
in  the  treatment  of  tetanus. 

We  used  the  combination  of  penicillin  and 
streptomycin  because  of  the  sensitivity  of 
Clostridium  tetani  to  it,  during  all  the  days  of 
the  disease.  We  have  the  impression  that  it  has 
an  effeet  on  the  bacterial  infection  but  that  it 
exerts  absolutely  no  effeet  on  the  exotoxemia. 

For  cortical  sedation  we  used  Chlorpromazine 
in  doses  of  25  mgs.  once  or  twiee  a day,  by  intra- 
muscular route  and  rarely  intravenously.  We  feel 
that  it  produees  a better  sedation  than  the  bar- 
biturates which  we  used  in  two-thirds  of  the 
patients  in  doses  of  0.15  grams  to  0.30  grams 
intramuseularly  every  six  hours  in  the  beginning 
of  the  illness  and  onee  or  twiee  a day  thereafter. 

We  believe  it  advantageous  to  use  Difenhidra- 
mine  (Benadiyl)  simultaneously  either  by  oral 
or  intramuseular  route  in  doses  from  50  to  200 
mgs.  We  consider  of  prime  importance  proper 
nursing  care  in  redueing  the  mortality. 

5.  Mortality.  In  the  group  of  patients  treated 
for  more  than  48  hours,  we  were  able  to  reduce 
the  mortality  to  33  per  eent.  If  we  include  tlv’ 


(See  Illustrations  on  Page  102) 
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17  patients  who  died  in  the  course  of  the  first 
36  hours,  the  mortality  rises  to  50  per  cent.  In 
general,  mortality  was  higher  in  women,  be- 
tween the  ages  of  20  and  30  years,  when  the 
portal  of  entry  was  through  a wound  produced 
by  a sharply  pointed  instrument  or  hypodermic 
needle,  when  the  incubation  period  had  been 
very  short  and  when  the  clinical  picture  was 
severe  or  very  severe. 

6.  Complications.  The  predominant  complica- 
tions were  of  two  types,  those  related  to  the 
illness  itself,  such  as  respiratory  paralysis, 
laryngeal  spasm,  asphyxia,  heart  failure,  etc.  and 
those  which  occurred  as  a result  of  treatment, 
the  anaphylactic  reactions  and  over-sedation  in 
those  patients  with  respiratory  complications. 


7.  Tetanus  is  an  illness  which  is  far  from 
being  controlled,  in  spite  of  the  fact  that  there 
exists  preventive  vaccine  and  antitoxin  for  treat- 
ment. By  means  of  biological  treatment,  chemo- 
therapy and  supportive  treatment,  the  mortality 
has  been  significantly  lowered;  nevertheless,  to 
date,  in  the  most  progressive  clinics  and  under 
ideal  conditions  of  treatment,  patients  continue 
to  die  from  this  illness  at  the  rate  of  three  to 
six  out  of  every  10. 

8.  It  is  urgent  that  new  efforts  in  clinical  in- 
vestigation be  dedicated  to  achieving  a better 
understanding  of  the  illness,  and  to  the  dis- 
covery of  more  efficient  therapeutic  measures 
which  instituted  early  in  the  illness  may  bring 
about  a greater  percentage  of  cures. 
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BLOOD  SUPPLY  IN  THE  SOUTHWEST* 

By  Dermont  W.  Melick,  M.D. 

Phoenix,  Arizona 


T 

I HE  BLOOD  supply  upon  which  most  of  us 
depend  comes  from  the  Southwest  Blood  Bank. 
As  you  may  or  may  not  know,  Southwest  Blood 
Bank  had  its  origin  in  Phoenix  and  was  spon- 
sored by  the  Maricopa  County  Medical  Society. 
The  contribution  originating  from  the  Phoenix 
area  to  get  the  bank  started  amounted  to  ap- 
proximately $22,000;  95  per  cent  of  this 

amount  was  raised  among  groups  and  individ- 
uals outside  of  the  medical  profession.  It  there- 
fore had  its  inception  as  a true  community 
effort  and  so  it  has  continued  to  the  present 
date.  Southwest  Blood  Bank  represents,  there- 
fore, an  experiment  in  free  enterprise  and  it  has 
now  grown  into  an  institution  of  national  stature. 
This  growth  can  be  traced  to  the  basic  philo- 
sophy of  Southwest  Blood  Bank.  This  organiza- 
tion is  ready  and  willing  to  help  any  city  or 
area,  be  it  large  or  small,  in  solving  blood  trans- 
fusion problems.  This  willingness  to  help,  how- 
ever, must  be  qualified  by  a specific  invitation 
from  the  county  medical  society  wherein  the 
service  is  needed.  The  emphasis  is  placed  there- 
by on  each  local  county  medical  society  in  that 
it  must  first  recognize  its  own  needs.  By  this 
policy  a great  many  distressing  and  controversal 
problems  have  been  avoided.  This  approach 
“by  invitation”  rather  than  “by  invasion”  has 
proved  to  be  eminently  successful  to  date. 

It  can  be  said  without  hesitation  that  South- 
west Blood  Bank  represents  a great  contribu- 
tion to  medicine  and  surgery.  We  as  the  Arizona 
parents  of  this  organization  should  be  the  first 
to  recognize  its  contribution  and  be  more  than 
justly  proud  of  the  place  that  Southwest  Blood 
Bank  now  occupies  as  a top  drawer  organiza- 
tion in  the  blood  transfusion  field.  The  ef- 
ficiency of  this  organization,  plus  its  ability  to 
deliver  unlimited  amounts  of  blood  both  in 
quantity  and  quality  borders  on  the  phenomenal. 
I would  like  to  illustrate  the  foregoing  state- 
ment. In  one  three-day  period  in  Houston,  Texas, 
a patient  required  38  pints  of  A-B  Negative 
blood.  To  appreciate  this  problem,  you  must 
realize  that  the  number  of  A-B  Negative  blood 
types  is  less  than  I per  cent  of  any  given  popu- 
lation. It  would,  therefore,  take  6,000  donors 

“Presidential  Address  — Arizona  Chapter  — American  College  of 

Surgeons  — Chandler,  Arizona  — December  6,  1957. 


in  order  to  get  38  A-B  Negative  blood  units. 
The  problem  is  not  quite  so  simple,  however, 
when  one  realizes  that  there  must  be  elimi- 
nated those  individuals  who  are  too  young,  too 
old,  or  who  are  physically  unable  to  give  blood. 
In  actuality  then,  it  would  take  in  the  neighbor- 
hood of  25,000  people  to  supply  the  38  pints 
of  A-B  Negative  blood.  It  would  be  physically 
impossible  for  one  bank  to  screen  and  draw 
6,000  donors  in  three  days.  A mass  appeal  for 
donors  would  be  unsuccessful  as  many  people 
do  not  know  their  own  blood  type  and  this 
approach  would  be  so  time  wasting  as  to  be 
prohibitive.  Southwest  Blood  Bank  delivered 
the  38  pints  of  A-B  Negative  blood  without 
difficulty. 

Again  in  Houston,  a request  was  made  for 
20  units  of  freshly  drawn  A Negative  blood. 
The  request  specified  that  this  blood  could  not 
be  more  than  24  hours  old  and  was  needed  at 
8 o’clock  the  next  morning.  Houston,  at  that 
time,  was  “bankrupt”  as  far  as  A Negative  units 
were  concerned.  Phoenix  was  contacted  and  the 
Phoenix  staff  went  through  their  donor  list  and 
called  in  enough  donors  so  the  blood  was  pro- 
cessed and  shipped  by  air  to  Houston  that  night 
and  it  was  delivered  to  the  hospital  for  surgery 
at  the  required  hour  the  next  morning. 

We  do  a great  deal  of  talking  about  civil 
defense  and  everyone  recognizes  that  in  the 
case  of  a major  disaster  blood  will  be  needed 
in  unforseen  amounts.  Southwest  Blood  Bank 
will  be  able  to  respond  if,  and  when,  the 
emergency  arises.  To  illustrate  how  this  chain 
of  command  will  function,  I might  give  you  a 
few  instances  of  recent  occurrence.  A train  wreck 
occurred  in  Raton  Pass,  New  Mexico,  in  No- 
vember of  1956.  A call  went  out  for  blood  with 
the  information  that  an  undetermined  number 
of  injured  persons  would  soon  be  hospitalized 
and  many  would  be  in  need  of  transfusions.  The 
Southwest  Blood  Bank  in  Lubbock,  Texas;  Albu- 
querque, New  Mexico;  San  Antonio,  Texas;  El 
Paso,  Texas;  and  Phoenix,  Arizona  were  im- 
mediately alerted,  as  well  as  other  blood  bank'; 
in  Denver  and  lower  Colorado.  The  Soutliwi'st 
Blood  Bank  of  Albuqueriiue  was  di'signated  ms 
the  co-ordinator  and  was  told  to  stand  b\  on  a 
24  hour  basis.  Within  a matter  of  minutes,  eiglii 
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blood  banks  were  ready  for  the  emergency. 

Reno,  Nevada  has  had  two  occasions  to  call 
on  Southwest  for  emergency  service.  In  1956, 
an  explosion  resulted  in  an  undetermined  num- 
ber of  injured.  Southwest  Blood  Bank  in  Phoe- 
nix, and  Albuquerque  were  alerted  and  immedi- 
ate contact  was  made  with  the  air  force  in 
Phoenix  and  Las  Vegas.  Jet  planes  were  stand- 
ing by  to  fly  blood  to  Reno.  The  Luke  Air 
Force  Base  offered  to  use  Sky  Harbor  Airport 
in  Phoenix  to  pick  up  the  blood  if  the  saving 
of  a few  precious  minutes  would  make  any 
difference.  On  another  occasion  Reno  was 
flooded  and  it  was  impossible  to  get  blood  in 
the  usual  manner.  Donors  could  not  get  to 
hospitals  or  to  other  places  where  their  blood 
could  be  drawn  and  the  Reno  airport  was  under 
water.  Southwest  Blood  Bank  in  Phoenix  flew 
blood  to  Fallon,  the  nearest  airport  to  Reno,  and 
arrangements  were  made  there  for  the  highway 
patrol  to  pick  up  the  blood  and  deliver  it  to 
Reno.  It  is  recognized  that  these  are  “minor” 
emergencies,  but  it  does  emphasize,  beyond  a 
shadow  of  a doubt,  that  Southwest  is  willing 
and  able  to  rise  to  the  occasion  when  an  emer- 
gency exists.  This  ability  rests  on  the  fact  there 
are  12  complete  banks  in  the  Southwest 
chain  and  four  sub-banks  covering  nine  dif- 
ferent states.  Each  bank  is  on  the  alert  to  supple- 
ment the  supply  of  a sister  bank  if,  and  when, 
the  blood  needed  is  not  available  in  the  local 
bank.  I am  sure  you  will  be  interested  to  know 
that  Southwest  Blood  Bank  at  the  present  time 
is  the  largest  medically  supervised  and  medically 
governed  self-supporting,  not  for  profit,  blood 
bank  in  the  world.  It  now  serves  an  area  having 
a population  of  between  10  and  12  million 
people  and  gives  services  to  450  hospitals. 

Of  particular  importance  to  some  of  us  in- 
terested in  cardiac  surgery,  the  following  will 
be  most  revealing.  For  each  case  of  open  heart 
surgery,  the  cardiac  surgeon  in  Houston,  Texas, 
requii'es  6 pints  of  blood  in  heparin  drawn  no 
earlier  than  the  night  before  surgery,  8 pints 
of  fresh  blood  which  have  been  drawn  within 
the  past  24  hours,  and  an  additional  30  pints 
of  the  patient’s  blood  type  on  hand.  This  makes 
a total  of  44  pints  of  blood  that  must  be  avail- 
able for  each  case  of  open  heart  surgery.  At 
least  three  such  operations  are  performed  each 
week  in  Houston.  The  ability  of  Southwest  Blood 
Bank  in  Houston  to  adequately  meet  this  de- 


mand has  brought  a great  deal  of  praise  from 
the  Houston  surgeons.  I am  sure  that  the  ex- 
perience in  Houston  will  be  of  great  value  to 
any  other  individual,  or  group,  who  plan  to 
attempt  this  type  of  surgery.  The  Phoenix  doc- 
tors can  rest  assured,  therefore,  that  one  of  the 
least  of  their  worries  is  going  to  be  an  adequate 
supply  of  blood  when  the  day  comes  for  be- 
ginning open  heart  surgery. 

Southwest  Blood  Bank  has  another  very  com- 
mendable accomplishment  which  I would  like 
to  bring  to  your  attention  at  this  time.  This  is 
the  Southwest  Blood  Service  Plan.  This  is  a 
studied  attempt  to  bring  blood  transfusion  serv- 
ice to  your  patients  at  the  least  possible  cost 
to  them.  It  allows  them  to  protect  themselves 
for  the  use  of  unlimited  quantities  of  blood  at 
a very  nominal  fee.  For  one  dollar,  your  patient 
can  be  assured  of  all  the  blood  he  may  need 
for  one  full  year.  For  a man  and  wife,  the  cost 
is  two  dollars  per  year;  for  a man  and  wife  and 
one  child,  the  cost  is  three  dollars,  and  if  there 
are  four  or  more  in  one  family,  the  cost  is  four 
dollars  a year.  There  is  no  additional  charge  for 
a family  that  has  more  than  four  members.  This 
original  approach  to  the  economic  problem  of 
blood  transfusion  has  now  had  two  years  of 
study  and  research.  It  is  the  first  proposal  of 
its  type.  It  is  being  well  received  in  other  parts 
of  the  United  States.  In  California,  the  plan  is 
set  up  in  almost  identical  manner.  In  Chicago, 
Illinois,  the  basic  planning  has  been  the  same 
with  the  exception  that  a person  may  donate 
a pint  of  blood  at  any  hospital  blood  bank  and 
receive  blood  coverage  for  himself  and  family 
of  four  for  all  blood  needs  over  a one  year’s 
period. 

This  plan  fits  the  needs  of  the  people  living 
in  rural  areas.  Many  times  it  is  difficult  for 
these  people  to  replace  blood  or  to  meet  the 
financial  obligations  for  blood  bank  services. 
The  Blood  Service  Plan  eliminates  these  prob- 
lems. The  reason  this  plan  can  be  offered  to  your 
patients  for  a nominal  fee  is  the  fact  that  there 
is  no  advertising  and  no  expensive  promotional 
schemes  to  sell  this  blood  service.  The  salesmen 
for  Southwest  Blood  Service  Plan  must  be  the 
doctors,  the  hospital  administrators  or  tlie  pa- 
tients who  have  benefited  from  the  plan.  I bring 
this  plan  to  your  attention  mainly  to  appeal  to 
you  to  pass  along  this  information  to  your 
patients  so  they  may  take  advantage  of  this 
service. 
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I N 1948  THERE  WAS  A MEETING  IN  SALT  LAKE  CITY  TO  CONSIDER  THE  POSSIBIL- 
ITY OF  A COMPACT  BETWEEN  THE  WESTERN  STATES  FOR  THE  PURPOSE  OF  MAK- 
ING AVAILABLE  PROFESSIONAL  EDUCATION  TO  MORE  STUDENTS. 

THIS  COMPACT  WAS  FINALLY  AGREED  UPON  AND  RATIFIED  BY  THE  STATE  OF 
ARIZONA  IN  1952.  IT  GIVES  FINANCIAL  HELP  TO  THESE  PROSPECTIVE  DOCTORS, 
DENTISTS  AND  VETERINARIANS  UP  TO  $2,000  PER  YEAR.  THIS  IS  A MOST  WORTH- 
WHILE PROJECT  FOR  BOTH  THE  PROSPECTIVE  STUDENTS  AND  THE  STATE. 

THE  STATE  OF  ARIZONA  HAS  NO  MEDICAL,  DENTAL  OR  VETERINARIAN 
SCHOOL.  TO  DATE  60  STUDENTS  HAVE  PARTICIPATED  IN  THIS  PLAN;  23  IN  MED- 
ICINE, NINE  IN  DENTISTRY  AND  28  IN  VETERINARIAN  MEDICINE.  MORE  STU- 
DENTS, ESPECIALLY  DENTISTS,  COULD  HAVE  BEEN  ACCOMMODATED  IF  THEIR 
COLLEGE  GRADES  HAD  BEEN  UP  TO  THE  ENTRANCE  REQUIREMENTS. 

THE  APPLICANT  MUST  BE  A RESIDENT  OF  THE  STATE  OF  ARIZONA  FOR  AT 
LEAST  10  YEARS.  HE  IS  ALLOWED  $2,000  PER  YEAR  AND  IS  REQUIRED  TO  PRAC- 
TICE IN  THE  STATE  FOR  EIGHT  YEARS  TO  REPAY  THE  LOAN.  IF  HE  DOES  NOT 
PRACTICE  IN  THE  STATE  OF  ARIZONA,  THE  TOTAL  AMOUNT  IS  DUE  WITH  IN- 
TEREST. 

IT  IS  FELT  BY  ALL  THE  COMMITTEE,  HEADED  BY  D.  W.  MELICK,  M.D.,  THAT 
THE  PRESENT  REQUIREMENTS  ARE  TOO  HIGH.  A BILL  HAS  BEEN  INTRODUCED 
INTO  THE  ARIZONA  STATE  LEGISLATUREAT  THE  PRESENT  SESSION  TO  CHANGE 
THIS. 

AT  THIS  TIME  40  PER  CENT  OF  THE  POPULATION  HAVE  LIVED  IN  ARIZONA  FOR 
FIVE  YEARS  OR  LESS.  FOR  THIS  REASON,  THE  PROPOSED  BILL  CUTS  THE  RESI- 
DENCE REQUIREMENT  TO  FIVE  YEARS.  ONLY  ONE  OTHER  STATE  IN  THE  WEST- 
ERN COMPACT  REQUIRES  FOUR  YEARS  OF  PRACTICE  IN  PLACE  OF  ARIZONA’S 
EIGHT.  NO  STATE  WHICH  SUPPORTS  MEDICAL,  DENTAL  OR  VETERINARY 
SCHOOLS  REQUIRES  A PAYMENT  IN  THE  FORM  OF  PRACTICE  IN  THAT  STATE 
ITS  RESIDENT  GRADUATES.  IT  IS  PROPOSED  THAT  THE  OBLIGATION  TO  RETURN 
TO  PRACTICE  IN  THE  STATE  OF  ARIZONA  BE  REDUCED  OR  ELIMINATED. 

AN  EXAMPLE  OF  THIS  IS  THAT  GRADUATES  OF  THE  UNIVERSITY  OF  ARIZONA 
LAW  SCHOOL,  WHETHER  RESIDENTS  OR  NOT,  ARE  NOT  REQUIRED  TO  PRACTICE 
IN  THE  STATE.  IT  IS  ALSO  KNOWN  THAT  THE  TUITION  CHARGED  THE  LAW  STU- 
DENT DOES  NOT  BEGIN  TO  PAY  THE  COST  OF  HIS  EDUCATION. 

THE  COMMITTEE  WHICH  INTRODUCED  THE  BILL  IN  THE  LEGISLATURE  FELT 
THAT  IT  WAS  A GOOD  AND  PROGRESSIVE  ONE.  WE  ASK  THE  WHOLEHEARTED 
SUPPORT  OF  THE  MEDICAL  PROFESSION  OF  THIS  BILL. 


C.  C.  CRAIG,  President 


Arizona  Medical  Association,  Inc, 
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articles  for  publication  in  ARIZONA  MEDICINE.  All  such 
contnbutions  are  greatly  appreciated.  All  will  be  given  equal 
consideration. 

Certain  general  rules  must  be  followed,  however,  and  the 
Editor  therefore  respectfully  submits  the  following  suggestions 
to  authors  and  contributors: 

1.  Follow  the  general  rules  of  good  English,  especially  with 
regard  to  construction,  diction,  spelling,  and  punctuation. 

2.  Be  guided  by  the  general  rules  of  medical  writing  as 

. JOURNAL  OF  THE  AMERICAN  MEDICAL 

ASSOCIATION. 

3.  Be  brief,  even  while  being  thorough  and  complete.  Avoid 
unnecessary  words.  Try  to  limit  the  article  to  1500  words. 

4.  Read  and  re-read  the  manuscript  several  times  to  cor- 
rect it,  especially  for  spelling  and  punctuation. 

5.  Manuscripts  should  be  typewritten,  double  spaced,  and 
the  original  and  a carbon  copy  submitted. 
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7.  Exclusive  Publication— Articles  are  accepted  for  publi- 
cation on  condition  that  they  are  contributed  solely  to  this 
Journal.  Ordinarily  contributors  will  be  notifed  within  60 

^ manuscript  is  accepted  for  publication.  Every  effort 
will  be  made  to  return  unused  manuscripts. 

8.  Illustrations  — Ordinarily  publication  of  2 or  3 illustra- 
tions accompanying  an  article  will  be  paid  for  by  Arizona 
Medicine.  Any  number  beyond  this  will  have  to  be  paid  for 
by  the  author. 

9.  Reprints  — Reprints  must  be  paid  for  by  the  author 
at  established  standard  rates. 

The  Editor  is  always  ready,  willing,  and  happy  to  help 
in  any  way  possible. 


(The  Opinions  expressed  in  original  contributions  do  not  neces- 
sarily express  the  opinion  of  the  Editorial  Board.) 


THE  AMERICAN  WAY 

I EXEMPLIFIED 

II  EWSPAPERS  and  magazines  of  the  world 
are  full  of  articles  about  our  failure  to  keep  pace 
in  scientific  achievements.  Our  government  has 
invaded  many  fields  of  endeavor,  and  is  now 
attempting  to  gain  control  of  our  educational 
system,  including  medicine.  At  such  a time  it  is 
inded  encouraging  to  read  the  40-page  report  of 
the  Smith,  Klein  and  French  Foundation.  This 
is  one  of  the  first  detailed  public  accountings  of 
the  philanthropies  of  some  of  our  corporations. 

The  Smith,  Klein  and  French  Foundation  in 
the  last  four  years  has  contributed  approximately 
$1.5  million  to  philanthropies.  The  majority  of 
these  monetary  gifts  has  been  used  to  advance 
medical  education  and  basic  research.  All  cor- 
porate philanthropies  for  1956  are  estimated  to 
have  been  $500  million.  This  is  the  American 
way  of  promoting  progress. 

Our  free  enterprise  system  of  the  past  was 
the  most  productive  of  any  form  of  government 
yet  to  be  evolved.  It  gained  leadership  in  all 
fields,  yet  preserved  the  freedom  of  its  peoples. 
The  successes  of  our  system  of  life  was  mate- 
rially weakened  in  the  past  two  decades,  during 
which  time  we  allowed  our  government  to  take 
the  reins  in  too  many  fields.  If  this  government- 
al meddling  is  not  reversed,  we  may  expect  to 
witness  further  evidences  of  deterioration. 

Our  failure  to  keep  ahead  of  Russia’s  recent 
scientific  achievements  is  indeed  a paradox,  be- 
cause our  failure  is  due  to  the  confusion  and  in- 
stability created  by  governmental  control,  where- 
as Russia  has  accomplished  its  scientific  stand- 
ing with  absolute  governmental  control.  History 
has  shown,  that  although  totalitarian  govern- 
ments can  succeed  in  some  material  fields  tem- 
porarily, these  governments  are  short  lived  be- 
cause of  their  failure  in  sociology.  It  is  very  dis- 
turbing, however,  that  before  the  Russian  dicta- 
torship by  “The  New  Class”  falls  of  its  own  in- 
herent weaknesses,  it  will  wreak  havoc  with 
other  nations. 

The  philanthropies  of  our  corporate  bodies 
and  individuals  are  admirable  examples  of  tire 
American  way  at  work.  This  system  will  accom- 
plish more  than  our  bureaucratic  government  or 
its  successor,  totalitarianism.  L.B.S. 
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''MY  PATIENT" 

0 NE  of  the  most  frequent  remarks  one  hears 
in  the  shop  talk  of  doctors  is  “my  patient.”  They 
talk  in  the  most  possessive  manner.  Too  often 
they  regard  the  patient  as  personal  property. 
Some  doctors  actually  become  perturbed  when 
they  see  a previous  patient  admitted  to  a hospi- 
tal on  another  doctor’s  service.  They  go  so  far  as 
to  remark  that  doctor  so-and-so  “stole”  their 
patient. 

The  patient  chooses  tlie  doctor.  The  doctor 
does  not  choose  the  patient.  Don’t  flatter  your- 
self because  a patient  consults  you  in  your  office 
or  calls  you  to  his  home.  Don’t  become  too  pos- 
sessive. Remember  that  the  patient  is  there  just 
so  long  as  you  render  him  service  that  is  satis- 
factory to  him  at  a price  he  is  willing  to  pay. 
You  must  play  fair  with  that  patient. 

A busy  doctor  may  send  a younger  doctor  to 
call  on  one  of  his  patients.  The  patient  may  be 
pleased  with  that  service  and  call  that  doctor 
when  he  desires  his  services.  The  patient  has 
every  right  to  do  this,  and  the  younger  doctor 
has  every  right  to  render  this  service. 

In  order  to  maintain  the  patient  as  “your  pa- 
tient,” it  is  necessary  for  you  to  render  satisfac- 
tory service. 

—Pennsylvania  Medical  Journal,  October  1947 


NOTICE 

I N Dr.  Hamer’s  article  on  the  action  of  the 
AMA  House  of  Delegates  at  its  December  meet- 
ing in  Philadelphia,  attention  is  drawn  to  “free 
choice  of  physician.”  Since  this  has  been  a con- 
troversy in  our  state  within  recent  months,  the 
attention  of  our  membership  is  drawn  to  this 
very  clearly  stated  policy  of  the  AMA.  It  would 
seem  to  answer  many  of  the  ramifications  of 
charges  and  counter-charges  that  have  existed. 
The  council  opinion  of  1927  which  was  reaf- 
firmed in  Philadelphia  states  that  contract  prac- 
tice of  medicine  would  be  determined  to  be  un- 
ethical if  “a  reasonable  degree  of  free  choice  of 
physician  is  denied  those  cared  for  in  a com- 
munity where  other  competent  physicians  are 
readily  available.” 


A PHYSICIAN'S  PRAYER 

By  Father  James  Keller,  M.M." 

T 

1 HANK  you,  O Lord,  for  the  privilege  of  being 
a doctor  — for  letting  me 

serve  as  Your  instrument  in  ministering  to  the 
sick  and  afflicted. 

May  I always  treat  with  reverence  the  human 
life,  which  You 

have  brought  into  being. 

Keep  me  constantly  alert  to  see  that  the  sacred 
right  to  live  is  never 

violated  for  even  the  least  individual. 

Deepen  my  love  for  people  so  that  I will  always 
give  of  myself 

gladly  and  generously  to  those  stricken  with 
illness  and  suffering. 

Help  me  to  listen  patiently,  diagnose  carefully, 
prescribe  conscientiously 

and  follow  through  faithfully. 

Teach  me  to  blend  gentleness  with  skill,  to  be 
a doctor  with  a 

heart  as  well  as  a mind. 

Let  me  be  calm  without  being  cold,  patient 
without  being  weak, 

and  strong  without  being  proud. 

Help  me.  Lord,  to  give  encouragement  without 
overconfidence, 

to  tell  the  truth  without  being  blunt. 

May  I be  prompt  to  relieve  pain,  quick  to  hold 
out  the 

hand  of  honest  hope. 

Inspire  me  to  show  always  a special  tenderness 
for  the  poor  and 

forgotten,  for  those  who  are  broken  in  spirit 
as  well  as  in  body. 

Grant  that  I may  continually  bring  to  my  work 
the  same 

soothing  compassion  which  You  so  generously 
displayed  centuries  ago  in  healing  the  sick 
of  Galilee. 

And  finally,  O Divine  Doctor,  through  m\- 
service  to  the  sick,  may  I 

merit  the  heavenly  reward  which  You 
promised  in  these  thrilling  words:  “Come  you 
blessed  of  my  Father,  possess  you  the  kingdom 
prepared  for  you  from  the  foundation  of  the 
world.”  {Matt.  25-24) 

“Fiither  Keller  was  liorn  in  Oakland,  Calil..  in  1900  and  «a^ 
ordained  a Roman  Catliolie  priest  in  1925.  lie  is  (Re  lonnder 
and  director  of  The  Christophers,  Ine.,  and  resides  in  \ew  \ork. 
His  most  recc'nt  hook  is  “Stop,  Look  aiul  Lisa*. 


New  rapid-acting  ACHROMYCIN  V Capsules  offer  more 
patients  consistently  high  blood  levels— at  no  sacrifice 
to  the  broad  anti-infective  spectrum  of  ACHROMYCIN 
Tetracycline,  its  low  incidence  of  side  effects,  or  its  dosage 
and  indications. 

The  pure,  unaltered  crystalline  tetracycline  HCI  molecule 
of  ACHROMYCIN,  now  buffered  with  citric  acid,  provides 


Tetracycline  HCI  Buffered  with  Citric  Acid 


prompt  and  high  blood  levels,  faster  broad-spectrum  action 
...rapidly  decisive  control  of  infections.  New  ACHROMYCIN 
V Capsules  do  not  contain  sodium. 

REMEMBER  THE  V WHEN  SPECIFYING  ACHROMYCIN  V 

CAPSULES:  (blue-yellow)  250  mg.  tetracycline  HCI  (buffered  with  citric  acid,  250  mg.);  100  mg.  tetracycline  HC 
(buffered  with  citric  acid,  100  mg.).  ACHROMYCIN  V DOSAGE:  Recommended  basic  oral  dosage  ir  ni!:;. 
per  lb.  body  weight  per  day.  In  acute,  severe  infections  often  encountered  in  infants  and  children,  the  dose  should  hi.  L; 
mg.  per  lb.  body  weight  per  day.  Dosage  in  the  average  adult  should  be  1 Gm,  divided  into  four  250  mg.  doses. 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  NEW  YORK 
*Reg.  U.S.  Pat.  Off. 
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LETTERS  TO  THE  EDITOR 

Editor: 

T O complete  our  telephone  conversation,  1 
should  like  to  give  you  the  following  items  that 
I think  would  be  of  interest  to  the  physieians 
in  Arizona. 

We  have  another  “first”  for  Phoenix  and  Ari- 
zona. It  is  an  artificial  kidney,  complete  with  an 
experieneed  team  to  run  it.  It  is  one  of  the  first 
artificial  kidneys  available  outside  a teaching 
center  or  university.  In  the  last  six  months  we 
have  used  the  artificial  kidney  six  times  in  three 
eases  and  our  recent  experiences  will  appear  in 
a later  issue  of  Arizona  Medicine,  but  sinee  there 
are  some  patients  who  could  be  benefitted  be- 
fore this  article  is  available,  it  might  be  well  to 
enumerate  certain  kinds  of  eases  that  might  be 
benefitted  by  the  artificial  kidney.  They  are: 

1.  Cases  of  acute  tubular  necrosis  following 
hypotension  due  to  trauma,  blood  loss,  bone 
fractures,  or  carbon  monoxide  poisoning. 

2.  Hemoglobin  or  myohemoglobinuric  nephro- 
sis due  to  transfusion  reaction,  burns,  hemolytic 
anemia,  siekle  cell  crisis,  eclampsia  or  hemolysis 
with  transurethral  prostatectomies. 

3.  Removal  of  poisonous  toxins  such  as  bi- 
chloride of  mercury,  alloxan,  carbon  tetrachlo- 
ride, eresol,  diethylene  glycol  (anti-freeze),  poi- 
sonous mushrooms,  sulfonamides,  chlorate  ion, 
bichromate,  tartrate,  roentgen  contrast  media 
(angiocardiography),  bacterial  toxins. 

4.  Intoxications  without  primary  renal  dam- 
age, such  as  bromides,  aspirin,  barbiturates,  thi- 
ocyanate. 

5.  In  certain  instances  of  acute  glomerulone- 
phritis, chronie  renal  disease,  or  intractable 
edema. 

If  you  are  interested,  you  should  probably 
know  that  the  artificial  kidney  team  at  this  time 
consists  of  Dr.  Kenneth  Johnson,  Dr.  George 
Plazlehurst,  Dr.  Meyer  Markovitz,  Dr.  Robert 
Reers,  and  Dr.  Eleanor  Waskow.  The  kidney 
machine  is  presently  available  at  St.  Joseph’s 
Hospital  in  Phoenix. 

Kenneth  E.  Johnson,  M.D. 


Editor: 

I HAVE  been  asked  by  the  board  to  express 
their  most  grateful  thanks  and  appreciation  to 
the  Arizona  Medical  Association  and  to  its  mem- 
bership for  their  recent  gift  of  $8,122.50  for  the 
instructional  and  research  programs  of  our  medi- 
cal schools. 

This  significant  support  to  the  foundation  is 
but  the  latest  of  many  gifts  from  the  physicians 
of  Arizona  who,  from  the  first  days  of  our  work, 
have  led  in  their  interest  and  support  of  medical 
education. 

Please  thank  your  membership  for  their  sub- 
stantial and  important  contribution. 

George  F.  Lull,  M.D., 
Editor:  AM  A 

X HE  following  reprint  of  the  Resolution  of  the 
Santa  Barbara  Gounty  Medical  Society  is  om* 
action  to  refuse  and  reject  the  Galifornia  Medi- 
cal Welfare  Program  (Assembly  Bill— 679).  This 
bill,  passed  by  the  Galifornia  legislature,  is  the 
state’s  action  to  match  funds  provided  by  the 
federal  government  (HR  7225)  for  tax  paid 
medical  care  of  those  on  old  age  security  and 
other  related  groups.  (It  is  not  the  pending 
Forand  Bill.) 

We  have  temporarily  lost  the  battle  at  the 
state  level,  but  we  believe  we  can  win  the  battle 
at  the  county  level.  If  other  county  medical  soci- 
eties throughout  the  United  States  will  take  simi- 
lar aetion,  and  offer  their  own  alternate  plan, 
we  believe  socialized  medicine  can  be  defeated 
in  every  state  and  on  a national  level. 

The  Resolution  was  adopted  by  88  per  cent  of 
the  active  members  of  the  Santa  Barbara  Gounty 
Medical  Society. 

This  letter  and  copy  of  our  Resolution  was 
published  in  all  local  newspapers  and  is  being 
sent  to  the  1,922  medical  societies  in  the  United 
States,  all  state  medical  societies,  all  Galifornia 
legislators,  all  members  of  the  United  States 
congress,  and  other  civie  organizations  who  may 
help  us  in  our  fight  against  state  and  national 
socialized  medicine. 

DOUGLAS  F.  McDowell,  m.d.. 

President, 
ROBERT  I.  GORD,  M.D., 
Secretary, 

Santa  Barbara  Gounty  Medical  Society, 
300  West  Pueblo  St., 
Santa  Barbara,  Galif. 

(Gontinued  on  Page  1 14) 
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Nilevar 


stimulates  protein  synthesis, 
corrects  negative  nitrogen  balance 


Increased  nitrogen  loss,  with  resulting  nega- 
tive nitrogen  balance,  occurs  in  infection, 
trauma,  major  surgery,  extensive  burns,  cer- 
tain endocrine  disorders  and  starvation  and 
emaciation  syndromes.  The  intrinsic  control 
of  protein  metabolism  is  lost  and  a protein 
“catabolic  state”  occurs.  A patient  requiring 
more  than  ten  days  of  bedrest  usually  has  had 
sufficient  metabolic  insult^  to  precipitate  such 
a “catabolic”  phase. 

Nilevar  (brand  of  norethandrolone)  has 
been  used  in  patients  with  varied  conditions 
including  hyperthyroidism,  poliomyelitis, 
aplastic  anemia,  glomerulonephritis,  anorexia 
nervosa  and  postoperative  protein  depletion. 
The  patients  gained  weight  and  felt  better. 


It  was  concluded^  that  “the  drug  certainly 
caused  a reversal  of  rather  recalcitrant  or 
progressive  catabolic  patterns  of  disease.” 

Nilevar  is  unique  among  anabolic  steroids 
in  that  androgenic  side  action  is  minimal  or 
absent. 

The  suggested  adult  dosage  is  three  to  five 
tablets  (30  to  50  mg.)  daily.  For  children  1.5 
mg.  per  kilogram  of  weight  is  recommended. 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
Research  in  the  Service  of  Medicine. 


1.  Axelrod,  A.  E.;  Beaton,  J.  R.;  Cannon,  P.  R.,  and  others: 
Symposium  on  Protein  Metabolism,  New  York,  The  National 
Vitamin  Foundation,  Incorporated,  (March)  1954,  p.  100. 

2.  Proceedings  of  a Conference  on  the  Clinical  Use  of  Ana- 
bolic Agents,  Chicago,  Illinois,  G.  D.  Searle  & Co.,  April  9, 
1956,  pp.  32-35. 
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RESOLUTION 
of  the 

SANTA  BARBARA  COUNTY  MEDICAL 
SOCIETY 

On  this  25th  clay  of  November  1957,  the 
members  of  the  Santa  Barbara  County  Med- 
ical Society  have  met  in  special  session.  It  is 
the  studied  belief  of  the  majority  of  the 
members  that  the  following  facts  are  evi- 
dent: 

That  the  new  California  Public  Assistance 
Medical  Care  Program  as  provided  by  AB-679, 
effective  Oct.  I,  1957,  is  “socialized  medicine,” 
to  be  paid  for  by  state  and  federal  taxation. 

That  the  complete  socialization  of  medicine 
will  be  attempted.  This  new  program  professes 
to  provide  for  the  medical  care  of  all  recipients 
of  old  age  security,  and  some  other  groups  re- 
ceiving state  and  federal  aid.  In  a short  time, 
political  pressure  groups  will  undoubtedly  intro- 
duce legislation  to  include  medical  care  for  all 
recipients  of  social  security.  Other  groups  to  fol- 
low may  include  veterans  and  their  families, 
federal  employes  and  labor  groups,  seeking  med- 
ical care.  By  this  piecemeal  addition  of  groups 
of  the  popidation,  medicine  would  he  entirely 
socialized. 

All  Are  Threatened 

That  the  socialization  of  medicine  would  be  a 
stepping  stone  to  the  socialization  of  all  other 
professions,  all  other  businesses,  all  other  indus- 
tries and  the  complete  destruction  of  our  free 
enterprise  system. 

That  the  present  free  enterprise  system  of 
medicine  with  its  allied  research  and  production 
of  the  medical  drug  industry,  has  given  the  peo- 
ple of  the  United  States  the  highest  standard  of 
medical  care  in  the  world. 

That  the  shift  to  a tax-paid  plan  will  immedi- 
ately lead  to  severe  abuses;  and  that  many  will 
demand  unneeded  prescriptions  for  drugs  and 
medical  care  because  they  are  “free.” 


Staggering  Taxes 

That  the  cost  to  the  taxpayer  for  the  admin- 
istration alone  of  such  county,  state  and  federal 
welfare  plans  in  part,  or  in  whole,  would  reach 
a staggering  figure,  and  the  total  cost  of  admin- 
istration, medical  service  and  drugs  needed  or 
not  needed,  would  reach  a tax  figure  beyond 
our  present  imagination. 

That  the  quality  of  medical  care  will  decline 
in  any  large  welfare  group  through  frustration 
and  lack  of  incentive  for  free  enterprise  on  the 
part  of  the  physician. 

It  is  further  believed  that  the  need  for  such  a 
medical  service  welfare  program  in  Santa  Bar- 
bara County  does  not  exist.  In  the  past,  the  phy- 
sicians of  this  county,  by  services  rendered  in 
their  offices  and  through  free  care  given  at  the 
county  hospitals  and  county  clinics,  have  pro- 
vided all  needy  groups  with  adequate,  and  most 
often  excellent  medical  care.  This  has  all  been 
acomplished  at  a relatively  small  cost  to  the  tax- 
payer. 

Do  Not  Want  Socialism 

Believing  further  that  the  majority  of  Ameri- 
can citizens  do  not  truly  wish  a socialized  state, 
a socialized  nation  or  socialized  medicine,  we, 
the  undersigned  members  of  the  Santa  Barbara 
County  Medical  Society,  reject  and  refuse  to  ac- 
eept  tlie  new  California  Public  Assistance  Medi- 
cal Care  Program. 

In  its  place,  where  any  person  or  a responsible 
member  of  his  family  is  financially  unable  to 
pay  for  medical  services  (exclusive  of  the  cost 
of  prescribed  medicines  that  have  in  the  past 
been  paid  for  by  welfare  funds),  we  will  con- 
tinue to  provide  tliis  service  free  of  charge  or 
make  proper  arrangements  for  the  patient  to  re- 
ceive care  at  our  county  hospital  or  county 
clinics. 

SANTA  BARBARA  COUNTY  MEDICAL 
SOCIETY 

300  W.  Pueblo  St.  Santa  Barbara,  Calif. 


Room  in  office,  equipped  with  X-Ray  and  Laboratory  to  sub- 
let or  share  with  doctor  or  X-ray  and  laboratory  technician  in 
Phoenix.  Will  alter  according  to  your  convenience.  Phone 
AL  3-3806. 
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ACTIONS  OF  AMA  HOUSE  OF 
DELEGATES 

Philadelphia,  Pa. 

Jesse  D.  Hamer,  M.D.,  Vice  President  and 
Delegate 

I N ORDER  that  the  membership  of  our  associ- 
ation may  receive  a summary  of  the  more  im- 
portant subjects  dealt  with  by  the  House  of  Del- 
egates of  the  American  Medical  Association  dur- 
ing its  11th  clinical  meeting  held  in  Philadelphia, 
Dec.  3 through  6,  1957,  your  delegate  to  and 
vice  president  of  the  AMA  is  privileged  to  sub- 
mit the  following  report. 

Fluoridation  of  public  water  supplies,  free 
choice  of  physician,  the  Heller  report  on  organi- 
zation of  the  American  Aledical  Association,  the 
Forand  Bill  providing  hospital  and  surgical  ben- 
efits for  social  security  beneficiaries,  guides  for 
occupational  health  programs  covering  hospital 
employes,  distribution  of  Asian  influenza  vac- 
cine, and  guides  for  the  medical  rating  of  physi- 
cal impairment  were  among  the  variety  of  sub- 
jects acted  upon. 

Dr.  Cecil  W.  Clark  of  Cameron,  La.,  was 
named  1957  General  Practitioner  of  the  Year 
after  his  selection  by  a special  committee  of  the 
board  of  trustees  for  outstanding  community 
service.  Dr.  Clark,  33-year-old  country  doctor 
who  was  a medical  hero  during  Hurricane  Au- 
drey last  June,  was  present  at  the  meeting  to  re- 
ceive the  gold  medal  which  goes  with  the  an- 
nual award. 

Speaking  at  the  opening  session  on  Tuesday, 
Dr.  David  B.  Allman  of  Atlantic  City,  N.J.,  AMA 
president,  called  for  “more  freedom,  not  less,  in 
America  and  in  the  medical  profession.”  Dr.  All- 
man  urged  the  delegates  to  embark  on  local  ac- 
tion campaigns  to  enlist  full  community  support 
in  opposition  to  the  Forand  Bill,  a pending  con- 
gressional proposal  which  would  provide  hospi- 
tal and  surgical  benefits  for  persons  who  are  re- 
ceiving or  are  eligible  for  social  security  retire- 
ment and  survivorship  payments.  The  Forand 
Bill,  he  said,  is  “cut  from  the  same  cloth”  as  na- 
tional compulsory  health  insurance  and  “ema- 
nates from  the  same  minds.” 

Fluoridation  of  Water 

In  settling  the  most  controversial  issue  at  the 


Philadelphia  meeting,  the  house  of  delegates  ap- 
proved a joint  report  of  the  council  on  drugs  and 
the  council  on  foods  and  nutrition  which  en- 
dorsed the  fluoridation  of  public  water  supplies 
as  a safe  and  practical  method  of  reducing  the 
incidence  of  dental  caries  during  childhood.  The 
27-page  report  on  the  study,  which  was  directed 
by  the  house  at  the  Seattle  clinical  meeting  one 
year  ago,  contained  these  conclusions: 

“1.  Fluoridation  of  public  water  supplies  so  as 
to  provide  the  approximate  equivalent  of  1 ppm 
of  fluorine  in  drinking  water  has  been  estab- 
lished as  a method  for  reducing  dental  caries  in 
children  up  to  10  years  of  age.  In  localities  with 
warm  climates,  or  where  for  other  reasons  the 
ingestion  of  water  or  other  sources  of  consider- 
able fluorine  content  is  high,  a lower  concentra- 
tion of  fluoride  is  advisable.  On  the  basis  of  the 
available  evidence,  it  appears  that  this  method 
decreases  the  incidence  of  caries  during  child- 
hood. The  evidence  from  Colorado  Springs  indi- 
cates as  well  a reduction  in  the  rate  of  dental 
caries  up  to  at  least  44  years  of  age. 

“2.  No  evidence  has  been  found  since  the  1951 
statement  by  the  councils  to  prove  that  continu- 
ous ingestion  of  water  containing  the  equivalent 
of  approximately  1 ppm  of  fluorine  for  long  pe- 
riods by  large  segments  of  the  population  is 
harmful  to  the  general  health.  Alottling  of  the 
tooth  enamel  ( dental  fluorosis ) associated  with 
this  level  of  fluoridation  is  minimal.  The  impor- 
tanee  of  this  mottling  is  outweighed  by  the  ca- 
ries-inhibiting effect  of  the  fluoride. 

“3.  Fluoridation  of  public  water  supplies 
should  be  regarded  as  a prophylactic  measure 
for  reducing  tooth  decay  at  the  community  level 
and  is  applicable  where  the  water  supply  con- 
tains less  than  the  equivalent  of  I ppm  of  flu- 
orine.” 

Free  Choice  of  Physician 

Acting  on  the  issue  of  free  choice  in  relation 
to  contract  practice,  the  house  passed  a resolu- 
tion which  reaffirmed  approval  of  prexious  in 
terpretations  of  the  Principles  of  Medical  Ethics 
by  the  association’s  judicial  council  and  diM-  c !:  • 
that  they  be  called  to  the  attention  of  a'l  c<'usc 
tuent  associations  and  component  so-ciiiic,.  ()  • 
council  opinion,  issued  in  1927  and  rcadiini.  d c- 
Philadelphia,  stated  that  the  contract  cractuv  ol 
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medicine  would  be  determined  to  be  unethical 
if  “a  reasonable  degree  of  free  choice  of  physi- 
cian is  denied  those  cared  for  in  a community 
where  other  competent  physicians  are  readily 
available.”  The  resolution  also  cited  a council 
opinion,  published  in  the  Oct.  19,  1957,  issue  of 
the  Journal  of  the  AM  A,  which  stated  that  the 
basic  ethical  concepts  in  both  the  1955  and  1957 
editions  of  the  Principles  of  Medical  Ethics  are 
identical  in  spite  of  changes  in  format  and  word- 
ing. This  opinion  added  that  “no  opinion  or  re- 
port of  the  council  interpreting  these  basic  prin- 
ciples which  were  in  effect  at  the  time  of  the 
revision  has  been  rescinded  by  the  adoption  of 
the  1957  principles.” 

The  1927  council  report  also  pointed  out  that 
“there  are  many  conditions  under  which  con- 
tract practice  is  not  only  legitimate  and  ethical, 
but  in  fact  the  only  way  in  which  competent 
medical  service  can  be  provided.”  Judgement  of 
whether  or  not  a contract  is  ethical,  the  report 
said,  must  be  based  on  the  form  and  terms  of 
the  contract  as  well  as  the  circumstances  under 
which  it  is  made. 

In  another  action  related  to  the  issue  of  free 
choice,  the  house  adopted  a resolution  condemn- 
ing the  current  attitude  and  method  of  opera- 
tion of  the  United  Mine  Workers  of  America 
Welfare  and  Retirement  Fund  “as  tending  to 
lower  the  quality  and  availability  of  medical 
and  hospital  care  to  its  beneficiaries.”  The  reso- 
lution also  called  for  a broad  educational  pro- 
gram to  inform  the  general  public,  including  the 
beneficiaries  of  the  fund,  concerning  the  bene- 
fits to  be  derived  from  preservation  of  the  Amer- 
ican right  to  freedom  of  choice  of  physicians 
and  hospitals  as  well  as  observance  of  the 
“Guides  to  Relationships  Between  State  and 
County  Medical  Societies  and  the  UMWA  Wel- 
fare and  Retirement  Fund”  which  were  adopted 
by  the  house  last  June. 

The  Heller  Report 

Acting  on  the  report  of  the  committee  to 
study  the  Heller  report  on  organization  of  the 
American  Medical  Association,  the  house 
reached  the  following  decisions  on  10  specific 
recommendations : 

1.  The  office  of  vice  president  will  be  con- 
tinued as  an  elective  office. 

2.  The  offices  of  secretary  and  treasurer  will 
be  combined  into  one  office  to  be  known  as 
secretary-treasurer,  and  that  officer  will  be  se- 
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lected  by  the  board  of  trustees  from  one  of  its 
number. 

3.  The  duties  of  the  secretary-treasurer  will 
be  separated  from  those  of  the  executive  vice 
president. 

4.  The  office  of  general  manager  will  be  dis- 
continued, and  the  new  office  of  executive  vice 
president  will  be  established.  The  latter,  ap- 
pointed by  the  board  of  trustees,  will  be  the 
chief  staff  executive  of  the  association. 

5.  The  council  on  medical  education  and  hos- 
pitals and  the  council  on  medical  service  will 
continue  as  standing  committees  of  the  house 
of  delegates,  but  their  administrative  direction 
will  be  vested  in  the  executive  vice  president. 

6.  The  voting  members  of  the  board  of 
trustees  will  be  limited  to  11  — the  nine  elected 
trustees,  the  president  and  the  president-elect 
The  vice  president  and  the  speaker  and  vice 
speaker  of  the  house  of  delegates  will  attend 
all  board  meetings,  including  executive  sessions, 
with  the  right  of  discussion,  but  without  the 
right  to  vote. 

7.  The  house  disapproved  of  the  proposal  to 
elect  the  trustees  from  each  of  nine  physician- 
population  regions. 

8.  The  office  of  assistant  secretary  will  be 
discontinued,  and  a new  office  of  assistant  ex- 
ecutive vice  president  will  be  established. 

9.  The  committee  on  federal  medical  services 
will  be  retained  as  a committee  of  the  council 
on  medical  service,  and  will  not  become  a part 
of  the  council  on  national  defense. 

10.  The  speaker  of  the  house  will  appoint  a 
joint  and  continuing  committee  of  six  members, 
three  from  the  board  of  trustees  and  three  from 
the  house,  to  redefine  the  central  concept  of 
AMA  objectives  and  basic  programs,  consider 
the  placing  of  greater  emphasis  on  scientific 
activities,  take  the  lead  in  creating  more  co- 
hesion among  national  medical  societies,  and 
study  socio-economic  problems. 

The  accepted  recommendations  were  referred 
to  the  council  on  constitution  and  by-laws  with  a 
request  to  draft  appropriate  amendments  for 
consideration  by  the  house  at  the  1958  annual 
meeting  in  San  Francisco. 

The  Forand  Bill 

The  house  condemned  the  Forand  Bill  as  un- 
desirable legislation,  approved  tlie  fhm  position 
taken  in  opposition  to  it,  and  expressed  satis- 
faction that  the  board  of  trustees  has  appointed 
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a special  task  force  which  is  taking  action  to 
defeat  the  bill.  In  a related  action,  giving  strong 
approval  to  Dr.  Allman’s  address  at  the  opening 
session,  the  house  adopted  a statement  which 
said: 

“It  is  particularly  timely  that  our  president 
has  so  forcefully  sounded  the  clarion  call  to 
the  entire  profession  for  emergency  action.  Wit^i 
complete  unity,  definition  and  singleness  of  pur- 
pose, closing  of  ranks  with  all  age  groups  and 
elements  of  our  organization  we  must  at  this 
time  stand  and  be  counted.  Thus  we  can  exert 
the  physician’s  influence  in  every  possible  direc- 
tion against  invasion  of  our  basic  American  liber- 
ties in  the  form  of  proposed  legislation  alleged  to 
compulsorily  insure  one  segment  of  the  popula- 
tion against  health  hazards  at  the  expense  of 
all.” 

Health  Programs  for  Hospital  Employes 

A set  of  “Guiding  Principles  for  an  Occupa- 
tional Health  Program  in  a Hospital  Employe 
Group”  was  approved  by  the  house.  The  guides 
were  developed  by  a joint  committee  of  the 
American  Medical  Association  and  the  American 
Hospital  Association  and  already  had  been 
formally  approved  by  the  AHA.  They  include 
these  statements: 

“Employes  in  hospitals  are  entitled  to  the  same 
benefits  in  health  maintenance  and  protection 
as  are  industrial  employes.  Therefore,  programs 
of  health  services  in  hospitals  should  use  the 
techniques  of  preventive  medicine' which  have 
been  found  by  experience  in  industry  to  ap- 
proach constructively  the  health  requirements 
of  employes. 

“It  is  essential  that  employe  health  programs 
in  hospitals,  as  in  industry,  be  established  as 
separate  functions  with  independent  facilities 
and  personnel.  The  fact  that  hospitals  are  en- 
gaged in  the  care  of  the  sick  as  their  primary 
function  does  not  alter  the  necessary  organiza- 
tional plan  for  an  effective  occupational  health 
program.” 

Asian  Influenza  Vaccine 

The  house  considered  three  resolutions  deal- 
ing with  the  Asian  influenza  immunization  pro- 
gram and  then  adopted  a substitute  resolution 
calling  attention  to  “certain  inadequacies  and 
confusions  in  the  distribution  of  vaccines”  and 
directing  the  board  of  trustees  to  seek  confer- 
ences through  existing  committees  “with  a view 
to  establishing  a code  of  practices  regulating  the 


future  distribution  of  important  therapeutic 
products,  so  that  the  best  interest  of  all  the 
people  may  be  served.”  The  resolution  pointed 
out  that  the  American  Medical  Association  al- 
ready has  a joint  committee  with  the  American 
Pharmaceutical  Association  and  the  National 
Association  of  Retail  Druggists,  in  addition  to 
a liaison  committee  with  the  Drug  Manufac- 
turers’ Association. 

Medical  Rating  of  Physical  Impairment 

The  house  accepted  a 115-page  “Guide  to 
the  Evaluation  of  Permanent  Impairment  of  the 
Extremities  and  Back”  which  was  developed  by 
the  committee  on  medical  rating  of  physical 
impairment  as  the  first  in  a projected  series  of 
guides.  The  delegates  commended  the  com- 
mittee for  doing  “a  superb  job  on  this  difficult 
subject”  and  expressed  pleasure  that  the  guides 
will  be  published  in  the  Journal  of  the  AMA. 
The  guides  are  expected  to  be  of  particular  help 
to  physicians  in  determining  impairment  under 
the  new  disability  benefits  program  of  the  Social 
Security  Act. 

Miscellaneous  Actions 

Among  a wide  variety  of  other  actions,  the 
house  also: 

Directed  that  a new  committee  be  established 
in  the  council  on  industrial  health  to  study 
neurological  disorders  in  industry. 

Noted  with  approval  the  establishment  of  the 
American  Medical  Research  Foundation,  which 
will  initiate  and  encourage  necessary  medical 
research  and  correlate  and  disseminate  the  re- 
sults of  studies  already  under  way. 

Decided  that  informational  materials  which 
are  sent  to  AMA  delegates  should  also  be  sent 
to  all  alternate  delegates. 

Affirmed  that  it  is  within  the  limits  of  ethical 
propriety  for  physicians  to  join  together  as  part- 
nerships, associations  or  other  lawful  groups 
provided  that  the  ownership  and  management 
of  the  affairs  thereof  remain  in  the  hands  of 
licensed  physicians. 

Instructed  that  the  appropriate  committee  or 
council  should  engage  in  conferences  with  third 
parties  to  develop  general  principles  and  polii'ii's 
which  may  be  applied  to  the  relationship  In- 
tween  third  parties  and  members  of  the  uu'dic:o 
profession. 

Urged  state  medical  societ)  commiif-  os 
aging  and  insurance  to  maki'  coutinuir.c  ..Imlii's 
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oi  pre-retirement  financing  of  liealth  insurance 
ior  retired  persons. 

Endorsed  a suggestion  that  the  committee 
on  federal  medical  services  sponsor  a national 
conference  on  veterans’  medical  care  during 
1958. 

Asked  the  board  of  trustees  to  study  the 
feasibility  of  having  the  association  finance  a 
thorough  investigation  of  the  social  security 
system  by  a qualified  private  agency. 

Suggested  that  physicians  and  their  friends 
make  a vigorous  effort  to  obtain  congressional 
enactment  of  the  Jenkins-Keogh  bills. 

Approved  the  “Suggested  Guides  to  Relation- 
ships Between  Medical  Societies  and  Voluntary 
Health  Agencies.” 

Strongly  recommended  that  a completely  ade- 
quate and  competent  medical  department  be 
established  in  the  Civil  Aeronautics  Administra- 
tion directly  responsible  to  the  CAA  administra- 
tor, and 

Congratulated  the  General  Electric  Company 
for  its  medical  television  presentations  on  the 
subject  of  quackery. 

Opening  Session 

At  the  Tuesday  opening  session,  Rear  Adm. 


B.  W.  Hogan,  Surgeon  General  of  the  U.  S. 
Navy,  presented  the  Navy  Meritorious  Public 
Service  Citation  to  Dr.  Dwight  H.  Murray  of 
Napa,  Calif.,  immediate  past  president  of  the 
Association.  Contributions  to  the  American  Med- 
ical Education  Foundation,  for  financial  aid  to 
the  nation’s  medical  schools,  were  presented 
by  four  state  medical  societies:  California, 

$143,043.26;  Utah,  $10,390;  New  Jersey,  $10,000, 
and  Arizona,  $8,040.  The  Interstate  Post  Gradu- 
ate Medical  Association  of  North  America  gave 
$1,000,  and  the  Illinois  State  Medical  Society 
announced  that  it  was  adding  $10,000  to  the 
$170,450  presented  at  the  New  York  meeting 
last  June. 

A more  detailed  report  on  all  actions  taken 
will  appear  in  subsequent  issues  of  the  Journal 
of  the  xAmerican  Medical  Association. 

Your  Delegate  and  our  executive  secretary, 
Mr.  Robert  Carpenter,  attended  all  of  the  meet- 
ings of  the  house  and  many  of  the  sessions  of 
the  reference  committees. 

JESSE  D.  HAMER,  M.D., 
Delegate  and  Vice  President, 
American  Medical  Association 


A.M.E.F.  AWARD  TO  DR.  JESSE  HAMER  FOR  ARIZONA  MEDICAL  ASS^N. 


The  nation’s  medical  schools  gained  almost  $200,000  recently  when  four  state  medical  societies  presented  checks 
to  Dr.  Louis  H.  Bauer,  president  of  the  American  Medical  Education  Foundation  before  the  house  of  delegates 
in  the  Bellevue  Stratford.  Here  Dr.  Bauer  (left)  accepted  a check  for  $8,040  from  Dr.  Jesse  D.  Hamer,  AMA 
vice  president,  on  behalf  of  the  Arizona  Medical  Association. 
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a Major  Ereakthrough 


in  EDEMA- 
in  HYPERTENSION 


(CHLOROTHIAZIDE) 


EDEMA-'DIURIL'  is  an  entirely  new,  orally  effec- 
tive, nonmercurial  diuretic— classed  as  the  most 
potent  and  most  consistently  effective  oral  agent  avail- 
able—with  activity  equivalent  to  that  of  the  parenteral 
mercurials.  It  has  no  known  contraindications. 

Indications:  Any  indication  for  diuresis  is  an  indica- 
tion for  'DIURIL'. 

Dosage : 0 n e o r two  500  mg.  ta  b I ets  of ' D I U R I L'  o nee 
or  twice  a day, 

HYPERTENSION— 'DIURIL'  improves  and  sim- 
plifies the  management  of  hypertension : it  potentiates 
the  action  of  antihypertensive  agents  and  often 
reduces  dosage  requirements  for  such  agents  below 
the  level  of  distressing  side  effects. 

Indications:  Hypertension  of  any  degree  of  severity. 

Dosage:  One  250  mg.  tablet  'DIURIL'  two  times 
daily  to  one  500  mg.  tablet 'DIURIL'  three  times  daily. 


Supplied:  250  mg.  and  500  mg.  scored  tablets 
'DIURIL'  (Chlorothiazide),  bottles  of  100  and  1,000. 

'DIURIL'  is  a trademark  of  Merck  & Co.,  Inc. 


MERCK  SHARP  & DOHME 

Division  of  MERCK  & CO.,  Inc.,  Philadelphia  1,  Pa. 


there's  pain  and 
inflammation  here... 
it  could  be  mild 
or  severe,  acute  or 
chronic,  primal 
secondary  fibrositis — or 

early  rheumatoid  arthritis 


more  potent  and  comprehensive  treatment 
than  salicylate  alone 

assured  anti-inflammatory  effect  of  low-dosage 
corticosteroid'  . . . additive  antirheumatic  action  of 
corticosteroid  plus  salicylate*"^  brings  rapid  pain 
relief;  aids  restoration  of  function  . . . wide  range 
of  application  including  the  entire  fibrositis  syn- 
drome as  well  as  early  or  mild  rheumatoid  arthritis 


more  conservative  and  manageable  than  full- 
dosage  corticosteroid  therapy- 

much  less  likelihood  of  treatment-interrupting 
side  effects'  * . . . reduces  possibility  of  residual 
injury  . . . simple,  flexible  dosage  schedule 


THERAPY  SHOULD  BE  INDIVIDUALIZED 
acute  conditions:  Two  or  three  tablets  four  times  daily.  After 
desired  response  is  obtained,  gradually  reduce  daily  dosage 
and  then  discontinue. 


subacute  or  chronic  conditions:  Initially  as  above.  When  sat- 
isfactory control  is  obtained,  gradually  reduce  the  daily 
dosage  to  minimum  effective  maintenance  level.  For  best 
results  administer  after  meals  and  at  bedtime. 


precautions:  Because  sigmagen  contains  prednisone,  the 
same  precautions  and  contraindications  observed  with  this 
steroid  apply  also  to  the  use  of  sigmagen. 
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FEE  AND  CONTRACTURAL  MEDICINE 
COMMITTEE 

M EETING  of  the  fee  and  contractural  medi- 
cine committee  of  the  Arizona  Medical  Associa- 
tion, Inc.,  held  Jan.  5,  1958.  Hayes  W.  Caldwell, 
M.D.,  chairman,  presiding. 

ROLL  CALL 

PRESENT:  Drs.  Beaton,  Lindsay  E.;  Brewer,  W. 
Albert;  Caldwell,  Hayes  W.;  Chairman,  Craig, 
Carlos  C.;  President,  Edel,  Frank  W.;  Findlay, 
Francis  M.;  Jarrett,  Paul  B.;  Steen,  William  B.; 
Warrenburg,  Clarence  B.;  Messrs.  Boykin, 
Paul;  Carpenter,  Robert;  Executive  Secretary. 

EXCUSED:  Drs.  Barfoot,  G.  Robert;  Smith, 
Leslie  B.,  Secretary. 

GUESTS:  Drs.  Dudley,  Arthur  V.  (Tueson); 
Heim,  Delmer  J.,  Secretary  Pima  Society 
(Tucson);  Limbacher,  Henry  P.  (Tucson); 
Tanz,  Stanley  S.  (Tucson);  Thompson,  Hugh 
C.  (Tucson);  Van  Ravenswaay,  Arie  C.  (Tuc- 
son); Messrs.  Russell,  Dick  (Local  Agent), 
Todd,  Frank  (District  Agent ) —Pacific  Mutual 
Life  Insurance  Company. 

GROUP  HEALTH  PLAN 
On  invitation  of  the  chairman,  Frank  Todd, 
district  agent  of  Pacific  Mutual  Life  Insurance 
Company  and  their  local  (Phoenix)  agent  were 
in  attendance.  Mr.  Todd  briefed  the  committee 
on  the  operations  of  the  Physicians’  Health  Plan 
in  Long  Beach,  Calif.  It  is  a no-income-ceiling 
group  plan  keyed,  in  medical  and  surgical  fees, 
to  the  cost-of-living  index  (Bureau  of  Labor 
Statistics ) . The  basic  fee  schedule  conforms  to 
the  “Relative  Value  Schedule”  of  the  California 
Medical  Association  using  currently  a $5  unit 
value.  The  cost-of-living  index  operates  on  a dif- 
ferential of  5 per  cent  up  or  down.  Groups  of  10 
or  more  employes  are  eligible,  requiring  75  per 
cent  enrollment  and  the  insurance  plan  is  de- 
signed for  the  average  income  class  of  people 
today.  Pacific  Mutual  is  the  co-operating  insur- 
ance carrier.  Other  insurance  companies  espe- 
cially interested  in  the  field  of  coverage  includes 
Occidental  and  Prudential.  The  Health  Insur- 
ance Council  is  promoting  discussion  of  such 
plans  which  have  become  of  particular  interest 
in  the  West  because  of  high  medical  costs.  Pre- 
miums are  likewise  adjusted  on  the  cost-of-living 
index.  The  group  plan  has  a $50  deductible 


clause  (which  feature  is  considered  very  impor- 
tant to  the  success  of  the  plan ) , together  with  an 
80  per  cent  co-insurance  factor  (plans  range 
from  75  per  cent  to  80  per  cent)  with  a lifetime 
maximum  coverage  of  $5,000  to  $10,000  (vary- 
ing plans),  designed  particularly  to  cover  the 
catastrophic  type  of  illnesses.  When  such  maxi- 
mum coverage  has  been  expended,  negotiations 
for  such  comprehensive  re-insurance  may  be  ini- 
tiated by  the  insured. 

The  Long  Beach  plan  has  been  in  operation 
for  approximately  one  and  one-half  years  with 
about  90  per  cent  physician  participation;  the 
physicians  can  fix  their  own  fees  under  the  rela- 
tive value  schedule  without  anw  dictation  from 
the  insurance  carrier  (there  must  be  agreement 
between  the  physician  and  patient);  and  the 
physicians  are  free  to  and  do  initiate  actions  in 
the  interest  of  the  plan  and  benefit  of  the  pa- 
tients. 

Considerable  discussion  ensued.  Members  ex- 
pressed the  view  that  the  possibilities  for  initia- 
ting such  a plan  for  Arizona  should  be  further 
explored,  and  Mr.  Todd  for  Pacific  Mutual  indi- 
cated his  company  would  be  happy  to  co-operate 
with  the  association  to  this  end. 

PANEL  PRACTICE  OF  MEDICINE  IN 
ARIZONA 

The  meeting  was  then  opened  to  discussion 
regarding  panel  practice  of  medicine  in  Arizona, 
which  problem  was  precipitated  by  recent  ac- 
tions of  the  Argonaut  Insurance  Company  in- 
volving employes  of  the  Hughes  Aircraft  Com- 
pany and  members  of  the  Pima  County  Medical 
Society  in  Tucson. 

On  invitation  of  the  chairman.  Doctors  Dud- 
ley, Heim,  Limbacher,  Tanz,  Thompson  (Hugh) 
and  Van  Ravenswaay  (all  of  Tucson)  were 
heard  from,  following  briefing  of  the  situation 
by  Doctor  Beaton.  Each  expressed  his  views 
openly  and  frankly  and  contributed  much  to  the 
discussion. 

It  was  moved  by  Doctor  Beaton,  seconded  by 
Doctor  Edel,  and  unanimously  carried,  that  the 
committee  on  fee  and  contractual  medicine  of 
the  Arizona  Medical  Association,  Inc.,  recom- 
mends to  the  council  of  the  Arizona  Medical 
Association,  Inc.,  that  it  ratify  the  Resolution 
passed  by  the  house  of  delegates  of  the  Ameri- 
can Medical  Association  in  session  in  Philadel- 
phia, Pa.,  in  December  1957,  to  the  effect  that 
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the  1927  opinion  of  the  judicial  council  of  the 
American  Medical  Association  was  reaffirmed 
with  regard  to  conditions  of  contract  practice, 
namely:  that  “there  are  many  conditions  under 
which  contract  practice  is  not  only  legitimate 
and  ethical,  but  in  fact  the  only  way  in  which 
competent  medical  service  can  be  provided,” 
but  that  contract  practice  of  medicine  would  be 
determined  to  be  unethical  if  “a  reasonable  de- 
gree of  free  choice  of  physician  is  denied  those 
cared  for  in  a community  where  other  competent 
physicians  are  readily  available.” 

It  was  moved  by  Doctor  Beaton,  seconded  by 
Doctor  Edel  and  unanimously  carried  that  it  be 


REPORT  ON  MEDICARE 
CONFERENCE 

I N THE  North  Garden  Room  of  the  Bellevue- 
Stratford  Hotel  in  Philadelphia  on  Friday  morn- 
ing, Dec.  6,  1957,  at  9 o’clock  convened  the 
conference  on  Medicare  of  constituent  state  and 
territorial  medical  association  representatives, 
sponsored  by  the  AM  A Board  of  Trustees  Task 
Force  on  Dependent  Medical  Care,  Edwin  S. 
Hamilton,  M.D.,  chairman,  presiding. 

The  meeting  was  well  attended  with  repre- 
sentation from  practically  every  state  and  several 
territories,  and  while  the  final  registration  figure 
was  not  readily  available,  it  was  estimated  it 
would  exceed  115.  Most  of  us  met  in  anticipa- 
tion of  an  exchange  of  practical  experience 
among  the  states  in  the  management  of  the 
Medicare  program  which  might  be  helpful  to 
each  as  we  approach  contract  renegotiation.  It 
very  early  became  apparent  that  this  was  not 
the  purpose  of  the  meeting. 

At  the  very  start  of  the  meeting  the  presiding 
officer,  following  words  of  greetings,  called  at- 
tention to  the  heavy  agenda  before  the  body 
and  the  fact  that  the  meeting  must  be  concluded 
by  12  noon  in  order  to  accommodate  transporta- 
tion schedules.  To  some  of  us  it  was  an  indica- 
tion that  the  meeting  was  called  of  necessity, 
so  let’s  get  it  over  with  in  the  shortest  possible 
time. 

Hugh  H.  Hussey  Jr.,  M.D.,  chairman  of  a 
special  committee  of  the  task  force,  then  was 
given  the  floor  and  he  reviewed  the  activities 
of  his  committee  through  the  early  stages  of 
negotiations  with  the  department  of  defense 
up  to  the  time  of  activation  of  the  Medicare 


the  further  recommendation  of  the  committee  on 
fee  and  contractual  medicine  to  the  council  of 
the  Arizona  Medical  Association,  Inc.,  that  the 
physicians  throughout  Arizona  be  apprised  that 
in  accordance  with  this  principle  of  medical 
ethics,  they  not  join  any  medical  program  which 
excludes  the  other  members  of  the  local  county 
medical  society  from  seeing  the  patients  em- 
ployed by  any  given  employer. 

LESLIE  B.  SMITH,  M.D., 
Secretary 
by 

ROBERT  CARPENTER, 

Executive  Secretarv 
✓ 


program  by  the  states  and  those  more  limited 
to  date. 

Col.  Earl  C.  Lowry,  MC,  representing  the 
Office  for  Dependent  Medical  Care,  was  then 
given  the  floor,  followed  by  Lt.  Col.  Ralph  J. 
Richards  Jr.,  MSC,  each  presenting  a glowing 
report  of  the  results  of  the  first  year’s  experi- 
ences with  few  exceptions.  A few  follow: 

Hospital  claims  paid  to  date:  198,235  for  a 
total  of  $20,895,467,  averaging  $105  each  for  an 
average  stay  of  5.3  days. 

Physicians  claims  paid  to  date:  316,682  for  a 
total  cost  of  $22,745,606,  averaging  $71  each. 

Services  participation,  with  the  air  force  lead- 
ing, amounted  to  40  per  cent;  followed  by  the 
navy,  32  per  cent;  the  army  26  per  cent;  and  the 
public  health  service,  2 per  cent. 

Processing  of  case  costs  ranged  from  $1  to 
$11.42  and  as  the  result,  a maximum  ceiling  of 
$3  has  been  established.  Colonel  Richards 
pointed  out  that  if  anyone  cannot  stay  within 
this  maximum,  it  would  be  necessary  to  locate 
a new  fiscal  administrator.  I think  this  is  an  im- 
portant observation.  While  such  action  in  the 
eyes  of  the  military  might  be  justified  under 
the  circumstances,  further  government  regula- 
tion might  well  follow  as  to  fees,  though  when 
the  question  was  put  as  to  such  possibility,  the 
army  representatives  emphatically  denied  there 
was  any  such  thought  ( at  least  for  the  present ) . 
Currently,  they  take  the  position  that  it  would 
be  impossible  to  administer  a uniform  fee 
schedule.  This  will  bear  watching  as  Color.e' 
Richards  made  the  point  their  studios  and  id:: 
ations  are  being  continued,  and  while  som;'  r 
contended  the  military  can  do  it  i letter  a:  id 
less  expensively,  no  major  changes  ;u(  ■ (e-.-i  iiv 


124 


Arizona  Medicine 


February,  1958 


plated  for  the  immediate  future.  “Free  choice 
of  physician”  appears  to  be  the  battle  cry  of 
attraction  and  on  this  point,  at  least,  the  de- 
pendents appear  to  be  well  satisfied. 

Ohio  was  then  accorded  the  privilege  of  the 
floor  and  reiterated  its  position  that  it  continues 
to  maintain  the  principles  of  (a)  free  choice 
of  physician  (which  all  others  similarly  do); 
(b)  that  only  the  physician  has  the  right  to  fix 
his  own  fees  (the  army  pointing  out  that  those 
physicians  in  Ohio  participating  in  the  Medicare 
program  are  bound  by  and  following  its  maxi- 
mum fee  schedule);  and  (c)  that  the  society 
cannot  contract  for  its  physicians  and  has  not 
signed  a contract  and  apparently  will  continue 
to  refuse  such  negotiation.  Ohio  now  has  the 
distinction  of  being  one  of  two  states  (Rhode 
Island  being  the  other)  that  has  not  signed  a 
contract. 

It  is  interesting  to  note  that  under  such  cir- 
cumstances, the  army  must  act  in  adjudication  of 
its  (Ohio)  cases,  and  while  many  of  us  quickly 
saw  a financial  advantage  should  the  army 
handle  all  adjudication  cases.  Colonel  Lowry 
rose  and  pleaded  with  the  states  not  to  demand 
this,  indicating  that  such  task  would  be  unbear- 
able and  that  the  states  are  doing  such  a wonder- 
ful job  now  in  handling  these  problems. 

Georgia  then  demanded  the  floor  and  in  the 
brief  period  allotted  it,  hurriedly  reviewed  the 
results  of  its  recently  completed  survey  among 
the  individual  states  as  pertains  to  Medicare. 
We  expect  we  shall  reeeive  a copy  and,  of 
course,  want  one.  A point  well  made  by  Georgia 
was  that  the  purpose  of  its  survey  was  to  try 
and  learn  the  experiences  of  other  constituent 
societies  as  pertains  to  the  administration  of  the 
Medicare  program,  as  it  was  obvious  no  one  on 
the  national  level  apparently  was  interested  or 
planning  such  interchange  of  information  which 
could  be  of  such  substantial  help  and  benefit  to 
each.  Some  of  the  statistics  reported  indicated 
clearly  that  the  states  were  not  all  treated  uni- 
formly insofar  as  special  concessions  are  con- 
cerned. 

At  this  point,  with  very  little  time  left,  the 
meeting  was  open  for  discussion  from  the  floor 
and  certain  of  the  questions  put  by  the  repre- 
sentatives were  selected  and  then  read.  Arizona’s 
question  was  either  not  considered  important, 
or  discarded  for  lack  of  time,  as  were  many 
others.  It  pertained  to  administrative  cost  outlay 


by  the  association,  not  the  fiscal  administrator, 
including  those  expenses  required  for  the  adjudi- 
cation of  cases.  Other  questions  were  readily 
available,  time  permitting.  I might  add  that  in 
discussing  this  problem  with  Golonel  Lowry 
after  the  meeting,  he  indicated  that  this  ques- 
tion was  giving  many  associations  concern,  that 
they  appreciated  the  problem  and  hoped  to 
come  up  with  some  uniform  regulation  to  meet 
the  situation. 

The  auditing  problem  was  generally  revolting 
to  everyone,  and  the  army  pleaded  with  the 
group  to  understand  government  regulations,  as- 
suring the  gathering  that  some  changes  could 
be  anticipated. 

It  was  reported  that  a considerably  large  num- 
ber of  states  will  demand  an,  “indemnity  plan” 
program  on  renegotiation;  further,  that  the  ad- 
ministration of  the  plans  under  Mutual  of  Oma- 
ha on  a cost  per  claim  basis  was  very  gratifying 
to  the  army  being  low  over  Blue  Gross-Blue 
Shield  and  direct  association  management.  As 
food  for  thought,  with  the  establishment  of  a 
$3  maximum  per  claim  service  charge,  could  the 
next  step  be  selection  by  the  army  of  a national 
carrier  as  fiscal  administrator? 

In  conclusion,  might  I say  that  this  meeting 
was  a great  disappointment  to  most  of  us  in 
attendance.  I was  reminded  of  the  experiences 
reported  by  our  Doctors  Edel  and  Sanger  who 
attended  possibly  a similar  meeting  in  Denver 
in  1956,  held  by  the  AMA  task  force.  This  cur- 
rent meeting  was  well  arranged  with  ample  time 
given  the  military  to  present  their  report,  but 
with  little  regard  to  the  interests  of  those  of  the 
constituent  bodies  whose  task  it  befalls  to  make 
the  program  work.  What  most  of  those  in  attend- 
ance wanted  was  a free  exchange  of  actual  ex- 
perience in  the  field  of  Medicare  operations,  and 
I am  inclined  to  believe  that  this  could  only 
be  achieved  without  military  representation  and 
with  sufficient  time  to  make  such  efforts  worth- 
while and  constructive.  It  is  obvious  to  me 
that  the  military  does  not  wish  such  free  debate. 
On  the  other  side,  it  is  difficult  to  conceive  why 
our  own  national  organization  does  not  see  the 
need  therefor,  nor  have  the  inclination  to  be 
of  such  service  to  its  constituent  bodies.  I am 
not  alone  in  this  viewpoint.  This  thought  was 
commonly  expressed  by  many  of  those  in  at- 
tendance following  the  conclusion  of  the  meet- 
ing. Without  such  opportunity,  I can  only  say 
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that  it  behooves  all  of  us  to  consider  very  care- 
fully our  individual  programs  before  renegotia- 
tion, determine  exactly  what  is  wanted  in  the 
best  interest  of  medicine  and  the  people  of 
Arizona,  and  then  stand  firm  upon  our  demands. 
Those  states  who  have  asserted  themselves  obvi- 
ously have  been  given  special  consideration. 


Those  who  are  satisfied  to  subsidize  this  gov- 
ernment medicine  program,  I feel  certain,  will 
receive  no  objection  from  the  department  of 
defense  through  the  department  of  the  army. 

ROBERT  CARPENTER 
Executive  Secretary 
Arizona  Medical  Association,  Inc. 


CHANGES  AND  CLARIFICATIONS 
IN  MEDICARE  REGULATIONS 

0 FFICE  for  Dependents’  Medical  Care  has 
made  several  changes  and  clarifications  in  regu- 
lations governing  Medicare,  including: 

1.  From  now  on  the  dependent  who  is  re- 
turned to  a civilian  hospital  for  a second  visit 
will  pay  $1.75  per  day  (current  per  diem),  in- 
stead of  again  paying  the  first  $25  of  costs.  How- 
ever, this  will  apply  only  if  the  readmission  is 
within  14  days  and  is  for  the  same  condition 
as  the  first  admission,  or  a direct  complication 
thereof. 

2.  “Ward  care  ” is  for  the  first  time  identified 
as  care  in  a room  containing  more  than  four 
beds.  The  new  regulation  has  this  to  say  about 
ward  accommodations: 

“W ard  facilities  may  be  used  for  pediatric 


MEDICARE  POLICY  ON  ACUTE 
MENTAL  DISORDERS  RESTATED 

0 FFICE  for  Dependents’  Medical  Care  re- 
states in  a policy  declaration  that  the  govern- 
ment will  pay  civilian  physicians  and  civilian 
hospitals  for  up  to  21  days  of  hospitalization  for 
treatment  of  acute  mental  and  nervous  disorders. 
An  acute  case  is  defined  as  constituting  “an 
emergency  requiring  hospitalization  for  the  life. 


cases  whenever  tliis  is  the  normal  medical  prac- 
tice. Further,  when  the  attending  physician  ad- 
mits his  patient  to  a hospital  in  which  all  semi- 
private accommodations  are  occupied,  care  fur- 
nished therein  shall  be  considered  as  authorized 
care,  but  the  patient  should  be  transferred  to 
a semi-private  accommodation  as  soon  as  pos- 
sible. Finally,  when  the  patient  is  admitted  to 
an  otherwise  eligible  institution  which  furnished 
only  ward  accommodations,  care  furnished 
therein  shall  be  considered  authorized  care.” 

3.  When  a dependent  is  admitted  to  a hos- 
pital having  only  private  rooms,  under  the  new 
regulations  the  government  will  pay  90  per  cent 
of  the  daily  hospital  charges,  or  $15  per  day, 
whichever  is  the  lesser  amount.  In  such  cases, 
the  dependent  will  pay  as  usual  the  first  $25,  or 
the  per  diem  charge,  whichever  is  the  greater, 
and  in  addition,  the  remainder  of  the  charge 
for  the  private  room. 


health  or  well-being  of  the  patient  regardless  of 
psychiatric  diagnosis.”  ODMC  says  extensions 
beyond  21  days  for  short  periods  may  be  con- 
sidered when  (1)  there  is  necessity  for  more 
time  for  the  sponsor  to  assume  responsibility, 
(2)  retention  in  the  hospital  for  two  or  three 
weeks  will  result  in  cure  or  remission  permitting 
the  patient  to  return  home,  or  (3)  underlying 
diagnosis  for  determining  length  of  care  can’t 
be  made  in  21  days. 


ROENTGEN  DIAGNOSIS  OF  ABDOMINAL  TUMORS  IN 
CHILDHOOD 

by  Charles  M.  Nice,  Jr.,  M.D.,  Alexander  R.  Margulis,  M.D.,  and 
Leo  G.  Rigler,  M.D.  75  pages.  Illustrated.  (19.57)  Thomas.  $4. 

This  monograph  has  the  great  virtue  of  brev- 
ity. The  roentgen  diagnosis  of  certain  abdominal 
masses  in  childhood  is  well  outlined.  The  method 
of  presentation  might  be  a little  more  system- 


atic, and  there  might  be  additional  material  on 
differential  diagnosis.  In  the  next  edition  the 
authors  will  undoubtedly  stress  the  importanei 
of  gonadal  protection  in  the  examiualion  ol  in- 
fants and  children.  They  are  all  on  the  .stall  v’! 
the  University  of  Minnesota  Dc'partmc'ut  ol  Hi 
diology,  and  \ery  competent  in  llu'ir  lieM, 

St;u<'\'s  Mcdicid  Hooks,  S.m  l•■l■am■is<;•o,  (’.dilomia. 


now... 

unprecedented 


Sulfa 

therapy 


New  authoritative  studies  show  that  Kynex 
dosage  can  be  reduced  even  further  than  that 
recommended  earlier.^  Now,  clinical  evidence 
has  established  that  a single  (0.5  Gm.)  tablet 
maintains  therapeutic  blood  levels  extending 
beyond  24  hours.  Still  more  proof  that  Kynex 
stands  alone  in  sulfa  performance— 

• Lowest  Oral  Dose  In  Sulfa  History— 0.5  Gm. 
(1  tablet)  daily  in  the  usual  patient  for  main- 
tenance of  therapeutic  blood  levels 

• Higher  Solubility— effective  blood  concentra- 
tions within  an  hour  or  two 


NEW  DOSAGE 

The  recommended  adult  dose  is  1 Gm.  (2  tab- 
lets or  4 teaspoonfuls  of  syrup)  the  first  day, 
followed  by  0.5  Gm.  (1  tablet  or  2 teaspoonfuls 
of  syrup)  every  day  thereafter,  or  1 Gm.  every 
other  day  for  mild  to  moderate  infections.  In 
severe  infections  where  prompt,  high  blood 
levels  are  indicated,  the  initial  dose  should  be 
2 Gm.  followed  by  0.5  Gm.  every  24  hours. 
Dosage  in  children,  according  to  weight ; i.e., 
a 40  lb.  child  should  receive  1/4  of  the  adult 
dosage.  It  is  recommended  that  these  dosages 
not  be  exceeded. 


• Effective  Antibacterial  Range— exceptional 
effectiveness  in  urinary  tract  infections 

• Convenience— the  low  dose  of  0.5  Gm.  (1  tab- 
let) per  day  offers  optimum  convenience  and 
acceptance  to  patients 

LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID 

*Reg.  U.S.  Pal.  Off. 


Tablets : 

Each  tablet  contains  0.5  Gm.  (Tti  prains)  of  sulfamethoxy- 
pyridazine.  Bottles  of  24  and  100  tablets. 

Syrup : 

Each  teaspoonful  (5  cc.)  of  cai'amel-flavored  syrup  con..iIi’ 
250  mp.  of  sulfamethoxypyridazine.  Bottle  of  4 fl.  oz. 

1 Nichols,  R.  L.  and  Finland,  M.:  J.  Clin.  Med.  49:410,  1957. 

COMPANY.  PEARL  RIVER.  NEW  YORK 
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ARIZONA  POISONING  CONTROL 
INFORMATION  CENTER 

University  of  Arizona,  Tucson,  Arizona 
1957  Summary  Report 

Through  the  co-operative  efforts  of  mem- 
bers of  the  health  professions  in  Arizona  and 
of  their  auxiliaries,  of  the  Tucson  Women’s  Club 
and  of  the  Roard  of  Regents  of  the  University 
and  State  Colleges  of  Arizona,  a state  poisoning 
control  program  was  planned  in  April  1957.  The 
Tucson  Medical  Center  and  the  University  of 
Arizona  Poison  Control  Information  Center  initi- 
ated a “pilot  program”  in  June  and  support  from 
state  funds  was  obtained  in  September  to  facili- 
tate the  enlargement  of  the  service  to  include 
a network  of  poison  control  centers  in  15  addi- 
tional hospitals  in  Arizona.  The  Tucson  Women  s 
Club  and  the  Auxiliary  of  the  Arizona  Pharma- 
ceutical Association  conducted  public  education 
programs  among  clubs  and  PTAs  for  prevention 
of  accidental  poisoning  in  the  home. 

While  it  was  originally  hoped  that  the  state- 
wide network  would  be  equipped  with  dupli- 
cates of  the  Poison  Control  Information  Center 
files  by  the  first  of  January  1958,  it  soon  became 
apparent  to  members  of  the  Arizona  Medical 
Association’s  committee  on  poison  control  and 
their  consultants  that  the  nucleus  file  obtained 
from  outside  of  Arizona  was  replete  with  im- 
perfections of  a typographical  or  clerical  nature 
which  required  detailed  checking  with  the  origi- 
nal, authoritative  sources  of  the  toxicological 
data.  As  a result,  the  new  target  date  for  dis- 
tribution of  the  files,  involving  over  40,000  in- 
formation cards,  was  set  for  March  1958. 

In  order  to  improve  the  handling  of  poisoning 
cases  in  the  period  until  the  files  are  available, 
the  poisoning  control  committee  recommends 
the  acquisition  of  a library  of  useful  references 
to  be  housed  in  the  hospital  emergency  ward 
for  the  use  of  those  immediately  concerned  with 
the  poisoning  victim. 

ESSENTIAL: 

1.  Clinical  Toxicology  of  Commercial  Prod- 
ucts, by  Gleason  Gosselin,  and  Hodge.  Williams 
and  Wilkins  Publ.,  Co.,  Baltimore,  1957. 

2.  Handbook  of  Poisons,  by  Dreisbach.  Lange 
Medical  Publications,  Los  Altos,  Calif.,  1955. 
OPTIONAL: 

1.  Accidental  Poisoning  in  Childhood,  by 
Edward  Press,  M.D.  of  American  Academy  of 
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Pediatrics.  Chas.  C.  Thomas,  Publ.,  Springfield, 
111.,  1956. 

2.  Poisoning,  by  Van  Oettingen.  Paul  Hoeber 
Publ.  Co.,  Div.  of  Harper  Brothers,  N.  Y.,  1952. 

3.  The  Pharmacological  Basis  of  Therapeutics, 
2nd  Ed.,  by  Gordon  and  Gilman;  Macmillan 
Publ.  Co.,  New  York,  1956. 

A list  of  antidote  reagents  and  materials  in- 
dicated in  the  treatment  of  poisonings  by  the 
information  center  files  will  be  distributed  short- 
ly before  the  files  are  completed  in  order  that 
the  treatment  centers  may  be  prepared  to  make 
the  best  use  of  them. 

As  the  files  are  nearing  completion,  it  is  ex- 
tremely important  that  poisoning  case  reports 
from  physicians  throughout  the  state  be  received 
for  checking  the  adequacy  of  coverage  of  the 
files.  Therefore,  an  urgent  plea  is  made  to  all 
Arizona  physicians  at  this  time  for  submission 
of  reports  on  the  forms  supplied  in  June  for  this 
purpose. 

The  number  of  cases  reported  to  the  Uni- 
versity of  Arizona  Poisoning  Control  Informa- 
tion Center  from  June  1,  1957  to  the  end  of  the 
year  total  272.  These  are  summarized  as  follows: 


AGE:  PER  CENT 

Under  five 74.0 

Six  to  16  4.0 

16  to  30 10.8 

31  to  45 4.8 

Over  45  3.5 

Unknown  2.9 

NATURE  OF  INCIDENT: 

Accidental  90.9 

Intentional  7.4 

Unknown  1.7 

OUTCOME: 

Recovered  97.8 

Fatal  16. 

Unknown  6 

TIME  OF  DAY: 

Between  6 a.m.  and  noon 34.5 

Between  noon  and  6 p.m 38.6 

Between  6 p.m.  and  midnight 21.8 

Between  midnight  and  6 a.m 1.8 

Unknown  3.3 

CAUSATIVE  AGENTS: 

Aspirin  preparations  27.0 

Insecticides  12.7 

Solvents  (kerosene,  charcoal 

lighter,  etc. ) 8.6 

Sedative  preparations  8.4 
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Bites  (dog,  scorpion,  spider 

and  gila  monster)  5.1 

Hormones  and  derivatives  2.6 

Household  bleaches  2.5 

Ornamental  plants  (castor, 

oleander,  bird  of  paradise)  1.6 

Laxatives  1.5 

Tranquilizers  1.3 


Miscellaneous  including:  air 
deodorants,  alkalies, 
antihistamines,  cosmetics, 
crayons,  disinfectants,  food 
poisonings,  hair  dyes,  moth 
balls,  nose  drops,  pain 
relieving  preparations,  plastic 
cements,  sympatholytic  agents, 
waxes  28.7  per  cent 


Arizona  Medical  Association  Poisoning  Control 
Committee 

Virginia  Cobb.,  M.D.,  2414  E.  Elm  St.,  Tuc- 
son, Chairman 

Paul  B.  Jarrett,  M.D.,  2021  North  Central  Ave., 
Phoenix 

Maurice  Rosenthal,  M.D.,  Diagnostic  Labora- 
tories, Phoenix 

Martin  S.  Withers,  M.D.,  1811  E.  Speedway, 
Tucson 

Consultants  to  the  Committee 

Albert  L.  Picchioni,  Ph.D.,  Division  of  Pharm- 
acology, Pharmacy  College,  University  of 
Tucson 

Willis  R.  Brewer,  Ph.  D.,  Dean,  Pharmacy 
College,  University  of  Arizona,  Tucson 


MENTAL  RETARDATION:  PARENTS, 
COMMUNITY,  PROFESSION 

By  Clarence  G.  Salsbury,  M.D., 
Commissioner  of  Public  Health 

I N MANY  instances,  diagnosis  of  mental  re- 
tardation requires  considerably  more  than  an 
IQ  test.  The  child  who  isn’t  making  normal 
mental  progress  because  of  a physical  defect 
or  an  emotional  imbalance  may  not  be  able 
or  even  willing  to  respond  to  mental  testing, 
regardless  of  his  mental  ability.  Institutions  for 
mentally  retarded  children  all  over  the  country 
have  this  problem.  They  must  determine  whether 
referrals  are  primarily  emotionally  retarded,  or 
primarily  mentally  retarded. 

It  has  been  the  objective  of  the  Arizona  State 
Department  of  Health  to  demonstrate  a diag- 
nostic service  for  mental  retardation  which  will 
meet  the  major  need  of  parents  and  the  com- 
munity. This  demonstration  has  been  accomp- 
lished in  Maricopa  County  at  the  Child  De- 
velopment Center,  1633- A West  Jefferson  Street, 
Phoenix.  When  a diagnosis  of  mental  retardation 
is  made  here,  the  conclusion  is  arrived  at  by  a 
team  of  specialists  — a social  worker,  a psycholo- 
gist, a medical  clinician,  special  diagnostic  con- 
sultants, clinical  laboratory  services,  and  in  some 
instances,  an  educationist.  In  this  way,  the  par- 
ent and  the  referring  agent  receive  one  opinion 
which  is  determined  at  the  time  of  a case  con- 
ference. As  a result  of  this  team  consensus,  in 
the  majority  of  studies  made,  the  parents  have 
accepted  with  confidence  the  findings  and  the 


recommendations  of  the  diagnostic  team.  In 
many  previous  instances,  parents  have  become 
discouraged  with  a variety  of  referrals  and 
findings  made  concerning  their  child.  Family 
physicians  have  referred  them  to  a number  of 
diagnosticians,  including  the  neurologist,  the 
psychiatrist,  the  psychologist,  and  the  hearing 
and  speech  specialist.  Many  different  diagnoses 
may  thus  be  given  to  the  parents  and  confusion 
is  a fairly  common  consequence. 

Sometimes  the  family  physician  recommends 
that  mentally  retarded  children  be  institutional- 
ized. This  recommendation  isn’t  always  accept- 
able to  a parent.  Anxious  parents  are  often  en- 
couraged by  a retardate’s  ability  to  memorize. 
The  hope  that  their  child  isn’t  retarded  then 
becomes  a strong  force  for  parents  to  reject  a 
diagnosis  of  mental  deficiency. 

To  institutionalize  a loved  child,  educable 
and  possibly  ( ? ) mislabeled  a mental  retardate, 
is  more  than  many  parents  can  accept. 

To  accept  in  despair  a recommendation  of 
institutionalization  has  created  considerable 
guilt  or  unhappiness  in  some  parents.  A conflict 
results,  and  in  the  case  where  the  child  has 
been  institutionalized,  it  results,  in  many  in- 
stances, in  the  retardate  returning  to  the  home. 
This  can  be  costly,  both  financially  and  emo- 
tionally to  all  persons  concerned.  Mentally  re- 
tarded children  usually  prefer  the  status  quo. 

There  are  many  resources  withiu  the  com- 
munity which  make  possible  the  usefulness  ,)!' 
the  mentally  retarded  child  who  is  ediKab'lv 
or  who  is  trainable.  The  fainib-  and  iiarcnt 


130 


Arizona  Medicine 


February,  1958 


groups  constitute  a major  resource  in  promoting 
the  child’s  growth  and  development.  The  edu- 
cationist can  be  most  useful  to  the  parent  in  the 
instanee  of  the  small  retardate.  Nursery  schools, 
church  schools  and  recreation  activities  geared 
to  the  mental  ability  of  the  child  are  rapidly 
developing  resources  in  many  communities.  Pub- 
lie  education  is  beginning  to  realize  the  poten- 
tialities of  the  educable  mentally  retarded.  Vo- 
cational rehabilitation  is  becoming  a major  re- 
source for  the  mental  retardates,  those  16  years 
of  age  and  over. 

Throughout  the  years  of  the  mentally  re- 
tarded child’s  physical  growth,  the  family  phy- 
sician and  the  pubhc  health  department,  in  co- 
operation with  the  educationist,  constitute  a 


OPTOMETRY 

By  A.  K.  Hansen,  M.D. 

P ERHAPS  few  of  us  are  aware  of  the  mounting 
danger  that  confronts  public  health  and  welfare 
by  the  recurrent  efforts  of  certain  segments  of 
optometry  to  invade  the  practice  of  medicine 
and  even  to  curtail  by  legislation  the  practice 
of  medicine,  partieularly  ophthalmology. 

In  recent  years  certain  influential  groups  in 
optometry  have  made  forcible  attempts  to  enter 
into  the  field  of  medicine  by  initiating  legislative 
action  in  several  states  which  would  give  legal 
sanction  to  diagnose  and  treat  ocular  disease 
and  to  perform  oeular  surgery.  In  addition,  there 
have  been  efforts  to  curtail  the  medical  profes- 
sion and  prevent  it  from  prescribing  glasses  or 
even  doing  refractions.  Apart  from  these  legisla- 
tive efforts,  there  are  indications  in  many  states 
that  a significant  number  of  optometrists  are 
already  treating  eye  diseases  such  as  strabismus, 
removal  of  foreign  bodies,  etc.  It  is  becoming 
increasingly  common  for  the  optometrist  to  diag- 
nose eye  disease,  to  evaluate  the  seriousness  of 
the  patient  s situation  and  then  either  to  manage 
the  case  medically  or  assume  the  responsibility 
as  to  if  and  when  an  ophthalmologist  should  be 
consulted. 

In  Arizona,  an  individual  with  subnormal 
vision  who  applies  for  a driver’s  license  is  re- 
quested to  have  a questionnaire  completed  re- 
garding his  or  her  ocular  status.  In  addition  to 


community  team  essential  to  the  community 
understanding  of  the  mentally  retarded  child. 
They  are  also  essential  to  his  continuous  health 
supervision  and  conservation,  and  essential  to 
the  morale  of  the  parents  and  the  emotional 
support  of  the  entire  family  in  adjusting  to  the 
mentally  retarded  child  in  the  home  and  in  the 
community. 

In  addition  to  the  rapidly  developing  special 
resources,  there  are  the  usual  resources  common 
to  all  citizens.  It  is  even  possible  that  these 
somewhat  mentally  deficient  people,  who  con- 
stitute a minority  that  has  been  kept  out  of 
focus,  may  become  better  understood  and  better 
accepted  in  the  community  of  men  than  have 
other  minority  groups. 


providing  a space  for  recording  the  vision  with 
and  without  proper  corrective  lenses,  there  is 
a spaee  provided  for  the  diagnosis  of  any  ab- 
normalities of  the  eyes.  This  shp  of  paper  can 
be  signed  by  either  an  optometrist  or  an 
ophthalmologist. 

The  consequence  of  these  many  practiees  is 
obvious  in  the  case  of  an  individual  with  pro- 
gressive loss  of  vision.  If  the  optometrists  are 
being  taught  that  they  are  trained  to  evaluate 
and  possibly  treat  ocular  diseases,  we  in  the 
medical  profession  should  begin  to  show  con- 
cern over  the  welfare  of  the  American  people. 

The  house  of  delegates  of  the  American  Medi- 
cal Association  has  been  aware  of  this  problem 
for  some  time  and  at  a meeting  in  June  1955 
passed  a resolution  (No.  78)  which  in  effect  dis- 
solved the  National  Committee  on  Eye  Care 
(formerly  the  Inter-Professional  Committee  on 
Eye  Care)  and  requested  that  “various  state 
medical  and  ophthalmologic  organizations  be 
vigorously  supported  by  the  American  Medical 
Association  in  their  unremitting  opposition 
to  further  encroachment  on  the  field  of 
medicine  by  optometry  or  any  other  non- 
medical group.”  In  addition,  they  appointed  a 
new  and  permanent  committee  on  medical  eye 
care  to  solve  the  many  problems  which  will  arise 
from  this  situation  in  the  future.  This  problem 
is  well  diseussed  in  a pamphlet  published  by 
the  National  Medical  Foundation  for  Eye  Care, 
250  West  52nd  St.,  New  York  19,  N.  Y.  Copies 
may  be  obtained  by  dropping  them  a card. 
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[iffifitve  Effect  — mild,  dependabii 
^stion  ~ prompt,  prolonged 

Expectorant  Action 


Neo-Synephrine®  hydrochloride.„.| 

Thenfadil®  hydrochloride 

Dihydrocodeinone  bitartrate 

Potassium  guaiacol  sulfonate 

Ammonium  chioride  

Menthol 

Chloroform 

Alcohol 

Bottles  of  16  fl.  02. 


tvt.  U.S.  Pat  Off. 


SlcittwiApCKMI^  (4cX.)  CMlhlM 


Equipment  Is  Sometimes 
No  Better  Than  The 
Follow-up  Service  Needed. 

WE  SERVICE  PROPERLY 


f 


crnyfo/f^ 


1030  E.  McDowell  Rd.  - AL  4-5593 
PHOENIX,  ARIZONA 


HEAR  in  CROWDS 

Now,  hear  twice  as  well  — WITH  BOTH  EARS 


Enjoy 

2-Ear  Hearing 


WiffiNewMAICO 


Hearing  Glasses 

MAICO  of  PHOENIX 

HEARING  SERVICE 

21 2 W.  Adams  - Ph.  AL  8-0270 

WE  GUARANTEE  TO  THE  DOCTOR  AND  HIS  PATIENT 
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STANFORD  BLUE  SHIELD  ANALYSIS 
INDICATES  ARIZONA  PLAN  MEET- 
ING PHYSICIAN  OBJECTIVES 

By  Virgil  A.  Toland,  M.D.,  President 
Arizona  Blue  Shield  Medical  Service 

In  presenting  an  objective  analysis  and 
evaluation  of  the  specific  comments  made  by 
participating  physicians  replying  to  the  Stanford 
Research  Instiute  questionnaire  relative  to  the 
operations  of  Blue  Shield  in  Arizona,  it  should 
be  recalled  that  only  35.4  per  cent  of  the  ques- 
tionnaires were  returned  with  comments.  The 
majority  of  these  were  concerned  only  with 
procedural  changes  in  the  Blue  Shield  program. 
Only  20  replies  could  be  classified  as  disapprov- 
ing Blue  Shield  either  in  principal  or  in  action. 

It  is  also  significant  that  only  one  of  the 
adverse  comments  reflected  on  the  management 
or  actual  operations  of  Arizona  Blue  Shield. 
The  others  objected  to  the  principle,  to  the 
doctors  being  in  the  “insurance  business,”  or 
to  being  regemented  or  subsidized.  A collation 
of  all  the  comments  made  by  participating  phy- 
sicians clearly  indicated  that  most  of  those  reply- 
ing were  concerned  primarily  with  four  factors: 

1.  Broadening  the  benefits  of  Blue  Shield. 

2.  Revising  the  present  fee  schedules  in  whole 
or  in  part. 

3.  Altering  or  abolishing  the  service  benefits 
principle;  and 

4.  Simplifying  and  strengthening  administra- 
tive operations  with  greater  emphasis  on  im- 
proved promotion  and  selling  to  meet  commer- 
cial competition. 

A discouraging  number  of  comments,  however 
were  the  result  of  either  obvious  misunderstand- 
ings of  the  operations  of  Blue  Shield,  or  failure 
to  consult  the  participating  physician’s  manual. 
Many  of  the  communications  sent  by  the  plan 
were  either  unread  or  failed  to  make  their  points 
sufficiently  clear  enough  to  be  understood.  To 
improve  this  situation  is  one  of  the  goals  of  the 
newly  activated  professional  relations  program. 

It  is  clear  that  many  physicians  want  Blue 
Shield  to  extend  present  benefits  to  include 
services  not  now  covered,  or  which,  for  prac- 
tical reasons,  are  limited  in  present  contracts. 
These  include  extended  out-patient  care,  diag- 
nostic procedures,  psychiatry,  catastrophic  and 
chronic  illnesses.  As  might  be  expected,  quite 
a number  of  physicians  want  an  increase  in  the 


present  limited  obstetrical  benefits  in  Blue 
Shield  contracts.  Several  others  indicated  a de- 
sire for  extending  present  limited  coverage  for 
in-hospital  medical  and  pediatric  services. 

There  can  be  little  doubt  that  extension  of 
benefits  in  some  or  all  of  these  fields  would  be 
desirable,  but  the  realities  of  the  situation  in 
which  an  already  high  dues  structure  would 
have  to  be  further  raised  for  the  lowest  income 
groups  are  all  too  evident.  On  the  other  hand, 
the  Blue  Shield  board  and  staff  are  well  aware 
of  the  need  for  flexibility  and  very  positive  steps 
have  been  taken  to  extend  coverage.  In-office 
surgery,  in-hospital  medical  coverage,  the  new 
diagnostic  radiology  and  pathology  endorsement, 
and  the  new  Series  “60”  and  “80”  programs,  are 
all  recent  steps  taken  to  provide  broader  cover- 
age without  pricing  Blue  Shield  coverage  be- 
yond the  capacity  of  the  lower  and  middle 
income  subscribers.  Other  proposals  are  now 
under  consideration  which  would  continue  this 
trend. 

Probably  the  most  pointed  criticisms  were 
directed  at  the  purported  inadequacy  of  the 
present  basic  and  preferred  contract  fee  sched- 
ules and  at  the  principle  of  fixed  fee  schedules 
in  general.  Such  criticism  came  from  a sur- 
prisingly small  percentage  of  participating  phy- 
sicians, and  most  of  these  overlooked  the  basic- 
fact  that  such  schedules  were  fashioned  by  the 
medical  profession  in  Arizona  to  take  care  of 
the  very  significant  percentage  of  Arizonans 
who  are  still  in  the  lower  income  groups.  A 
careful  reading  of  these  critical  viewpoints  in- 
dicated that  there  was  a large  emotional  element 
behind  them  with  very  few  practical  suggestions 
that  could  be  implemented  without  serious  harm 
to  the  Arizona  plan. 

With  reference  to  the  fee  schedules,  however, 
the  Blue  Shield  board,  professional  committee, 
and  administrative  staff  have  just  completed  a 
review  of  the  existing  schedules  and,  together 
Math  the  new  Blue  Shield  Series  “60”  and  “80” 
schedules,  distributed  new  schedules  to  all  par- 
ticipating physicians.  Working  almost  weekly 
with  the  professional  committee  and  the  sub- 
committee on  fees,  very  positive  steps  were 
taken  to  alleviate  obvious  inequities  and  omis- 
sions in  the  present  schedules.  Consultations 
Math  representatives  of  the  various  specialties, 
as  well  as  with  physicians  in  general  practice, 
resulted  in  the  suggested  changes  in  the  basic 
and  preferred  schedules  which  were  unanimous- 
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ly  adopted  by  the  professional  committee  and 
approved  by  the  board  of  directors  on  Oct.  20, 
1957.  A careful  check  of  the  benefit  schedules 
of  otlier  plans  indicates  that  the  Series  “60”  and 
“80”  are  probably  the  highest  provided  by  any 
of  the  74  Blue  Shield  plans. 

The  continuing  study  of  the  fee  schedules  by 
the  professional  committee  and  the  plan  staff 
assures  all  participating  physicians  that  rigidity- 
will  not  supplant  the  flexibility,  reasonableness 
and  professional  approach  required  to  solve  this 
endless  problem.  That  this  well-established  and 
almost  routine  program  has  been  generally  suc- 
cessful to  date  is  proved  by  the  statewide  ac- 
ceptance of  both  the  principle  and  the  specific 
fee  schedules  by  the  overwhelming  majority  of 
participating  physicians. 

Only  the  allied  subject  of  service  benefits 
approached  that  of  fee  schedules  as  the  subject 
of  criticism  of  those  physicians  who  were  critical 
of  Blue  Shield.  There  are  those  very,  very  few 
doctors  who  opposed  the  service  benefits  prin- 
ciple entirely.  To  these  no  defense  will  be  satis- 
factory, but  our  professional  relations  program 
may  help  to  place  before  them  the  facts  con- 
cerning this  subject.  President-elect  Dr.  Noel 
Smith  and  the  professional  relations  director 
have  already  undertaken  a series  of  statewide 
meetings  with  physicians,  and  the  service  bene- 
fits feature  of  Blue  Shield  are  highlighted  in 
Dr.  Smith’s  address,  “The  Phililoo  Bird.” 

Secondly,  there  were  those  who  felt  that  there 
was  a broad  or  large-scale  abuse  of  the  income 
level  factors  upon  which  service  benefits  are 
based.  Overlooked  was  the  fact  that  the  Stanford 
Research  Institute  reported  that  while  57  per 
cent  of  the  population  in  Arizona  have  incomes 
entitling  them  to  full  coverage  under  Arizona 
Blue  Sield,  only  $79,000  (out  of  a total  of 
$859,614 ) had  been  paid  participating  physicians 
for  services  rendered  under-income  subscribers 
during  1955.  It  would  appear,  therefore,  that 
the  abuse,  if  any,  was  relatively  small  in  the 
overall  picture  of  Blue  Shield  operations. 

Even  here,  however,  the  plan  offers  a 24-hour 
positive  approach  to  the  problem  for  the  par- 
ticipating physician.  All  he  has  to  do  when  he 
submits  his  services  form  is  to  inform  the  plan 
that  in  his  belief  a specific  subscriber  is  under- 
stating his  income.  A quick,  confidential  and 
detailed  credit  bureau  check  will  be  made  and 
the  result  reported  promptly  to  the  participating 


physician.  Significantly,  however,  very  few  ac- 
tual cases  of  cheating  have  been  found,  although 
scores  of  cases  have  been  checked. 

Thirdly,  there  were  those  physicians  who 
thought  that  the  service  benefits  principle  should 
be  tempered  by  developing  broad  co-insurance, 
deductible  or  indemnity  provisions  for  all  con- 
tracts. Individual  as  well  as  collective  analysis 
of  these  suggestions  indicated  nothing  new  in 
these  proposals.  Recent  surveys  (national  as 
well  as  local)  have  shown  that  such  programs 
are  actively  resisted  by  the  subscribed,  by  labor 
— organized  and  unorganized  — and  even  by 
important  segments  of  top  management  in 
industry.  So  pronounced  has  this  resistance  be- 
come that  some  of  the  largest  and  most  con- 
servative commercial  insurance  companies  are 
reducing  or  eliminating  co-insurance  or  deduct- 
ible provisions  from  new  and  old  contracts  alike. 
One  leading  company  has  now  cut  its  major 
medical  co-insurance  provision  from  a 75-25 
to  a 95-5  percentage.  The  indemnity  concept  in 
Blue  Shield  has  also  suffered  during  the  past 
24  months  with  the  introduction  or  extension 
of  service  benefit  contracts  in  many  plans. 

Again,  however,  Arizona  Blue  Shield  has 
taken  action  to  meet  the  positive  suggestions 
made  by  participating  physicians  that  more 
Arizonans  should  be  protected  by  the  service 
benefits  feature  while  at  the  same  time  increas- 
ing the  fees  of  the  physicians  providing  such 
services.  The  new  Series  “60”  and  “80”  endorse- 
ments protect  subscribers  with  family  incomes 
up  to  $8,000  a year  while  providing  a fee  sched- 
ule ( based  on  the  California  relative  value  sched- 
ule) which  many  physicians  have  characterized 
as  “more  than  liberal.” 

Lastly,  the  administration  and  staff  of  Blue 
Shield  are  directing  a stepped-up  program  of 
promotion  and  sales  designed  to  expand  cover- 
age throughout  the  state.  This  program  is 
double-edged;  planned  to  attract  both  non-group 
subscribers  while  increasing  and  up-grading 
group  coverage.  Despite  the  strongest  and  most 
persistent  competition  from  an  ever-increasing 
number  of  commercial  underwriters.  Blue  Cross 
enrollment  in  1957  was  the  highest  in  its  history, 
and  the  increase  over  1956  the  best  in  rec(  i ■ 
years. 

It  is  our  conclusion,  therefore,  after  ;i  dri.i-,.  .1 
study  of  the  adverse  criticisms,  as  well  as  >4  tin 
constructive  suggestions  made  by  the  ,Kuficipat- 
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ing  physicians  who  replied  to  the  Stanford  Re- 
search Institute  questionnaire,  that  positive  steps 
have  been  taken  to  keep  the  plan  representative, 
fair  and  versatile.  That  the  program  and  projeets 
now  in  various  stages  of  planning  and  imple- 
mentation not  only  will  meet  many  of  the  criti- 


cisms, but  carry  into  effect  most  of  the  thought- 
ful, constructive  suggestions  which  were  found 
practical  and  within  the  principles  established 
for  Arizona  Blue  Shield  by  the  board  of  directors 
and  the  house  of  delegates  of  the  Arizona  Medi- 
cal Association. 
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CIVICS 

By  Norman  A.  Ross,  M.D. 


MY  NEW  YEAR'S  RESOLUTION 

What  a season  of  family  and  social  activity, 
fraternal  and  religious  expression  Christmas  1957 
was!  Aside  from  my  annual  pilgrimage  to  the 
unmentionable  section  of  a department  store, 
this  physician  went  shopping  in  a super  market. 
How  complete  and  completely  festive  it  was! 
It  literally  bulged  with  people,  carts,  and  bas- 
kets, and  stacks  and  stacks  of  delicacies. 

This  home-owned  unit  lacked  neither  Christ- 
mas carols,  decorations,  or  smiling,  though 
rushed  and  obviously  tired,  clerks. 

The  tangerines  were  sacked  fo  rsale.  I noted 
the  price,  picked  up  a bag  and  fell  in  line. 
Acknowledging  my  Merry  Christmas,  I pocketed 
my  change  and  accepted  as  an  added  token  of 
good  will,  premium  stamps. 

My  tangerines  had  been  sacked  for  sale.  The 
sign  above  them  read  29  cents.  “A  pound”  was 
on  that  sign.  I hadn’t  seen  it.  There  were  over 
three  pounds  of  tangerines  in  that  bag.  Ninety- 
seven  cents  was  the  sale  the  cashier  rang  up. 
Creeen  stems,  fresh  leaves  were  on  each  of  the 
large  sparkling  luscious  fruit  — on  the  top 
layer.  The  fruit  under  this  layer  were  wrinkled, 
dry  and  spoiled. 

A novice,  my  shopping  expert  wife  called  me 
as  she  turned  the  fruit  out  of  the  bag. 

Remember  senior  orientation  lectures  of  medi- 
cal school?  I did  then.  These  lectures  were  to 
instill  the  professional  attitude  in  we  aspiring 
doctors.  I remembered  a story  told  by  a part- 
time  medical  educator  and  a full  time  medical 
leader: 

“This  is  the  story  of  the  Peruvian  match  box,” 
he  said.  “I  have  here  a masterpiece  — a box  of 
paper  or  wood,  what  matter,  with  an  inscription 
that  to  me  exemplifies  the  professional  attitude, 
the  attributes  of  our  profession.  I read: 

‘Matches’  — This,  gentlemen,  is  a statement 
of  fact. 

‘Forty  or  more’  — Here  is  a full  measure. 

‘Hand  made’  — A guaranteed  personal  service, 
with  attention  to  mass  and  detail.” 


He  continued,  “This  isn’t  present  business 
practice.  Their ’s  isn’t  the  professional  attitude, 
but  such  in  no  wise  exempts  the  professional 
man.” 

My  New  Year’s  resolution:  I wouldn’t  get  so 
mad  at  medical  shoppers  in  the  future.  That 
shopper  might  have  met  an  ex-grocery  clerk 
who  had  graduated  to  the  professions. 

# # * 

EDUCATION 

That  new  college  extension  experiment  in 
Yuma  can  be  the  beginning  of  a new  and  better 
day  in  the  higher  education  of  the  dedicated 
youth  of  Arizona.  It  can  affect  budget  and  taxes, 
too. 

This  action  of  the  Board  of  Regents  for  the 
University  of  Arizona  and  the  State  Colleges 
recognizes  the  high  degree  of  speciahzation  that 
characterizes  the  modern  American  university 
and  college. 

It  provides  for  state  level  responsibility  for 
higher  education.  It  provides  for  program,  for 
curriculum,  for  faculty,  the  choice  of,  and  under 
the  direction  of,  administrators  of  our  institu- 
tions of  highest  academic  accreditation. 

This  action  recognizes  family,  community,  and 
state  economics.  It  should  mean  real  economies. 

Economies  affecting  the  family  budget;  travel 
and  maintenance  of  one  or  more  college  stu- 
dents away  from  home  isn’t  a small  item. 

Community  economy;  the  local  butcher,  the 
baker,  the  clothier,  the  local  garageman  enjoy 
serving  the  home-town  high  school  graduate. 

Economies  at  our  state  colleges  and  univers- 
ity: that  50  per  cent  student  drop-out  rate  in 
the  freshman  year  in  college,  if  experienced  by 
the  home-town  extension  college,  can  prevent 
some  huge  dormitory  building  races. 

The  major  economy  of  this  college  extension 
program  will  be  the  saving  of  student  time.  Thi.s 
program  provides  university  and  colk'gc  direc- 
tion throughout  the  college  years.  It  guarantee's 
credit  acceptance. 
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SOCIAL  SECURITY 

What  is  your  social  security  number?  How 
many  social  security  credits  have  you,  doctor? 

Hasn’t  material  in  your  mail  recently,  (mine 
was  addressed  to  my  home)  set  you  to  wonder- 
ing? Have  you  asked  some  one  to  answer  these 
questions  — yet?  An  employe,  maybe?  You  have 
them  covered,  you  know. 

Who  has  social  security  coverage?  Our  em- 
ployes of  course.  Hospital  employes,  lawyers, 
dentists,  farmers,  retired  and  some  disabled 
Americans,  skilled  and  unskilled  laborers  — all 
of  these  and  more  participate. 

It  looks  like  physicians,  some  government  em- 
ployes otherwise  provided  for,  and  life-long  in- 
digents constitute  the  bulk  of  those  who  are 
not  covered. 

The  anti-participation  literature  mentioned 
our  grandchildren  and  a debt  our  participation 
in  this  program  would  place  on  them.  We’ve 
some  — about  par  for  physicians  — five.  We 
find  that  we  cannot  guarantee  the  political  or 
social  thinking  of  our  children. 

Will  our  grandchildren  judge  our  attitude  one 
of  professional  vanity  rather  than  one  of  ad- 
herence to  political  principle? 

Young  physicians  — you  will  pay  the  most  — 
you  should  determine  our  course.  As  I see  it, 
we  older  men  this  once  could  refrain  from 
voting. 


PUBLIC  AND  GOVERNMENT  ARE 
TAKING  SURVEYS  SERIOUSLY 

From  the  New  York  Times,  Nov.  18,  1957 
Physicians  Argue  Hospital  Project 

The  Kings  County  Medical  Society  last  night 
considered  a resolution  to  disapprove  the  treat- 
ment of  private  patients  in  a new  hospital  to  be 
built  at  the  State  University’s  downstate  Medical 
Center  in  Brooklyn. 

The  resolution  denied  the  legal  right  of  the 
state  to  build  a hospital  in  which  private  pa- 
tients would  be  treated  and  stated,  as  well, 
that  “there  is  no  scarcity  of  beds  in  municipal 
and  voluntary  hospitals  available  to  the  medical 
college  for  teaching  purposes.” 

Dr.  Robert  A.  Moore,  president  of  the  new 
medical  center,  said  last  night  that  he  disap- 
proved of  the  society’s  contemplated  action. 

“As  to  the  challenged  ‘legal  right’  of  the  state 
to  build  a hospital  with  some  beds  for  private 
patients,”  Dr.  Moore  said  he  could  not  under- 
stand this  point  in  view  of  the  fact  that  “nearly 
all  hospitals  now  were  built  with  federal  funds 
under  the  Hill-Burton  Act.” 

“As  to  a shortage  of  beds,”  Dr.  Moore  said 
that  the  Greater  New  York  Hospital  Council 
recently  said  that  “some  400  new  beds  were 
needed  in  the  Flatbush  section  of  Brooklyn.” 
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PHARMACEUTICAL  AWARD  TO 
DR.  SOLLMANN 

A SCIENTIST  who  has  deliberately  shunned 
the  limelight  during  a 60-year  career  devoted  to 
teaching  and  basic  laboratory  research  was 
honored  by  the  nation’s  manufacturers  of  medi- 
cines. 

Dr.  Torald  Sollmann,  83,  Dean  Emeritus  of 
Western  Reserve  University’s  School  of  Medi- 
cine in  Cleveland,  Ohio,  received  the  annual 
award  of  the  American  Pharmaceutical  Manu- 
facturers’ Association  (APMA). 

Honored  as  the  “dean  of  American  pharma- 
cology,” Dr.  Sollmann  came  to  national  promi- 
nence in  1917  when  he  published  the  first  text- 
book on  pharmacology  in  the  English  language. 
The  book  in  revised  form  is  still  a standard  text 
for  medical  students. 

Francis  Brown,  president  of  the  organization, 
declared:  “The  award  committee,  in  selecting 
Dr.  Sollmann  for  this  year’s  award,  is  recogniz- 
ing a man  whose  lifetime  has  been  devoted  to 
filling  a very  serious  need  of  the  nation:  the 
training  of  an  ever-growing  number  of  men  and 
women  in  the  sciences. 

“He  has,  through  his  writings,  provided  scien- 
tific groundwork  from  which  an  untold  number 
of  major  discoveries  have  sprung.  His  students 
have  become  outstanding  figures  in  industry  and 
education.” 

Mr.  Brown  cited  Dr.  Sollmann’s  work  on  the 
council  on  pharmacy  and  chemistry  of  the 
American  Medical  Association.  He  is  a charter 
and  still  active  member  of  the  council,  and  has 
served  as  chairman  for  more  than  20  years. 

Dr.  Sollmann  has  also  contributed  “unselfishly 
of  his  wisdom  to  the  nation’s  military  services, 
the  department  of  agriculture,  and  other  federal, 
state  and  local  government  agencies,”  said  Mr. 
Brown,  who  is  also  president  of  the  Sobering 
Corporation. 

Dr.  Sollmann  was  born  in  Coburg,  Germany, 
in  1875.  He  became  a naturalized  U.  S.  citizen 
in  1896  and  received  his  M.D.  degree  from 
Western  Reserve  University  the  same  year.  Other 
degrees  include  an  L.L.D.  from  Western  Reserve 
University,  and  an  Hon.  D.Sc.  from  Ohio  State 
University. 

He  has  also  served  as  a consultant  to  the  U.  S. 
Public  Health  Service  since  1935;  a member  of 
the  executive  revision  committee,  U.  S.  Pharma- 


copoeia from  1910  to  1930;  consultant,  U.  S. 
Army,  U.  S.  Navy  and  U.  S.  Department  of  Agri- 
culture, 1902,  1917.  He  is  a Fellow,  American 
Medical  Association,  and  member  of  many  pro- 
fessional organizations. 


AMERICAN  COLLEGE  OF 
PHYSICIANS 

The  AMERICAN  College  of  Physicians  named 
the  following  physicians  as  associates  of  the 
college  at  the  Nov.  9-10,  1957,  meeting  of  the 
board  of  regents  at  the  college  headquarters  in 
Philadelphia,  Pa. : 

Dr.  Sharrel  Kent  Conner 
Dr.  David  Ray  Long 


AMERICAN  COLLEGE  OF  CHEST 
PHYSICIANS  RESIDENT  LOAN  FUND 

Purpose  of  Fund: 

To  stimulate  interest  in  postgraduate  study  of 
chest  diseases,  and  to  assist  worthy  postgraduate 
students  in  continuation  of  study  in  diseases  of 
the  chest  (including  diseases  of  the  heart  and 
lungs). 

Rides  and  Regulations: 

Eligibility:  Any  physician  who  has  completed 
an  internship  of  one  year  or  more  in  an  accept- 
able hospital  may  apply  for  a loan  in  order  to 
continue  study  in  the  specialty  of  chest  diseases. 
Such  application  shall  be  made  on  a form  fur- 
nished by  the  American  College  of  Chest  Phy- 
sicians. 

Amount  of  loan:  The  total  amount  of  loan 
to  any  one  student  in  any  one  year  shall  not 
exceed  $1,000.  Except  under  special  circum- 
stances, the  loan  shall  be  made  on  a monthly 
basis  of  $80  per  month  for  11  months  and  $120 
on  the  12th  month.  Not  more  than  $3,000  shall 
be  loaned  to  any  one  student. 

Repayment  of  loan:  For  a period  of  not  more 
than  three  years  after  the  date  of  the  first  loan 
advance,  neither  principal  nor  interest  need  be 
repaid  on  the  loan  provided  the  student  shall 
continue  his  studies  in  postgraduate  education 
in  diseases  of  the  chest.  Should  the  student,  prior 
to  this  three-year  period,  engage  in  practice  or 
discontinue  his  studies  in  diseases  of  the  chest, 
he  shall  become  obligated  to  make  monthly  pay  - 
ment on  the  loan  of  interest  at  the  rate  of  3 p r 
cent  per  annum,  together  with  payim'ut  of  prin- 
cipal in  monthly  installments  in  an  auiount  of 
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not  less  than  10  per  cent  of  the  total  loan  during 
the  first  year,  and  20  per  cent  during  the  second 
year  and  each  year  thereafter,  provided,  how- 
ever, that  the  resident  loan  fund  committee  shall 
be  authorized  to  modify  this  schedule  both  as 
to  principal  and  interest  when  circumstances 
warrant.  All  monies  repaid  both  as  to  interest 
and  principal  shall  be  returned  to  the  resident 
loan  fund. 

Security:  Each  loan  shall  be  secured  by  a 
note  bearing  simple  interest  at  the  rate  of  3 
per  cent  per  annum.  There  shall  be  provision 
in  the  note  for  repayment  as  previously  speci- 
fied. Additional  security  in  the  form  of  assign- 
ment of  life  insurance  shall  be  obtained  where 
possible  and  premiums  for  this  may  be  paid  by 
the  resident  loan  fund.  Premiums  shall  be  added 
to  the  loan  and  constitute  an  obligation  of  the 
borrower,  drawing  interest  at  3 per  cent  and 
considered  as  part  of  the  loan. 

Jurisdiction  over  loans:  The  resident  loan  fund 
committee  shall  have  absolute  authority  and  full 
responsibility  in  selection  of  recipients  of  all 
loans,  and  shall  have  the  responsibility  of  collect- 
ing repayments  of  loans  and  interest.  All  monies 
however,  shall  be  held  in  the  treasury  of  the 
college  and  such  monies  as  are  not  required  for 
loans  shall  be  invested  by  the  college.  Any  in- 
terest from  such  investments  shall  be  added  to 


the  resident  loan  fund. 

Perpetuation  of  the  loan  fund:  In  order  to 
serve  the  purpose  of  maximum  usefulness,  the 
fund  should  be  increased  annually.  It  is  recom- 
mended that  the  resident  loan  fund  committee 
be  authorized  by  the  board  of  regents  to  solicit 
donations  from  the  fellows  and  members  of  the 
college  for  the  fund;  also  from  local,  state  and 
national  tuberculosis  and  health  associations, 
cancer  societies  and  private  lay  persons  and 
corporations,  and  from  any  other  source.  Such 
gifts  should  be  made  to  the  college  and  ear- 
marked for  the  resident  loan  fund  so  that  they 
may  be  tax  exempt  and  deductible  from  federal 
income  tax. 

It  is  also  recommended  that  the  college  con- 
tribute to  the  fund  each  year  until  the  fund  is 
well  established  and  adequate  to  meet  the  needs 
and  demands  of  all  eligible  applicants. 

Publicity:  The  resident  loan  fund  committee 
shall  be  authorized  to  publicize  the  availability 
of  loans  through  the  college  journal  and  by 
personal  communications  with  hospitals  and 
medical  schools,  and  other  interested  persons 
and  organizations.  Any  costs  for  such  publicity 
shall  be  defrayed  by  the  resident  loan  fund. 

M.  Jay  Flipse,  Miami,  Fla.,  Chairman 
David  A.  Cooper,  Philadelphia,  Pa. 
Theodore  H.  Noehren,  Buffalo,  N.  Y. 


HOW  U.S.  SCHOLARSHIP  PROGRAM 
WOULD  AFFECT  MEDICAL 
STUDENTS 

P RE-MEDICAL  students  would  be  eligible 
for  scholarships  under  the  administration’s  new 
program,  but  with  a four-year  time  limit  on  the 
benefits,  the  students  would  have  to  finance 
most  of  their  medical  school  education  in  some 
other  way.  This  is  the  way  one  source  in  the 
department  of  health,  education,  and  welfare 
said  the  program  would  affect  medical  educa- 
tion: 

1.  Each  year  for  the  next  four  years  the  U.  S. 
would  provide  10,000  scholarships  for  bright 
students,  the  amount  depending  on  the  student’s 
needs.  Preference  would  go  to  those  with  good 


preparation  in  mathematics  and  science. 

2.  Students  themselves  would  decide  what 
college  course  to  pursue;  it  could  be  pre-med, 
or  any  other. 

3.  While  scholarships  generally  would  not  be 
offered  to  students  in  medical  school,  on  gradu- 
ation they  would  be  eligible  for  fellowships; 
these  could  be  of  material  help  in  increasing 
the  number  of  medieal  school  teachers. 

The  administration  also  contemplates  expand- 
ing several  National  Science  Foundation  grants 
and  fellowships  programs,  including  one  open 
to  medical  school  graduates;  this  is  pointed 
toward  medical  research  or  careers  on  medical 
faculties.  NSF’s  greatest  expansion,  however, 
probably  will  be  in  summer  institutes  for  high 
school  mathematics  and  science  teachers. 
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COMMUNITY  M.D.  AID  PROGRAM 

The  Sears-Roebuck  Foundation 

Ever  since  the  physieian  loan  program  had 
to  be  dropped,  the  foundation  has  been  working 
on  another  project  in  the  field  of  medical  dis- 
tribution. 

The  eurrent  program  is  aimed  at  helping  com- 
munities who  have  no  doetor  obtain  the  services 
of  a doctor.  Under  this  program  we  reeognize 
that  small  eommunities  are  eompeting  with  the 
city  for  the  serviees  of  a physician.  To  compete 
sueeessfully,  the  small  eommunity  must  have 
something  to  offer.  Thus  the  new  program  will 
stress  the  building  or  remodeling  of  a medieal 
eenter  that  is  either  better  or  equal  to  those 
available  in  the  eity. 

We  have  arranged  with  an  architeet  to  pro- 
vide plans  for  an  economieal  and  functional 
medical  center  which  is  adaptable  to  local  build- 
ing materials.  This  building  ineorporates  every 
modern  feature  necessary  for  quality  medicine. 
It  is  furthermore  designed  to  simplify  the  aetual 
work  load  of  the  help  by  an  efficient  offiee  ar- 
rangement. 

The  medieal  eenter  is  designed  to  provide 
out-patient  service  where  needed  and  can  be 
easily  expanded  from  a one  to  a two-doetor  unit. 
The  eost  of  this  building  fully  equipped  except 
for  examining  tables,  x-ray,  and  waiting  room 


chairs  ranges  from  $12,000  to  $25,000.  We  are 
also  prepared  to  provide  arehitectural  adviee 
on  remodeling  if  the  building  is  attraetive  and 
suitable  for  such. 

The  foundation  is  prepared  to  provide  any 
community  so  chosen  to  partieipate  in  this  pro- 
gram the  following: 

1.  Assist  in  conducting  an  economic  survey 
of  the  community  to  see  if  area  can  financially 
support  a doctor. 

2.  Consultation  and  advice  on  fund  raising 
and  organizing  the  community. 

3.  Complete  blueprints  and  building  specifi- 
cations on  the  medical  center  or  adviee  on  re- 
modeling, depending  on  which  is  most  feasable. 

4.  Our  services  along  with  the  AMA  and  our 
medical  advisory  board  to  aid  in  obtaining  the 
doctor. 

Communities  chosen,  to  partieipate  must  be 
approved  by  the  state  soeiety  and  be  able  to 
raise  its  own  funds.  Any  community  willing  to 
do  so,  regardless  of  its  proximity  to  areas  or 
medical  need,  would  qualify  under  this  pro- 
gram. 

If  you  should  have  any  such  communities  that 
might  be  interested,  or  if  you  would  like  more 
information,  please  let  us  know. 

NORMAN  H.  DAVIS, 
Director,  Medical  Program, 
The  Sears  Roebuck  Foundation 


45  MEDICAL  SCHOOLS  TEACH 
DISASTER  MEDICINE 

E ORTY-FIVE  American  medical  schools  are 
now  partieipating  in  a special  program  dealing 
with  the  problems  of  military  and  disaster  medi- 
cine. 

The  program.  Medical  Education  for  Na- 
tional Defense  (MEND),  was  started  in  1952 
with  five  pilot  schools.  It  has  steadily  expanded 
and  now  includes  more  than  14,000  medieal 
students  in  45  schools.  The  program  has  had 
a far  more  enthusiastie  reception  in  the  medical 
schools  than  was  expected. 

It  is  serving  a very  real  need;  that  of  pre- 
paring medical  students  for  military  serviee  and 
for  meeting  the  medical  needs  in  a disaster. 
However,  it  may  face  elimination  within  the 
next  year  beeause  of  the  economy  wave  now 


being  carried  out  in  military  establishments. 

The  cost  of  the  program  has  been  most  reason- 
able, averaging  $10,000  per  school  per  year,  or 
about  $30  per  student.  Last  year,  the  total  cost, 
including  the  operation  of  a eo-ordinator’s  offiee 
in  Washington,  was  $325,000  for  35  schools. 

It  is  difficult  to  see  how  a more  economical 
program  could  be  devised  to  meet  what  is  surely 
a real  need.  It  may  be  very  difficidt  to  do  a 
similar  job  at  a later  date,  and  in  the  event  of 
sudden  attaek,  the  lives  of  many  people  ma>^ 
depend  upon  the  degree  of  preparation  of  phy- 
sieians  in  this  special  field  of  defense  mediciiu- 

The  program  is  carried  out  in  medical  scIuh:].-. 
under  the  supervision  of  the  individual  schooi 
in  whatever  manner  the  faculty  sc('s  fit.  .\miuai- 
]y,  MEND  sponsors  a scries  of  symposi:Mus  at 
federal  medical  installations.  It  alsn  fccducts  a 
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tour  for  deans  and  co-ordinators  of  MEND- 
affiliated  schools,  designed  to  introduce  them  to 
current  problems  and  trends  in  the  federal  serv- 
ices. 

Activities  in  the  medical  schools  include  spe- 


cial lectures,  conferences,  and  demonstrations 
in  surgery  of  trauma,  war  wounds,  radiobiology, 
defense  measures  of  chemical  and  biological 
warfare,  aviation  medicine,  and  various  other 
medical  civil  defense  problems. 


TOP  CIVIL  DEFENSE  MEDICAL 
ADVISER  PROVIDED 

A NEW  post  of  assistant  administrator,  health 
and  medical  affairs,  has  been  created  in  the 
Federal  Civil  Defense  Administration.  Patterned 
after  a similar  office  in  the  defense  department, 
the  post  was  urged  by  the  American  Medical 
Association,  American  Hospital  Association  and 


the  Association  of  State  and  Territorial  Health 
Officers.  These  groups  suggested  the  move  after 
a FCDA  reorganization  which  had  left  medical 
personnel  in  the  agency  without  clear  authority 
or  channels  of  communication.  FCDA  Adminis- 
trator Leo  Hoegh  explained  that  the  assistant 
administrator  will  serve  as  his  staff  advisor  on 
health  and  medicine  in  civil  defense. 


TAKE  A LOOK  AT 
NEW  DIMETANE 
THE  UNEXCELLED 
ANTIHISTAMINE 
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LONG-RANGE  MEDICAL  CARE  PLAN 

NEW  concept  of  total  medical  care  has  been 
developed  by  the  FCDA  for  use  in  the  wake  of 
an  all-out  thermonuclear  attack  on  this  nation. 

It  allows  for  long-time  medical  treatment  for 
millions  of  casualties  in  addition  to  providing 
medical  care  for  the  normal  number  of  sick 
among  the  survivors  of  any  enemy  attack.  Such 
care  would  be  provided  for  a period  as  long  as 
one  year,  as  contrasted  to  previous  planning 
which  called  for  a period  of  only  about  three 
weeks. 

The  new  program  was  developed  by  a 10- 
member  medical  task  force  committee  which 
drew  up  a system  of  emergency  medical  care, 
as  follows: 

1.  Emergency  Treatment  Stations:  These 

would  be  concerned  with  first  aid  and  emer- 
gency surgery  limited  to  arresting  major  hemor- 


rhages, dressing  wounds,  splinting  fractures  and 
performing  similar  life-saving  techniques. 
Casualties  awaiting  transportation  to  the  rear 
would  be  kept  here  on  a short-term  “holding” 
basis.  When  possible,  equipment  and  personnel 
from  these  units  would  also  be  sent  forward  to 
collect  casualties  and  render  field  first  aid. 

2.  Civil  Defense  Emergency  Hospitals:  Com- 
plete with  x-ray  and  operating  room  equipment, 
portable  generators,  200  cots  and  medical  sup- 
plies, emergency  hospitals  are  stored  in  stra- 
tegically-located sites  around  the  nation.  In  an 
emergency,  the  hospitals  would  be  set  up  in 
outlying  schools,  churches,  and  other  buildings 
to  provide  working  facilities  for  doctors  and 
nurses  successfully  evacuated  from  the  1,900 
general  hospitals  in  the  nation  s critical  target 
areas  in  conjunction  with  professional  personnel 
and  facilities  in  the  support  areas.  (Editor’s 
Note:  — Four  such  hospitals  are  now  available 
in  Arizona. ) 


® UNEXCELLED 
POTENCY,  UNSURPASSED  THERAPEUTIC 
INDEX  AND  RELATIVE  SAFETY  MINIMUM 


it 


DROWSINESS  AND  OTHER  SIDE  EFFF/" 


A.  H.  ROBINS  CO.,  INC,  RICHMOND 


GINIA.  ETHICAL  PHARMACEU- 
TICALS OF  MERIT  SINCE  1878 
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PROBABILITY  OF  FALLOUT 
DEBRIS  DEPOSITION 

The  FCDA  has  published  a technical  bulletin 
containing  43  charts  that  show  the  percentage 
probability  of  fallout  during  the  first  12  hours 
following  the  detonation  of  a nuclear  weapon 
at  various  distances  and  directions  from  the 
point  of  detonation.  They  are  based  on  a U.  S. 
Weather  Bureau  survey  of  wind  soundings  at 
41  weather  stations  in  the  United  States  over 
a five-year  period. 

The  bulletin  (TB-11-31)  is  entitled  “Proba- 
bility of  Fallout  Debris  Deposition.”  The  charts 
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used  in  the  bulletin  were  developed  as  an  aid 
to  civil  defense  planning. 

Other  FCDA  publications,  which  can  be  ob- 
tained from  local  civil  defense  organizations  or 
purchased  from  the  U.  S.  Government  Printing 
Office,  Washington  25,  D.  C.,  include:  “Fallout 
and  the  Winds”  (TB-11-21),  “Introduction  to 
Radioactive  Fallout”  (IG-19-1),  “Protection 
Against  Fallout  Radiation”  (TB-11-19),  “Radia- 
tion Physics  and  Bomb  Phenomenology”  (TB- 
11-22),  “Radioactive  Fallout  Problem”  (TB-19- 
1 ) , “Residual  Radiation  in  Relation  to  Civil 
Defense”  (AB-179),  “Shelter  from  Radioactive 
Fallout”  (TB-5-2),  and  “What  You  Should  Know 
About  Radioactive  Fallout  (PA-B-7). 
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'THE  MOSCOW  MISSILE" 

W E SHOULD  not  try  to  blind  ourselves  to 
the  real  magnitude  of  the  achievement.  We  must 
assume  that  the  Russians  have  solved  success- 
fully the  three  key  problems:  creation  of  power- 
ful rocket  motors  capable  of  sending  a rocket 
many  thousands  of  miles,  fabrication  of  a war- 
head which  will  not  disintegrate  from  heat  be- 
fore reaching  the  earth,  and  development  of  a 
navigation  system  permitting  the  rocket  to  be 
aimed  so  that  it  will  reach  a specific  area  of 
meaningful  size. 

“But  if  we  take  the  Soviet  announcement  at 
face  value  and  recognize  the  major  technical 
and  production  feat  it  represents,  what  has  and 
has  not  changed  in  the  world  situation,  and 


what  are  the  implications  for  us? 

“One  fact  has  clearly  not  changed.  Any  fu- 
ture major  war  with  use  of  modern  weapons 
would  still  wipe  out  civilization.  . . . The  com- 
forting illusion  many  have  tended  to  believe, 
to  the  effect  that  we  must  always  — by  some 
law  of  God  or  the  like  — be  the  most  technically 
advanced  country  in  every  field  is  now  de- 
stroyed. . . . But  beyond  that  it  is  clear  that  a 
re-examination  of  our  military  policy  is  required. 

“Yet  above  all  these  stands  the  central  fact: 
man’s  new  ability  to  destroy  himself  and  all  life 
on  this  planet.  The  fundamental  problem  re- 
mains that  of  reaching  understanding  and  har- 
mony among  all  nations  and  all  peoples.  We 
dare  not  lose  sight  of  that  key  imperative.” 
(Editorial,  New  York  Times.) 


DERMATOLOGIC  FORMULARY 

by  Frances  Pascher,  M.D.  2nd  ed.  172  pages.  (1957)  Hoeber- 
Harper.  $4. 

Here  are  selected  and  tested  dermatologic  pre- 
scriptions from  the  New  York  University  Hospi- 
tal. Presented  are  the  uses,  indications  and  con- 
traindications for  all  the  new  therapies  in  a con- 
cise and  accessible  form. 

Stacey’s  Medical  Books,  San  Francisco,  California. 
SCHIZOPHRENIA:  Somatic  Aspects 

by  Derek  Richter.  181  pages.  Illustrated.  (1957)  Macmillan.  $7. 

This  report,  a symposium  held  in  London  un- 
der the  Mental  Health  Research  Fund,  is  a sum- 
mary of  currently  active  work  on  somatic  as- 
pects of  schizophrenics.  Biochemical,  endocrine, 
metabolic,  pathologic,  electro-encephalic,  and 
drug  approaches  are  weighed.  This  report  will 
bring  you  up  to  date. 

Stacey’s  Medical  Books,  San  Francisco,  California. 


SURGICAL  TECHNIQUE 

by  A.  V.  Partipilo,  M.D.  6th  ed.  966  pages.  Illustrated.  (1957) 
Lea  & Febiger.  $20. 

The  author  uses  a physiological  and  anatomi- 
cal approach  to  the  common  surgical  problems 
of  the  head  and  neck,  chest  and  abdomen  (in- 
cluding heart  and  great  vessels),  breast,  hernia, 
hydrocele,  and  peripheral  vascular  problems. 
Pertinent  points  of  pathology  are  considered. 
Thirty-eight  new  chapters  have  been  added  to 
this  edition,  covering  cardiovascular  surgery, 
anethesiology,  the  use  radioactive  substances  in 
surgery  and  many  other  topics.  The  text  does 
not  deal  with  genitourinary,  gynecological  or 
neurosurgical  problems.  Each  chapter  is  followed 
by  a questionnaire  on  its  subject  matter.  Bibli- 
ographies and  the  index  are  complete. 

Stacey’s  Medical  Books,  San  Francisco,  California. 
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FOGARTY  SEES  ACTION  ON  SOME 
FORM  OF  FORAND  BILL  NEXT  YEAR 

EP.  JOHN  Fogarty  (D— R.I.),  chairman  of 
the  house  subcommittee  that  handles  appropria- 
tions for  nearly  all  U.  S.  health  programs,  pre- 
dicts that  congress  will  vote  a program  of  federal 
assistance  to  the  aged  for  their  hospital  needs 
in  1958.  The  major  bill  on  this  subject  is  spon- 
sored by  a fellow  Rhode  Island  Democrat,  Rep. 
Aime  Forand.  It  would  amend  the  social  secur- 
ity system  to  permit  the  aged  social  security 
beneficiaries  and  their  dependents  and  sur- 
vivors to  get  free  hospitalization  and  surgical 
services.  The  bill  has  the  official  support  of  the 
13  million  member  AFL-CIO. 

Speaking  to  a meeting  of  the  Washington 
chapter  of  the  National  Association  of  Social 
Workers,  Mr.  Fogarty  cited  several  reasons  for 
his  belief  that  congress  would  enact  some  legis- 
lation on  hospitalization  for  the  aged : ( 1 ) grow- 
ing unemployment,  which  he  feels  may  reach 
6 million  by  next  March,  will  put  pressure  on 
legislators  to  do  something,  and  (2)  it  is  an 
election  year.  The  Forand  Bill  can  be  amended, 
he  said,  and  the  final  measure  may  not  resemble 
it  as  now  written. 

The  Rhode  Island  congressman  also  favors 
increasing  monthly  soeial  security  benefits,  re- 
ducing the  retirement  age  for  both  men  and 
women  to  60  and  making  soeial  security  pay- 
ments available  to  the  disabled  regardless  of 
age. 

The  AFL-CIO  at  its  annual  eonvention  urged 
liberalization  of  social  security,  indorsed  the 
Forand  Bill  and  proposed  a 10-year  extension 
of  the  Hill-Burton  hospital  construction  pro- 
gram. 


AHA  OPPOSES  FORAND  BILL  BUT 
SEES  EVENTUAL  FEDERAL  ACTION 

T HE  AMERICAN  Hospital  Association’s  board 
of  trustees  is  opposing  the  Forand  Bill  for  free 
hospitalization  of  the  aged,  but  it  concedes  that 
federal  legislation  of  some  sort  will  be  necessary 
“to  solve  the  problem  satisfactorily.”  In  their 
policy  statement,  the  trustees  raise  the  prospect 
of  an  alternative  approach:  a revival  of  the 
Flanders-Ives  proposal  for  federal  and  state 
matching  funds  to  underwrite  some  of  the  cost 
of  premiums  for  voluntary  health  insurance  for 
the  aged  and  other  groups.  This  would  not  be 
under  social  security. 

While  admitting  that  using  the  social  security 
mechanism  to  provide  hospitalization  has  certain 
inherent  dangers,  the  AHA  board  says  that  if 
other  voluntary  means  are  not  found,  the  use 
of  social  security  “may  be  necessary  ultimately.” 

AHA  objections  to  the  bill  sponsored  by  Rep. 
Forand  (D— R.I.)  were  based  on  the  following: 
( 1 ) Inadequate  safeguards  against  governmental 
interference  with  the  actual  operation  of  hos- 
pitals, (2)  Eligibility  of  aged  beneficiaries  is 
based  on  attainment  of  prescribed  ages  without 
regard  to  employment,  thus  inviting  “a  progres- 
sive reduction  in  those  age  levels  with  the  ulti- 
mate possibility  of  a total  program  of  govern- 
ment-financed hospital  care,”  and  (3)  The  bill 
makes  possible  the  provision  of  care  for  other 
than  health  reasons. 


THE  DERMATOLOGIST’S  HANDBOOK 

by  Ashton  L.  Welsh,  M.D.  427  pages.  (1957)  Thomas.  $15. 

From  the  preface— “Purpose:  To  organize  into 
a rational  systematie  classification,  for  purposes 
of  instruction  and  ready  reference,  that  large 
number  of  topical  and  internal  therapeutic  agents 
concerning  which  a dermatologist  must  have 
knowledge.”  The  author  is  an  assistant  professor 
of  dermatology  and  syphilology.  University  of 
Cincinnati. 

Stacey’s  Medical  Books,  San  Francisco,  California. 


PRACTICAL  USE  OF  OFFICE  LABORATORY  AND  X-RAY 

by  Paul  Williamson,  M.D.  323  pages.  Illustrated.  (19.57)  Mosby. 
$10.75. 

Here  is  a discussion  of  procedures  that  can  be 
done  in  any  office  with  a minimum  of  basic 
equipment.  Based  on  critical  analyses  of 
functions  and  functioning  of  sc\eral  In  iifh'.  i. 
office  practices,  the  autlior  emphasizes  the  .lu  :.;- 
ing  of  results  and  the  common  sources  ol 

Stacey's  Medical  Books,  San  Francisco,  Valitorni! 
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CONSULTANTS  NAMED  TO  ADVISE 
ON  RESEARCH  DONE  BY  NIH 

The  national  institutes  of  Health,  which 

always  have  had  councils  to  advise  them  on 
grants  for  non-federal  research  projects,  soon 
will  have  additional  groups  to  advise  them  on 
work  done  in  the  institutes  themselves  and  by 
NIH  staff  people  in  the  field.  The  new  six-man 
groups,  to  be  known  as  boards  of  scientific 
counselors,  will  be  composed  of  leading  scientists 
from  outside  the  federal  government.  Each  of 
the  seven  institutes  will  have  a board,  as  will 
the  NIH  division  of  biologies  standards,  which 
conducts  research  as  part  of  its  responsibility 
for  maintaining  safety,  purity  and  potency  of 
biologic  products. 

Four  of  the  boards  already  have  been  named, 
and  others  will  be  announced  later.  Formed  so 
far  are  the  following: 

National  Heart  Institute  — Drs.  Robert  F. 
Loeb,  chairman,  Columbia  University;  Alfred 
Blalock,  Johns  Hopkins  Hospital;  Julius  H. 
Comroe,  Pennsylvania  Graduate  School  of  Medi- 
cine; Paul  C.  Zamecnik,  Massachusetts  General 
Hospital;  Maurice  H.  Seevers,  University  of 
Michigan;  H.  E.  Carter,  Ph.D.,  University  of 
Illinois. 


Institute  of  Arthritis  and  Metabolic  Diseases 
— Drs.  Cecil  Watson,  chairman,  Minnesota 
School  of  Medicine;  Edwin  Bennett  Astwood, 
New  England  Center  Hospital,  Boston;  Samuel 
Gurin,  Ph.D.,  Pennsylvania  School  of  Medicine; 
W.  C.  Stadie,  University  of  Pennsylvania;  Oskar 
P.  Wintersteiner,  Ph.D.,  Squibb  Institute  of 
Medicine  Research,  New  Brunswick,  N.  J.,  Wil- 
liam J.  Darby,  Vanderbilt  School  of  Medicine. 

Institute  of  Dental  Research  — T.  J.  Hill, 
D.D.S.,  chairman.  Western  Reserve  University; 
J.  L.  T.  Appleton,  D.D.S.,  University  of  Penn- 
sylvania; W.  D.  Armstrong,  M.D.,  University  of 
Minnesota;  R.  F.  Sognnaes,  D.M.D.,  Harvard 
School  of  Dental  Medicine;  F.  D.  Ostrander, 
D.D.S.,  Michigan  School  of  Dentistry;  A.  G. 
Brodie,  D.D.S.,  College  of  Dentistry,  University 
of  Illinois. 

Division  of  Biologies  Standards  — Drs. 
Johannes  Ipsen  Jr.,  chairman.  State  Department 
of  Public  Health,  Massachusetts;  Robert  Pen- 
nell, Ph.D.,  Protein  Foundation,  Inc.,  Cambridge, 
Mass.;  Theodore  E.  Woodward,  University  of 
Maryland  Hospital,  Baltimore;  David  Bodian, 
Johns  Hopkins;  Philip  Sartwell,  Johns  Hopkins; 
Dennis  W.  Watson,  Ph.D.,  University  of  Min- 
nesota. 


$27  MILLION  AWARDED  IN  NIH 
RESEARCH  GRANTS  IN  NOVEMBER 

ATIONAL  Institutes  of  Health  reports  grants 
totaling  $27  million  made  during  November  to 
non-federal  institutions  and  individuals  to  fi- 
nance research.  Earlier  in  the  fiscal  year,  a 
total  of  3,325  grants  with  awards  totaling  $46 
million  had  been  given  out,  for  a total  of  more 
than  $73  million  between  July  1 and  Oct.  31. 

Of  the  November  grants,  only  155  amounting 
to  $4.9  million  went  to  new  projects,  with  the 
remainder  going  to  continue  or  supplement  re- 
search work  begun  earlier  with  U.  S.  help. 


In  all,  310  institutions  are  being  assisted  by 
NIH  grants,  including  medical  schools,  uni- 
versities, hospitals  and  other  research  centers. 
They  are  located  in  45  states,  the  District  of 
Columbia,  two  territories  and  14  foreign  coun- 
tries. 

Totals  awarded  by  institutes  in  November  are: 
“Cancer,  457  grants  for  $8,179,573;  Heart,  224 
for  $3,590,018;  Allergy  and  Infectious  Diseases, 
187  for  $4,790,030;  Arthritis  and  Metabolic  Dis- 
eases, 191  for  $2,311,178;  Dental  Research,  110 
for  $1,150,548;  Mental  Health,  94  for  $2,382,244; 
Neurological  Diseases  and  Blindness,  214  for 
$3,036,881;  General  (Division  of  Research 
Grants),  112  for  $1,573,158. 
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A DAY  IN  THE  LIFE  OF 
MR.  AVERAGE  AMERICAN 


T 

1 HE  following  story’  which  was  written  by  an 
investment  man  out  on  the  West  Coast,  is  so 
thought-provoking  that  it  deserves  reprinting. 

“Let  me  tell  you  about  a typical  day  in  my 
life  — it  was  Lincoln’s  birthday,  I believe  — 
anyway,  it  was  a holiday.  I got  up  in  the  morn- 
ing, dressed  with  nylon  underwear  and  a dacron 
shirt,  shaved  with  a Remington  razor.  Had  Kel- 
logg’s eorn  flakes.  National  Dairy  eggs,  Armour’s 
bacon  and  Maxwell  House  eoffee  for  breakfast. 

“I  drove  to  the  office  to  look  over  the  mail 
in  a General  Motors  ear,  fueled  with  Esso  gaso- 
line that  eame  from  a pump  using  a Veeder-Root 
Counter.  The  engine  was  lubrieated  with  a 
Union  Carbide  and  Carbon  synthetic  oil,  and 
the  paint  job  was  by  duPont.  The  ear  was 
equipped  with  EZY-Vision  safety  glass  by  Lib- 
bey-Owens  Ford.  The  tires  were  Firestones. 

When  I got  to  the  office  I received  some  con- 
firmations which  were  prepared  on  an  I.B.M. 
machine.  While  there,  my  doctor  called  on  the 
telephone  (thanks  to  A.  T.  & T. ) and  said: 
“They  are  having  a flu  epidemic  in  the  East 
and  it  may  spread  to  the  West  Coast.  You 
should  have  a flu  shot.”  So  I went  to  his  offiee 
and  got  a shot  prepared  by  Merek  & Company 
and,  ineidentally,  I have  not  had  the  flu.  I 
ealled  United  Airlines  and  made  a reservation 
to  San  Franciseo  on  a Douglas  DC  6B. 

“I  returned  home  and  found  my  wife  had 
done  her  laundry  in  the  Westinghouse  Auto- 
matic Twins,  washer  and  dryer.  She  prepared 
lunch  from  a Norge  refrigerator  by  Borg-Warner 
on  a General  Electric  range,  and  had  National 
Biseuit  Company  eakes  for  dessert. 


“After  luneh  I did  some  gardening,  using 
Krilium  by  Monsanto  Chemical  Company  in  the 
soil.  I then  did  some  cabinet  work  in  my  shop. 
Started  my  saw  with  a Square  D switch  and 
sawed  some  Weyerhaeuser  lumber.  Found  a 
rough  spot  on  my  hammer  handle  and  wrapped 
it  with  Scoteh  Tape,  A Minnesota  Mining  and 
Manufacturing  Company  product.  Then  I cut 
my  finger  and  patched  it  up  with  a Band-Aid 
by  Johnson  & Johnson. 

“My  wife  then  called  me  to  dinner;  she  was 
dressed  in  an  Everglaze,  J Bancroft  & Sons, 
housedress.  After  dinner  I sat  down  in  my  easy 
ehair,  filled  my  pipe  with  R.  J.  Reynolds  tobaeeo, 
watehed  a television  show  sponsored  by  Chry- 
sler Corporation,  broadeast  by  CBS,  on  a Zenith 
television  set  equipped  with  an  RCA  picture 
tube.  Had  a bottle  of  Pabst  Blue  Ribbon  beer, 
and  when  the  evening  was  over  I dressed  for 
bed  in  orlon  pajamas  and  went  to  sleep  on 
a Goodyear  airfoam  mattress. 

“Eaeh  of  the  subjects  mentioned  in  this  story 
was  a produet  of  an  American  industry.  There 
are  hundreds  more  whieh  eontribute  to  my  eom- 
fort  and  enjoyment,  but  I could  not  possibly 
use  all  of  them  in  one  day. 

“I  have  not  tried  to  be  dramatic;  I simply  call 
your  attention  to  the  fact  this  mythical  day  hap- 
pens to  millions  of  Americans  EVERY  day.  Most 
of  them  never  give  a moment’s  thought  to  the 
fact  that  they  can  share  in  the  profits  and  own 
a part  of  the  companies  that  make  these  produets 
and  offer  these  services. 

“To  grow  with  Ameriea  . . . INVEST  in 
Ameriea.” 


PAUL  BOYAJIAN  & ASSOCIATES 
AM  5-5906 


1827  W.  Camelback  Rd.,  Phoenix,  Arizona 
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FOLSOM  CITES  HEALTH  AND 
WELFARE  GAINS  IN  1957 

Secretary  Folsom,  m a year-end  review  of 
the  health,  education,  and  welfare  department’s 
activities,  notes  further  progress  in  health,  a 
steady  growth  of  the  social  security  system  and 
a reawakening  interest  in  educational  problems. 
“These  and  many  other  developments  are  rea- 
sons for  renewed  confidence  in  the  strength  and 
resourcefulness  of  the  American  people,”  he 
states.  Some  highlights  of  the  Folsom  summary; 

Health  Facilities  — About  $123  million  in  fed- 
eral money  was  allocated  for  building  483  gen- 
eral, tuberculosis,  mental  and  chronic  disease 


February,  1958 

hospitals  plus  rehab  and  diagnostic  centers  and 
nursing  homes. 

Social  Security  — Beneficiaries  have  risen  from 
9.3  million  to  over  11  million,  including  150,000 
disabled  workers  age  50-64;  disability  payments 
accounted  for  $60  million  and  expenses  $5  mil- 
lion. 

Health,  Research  and  Training  — Of  the  $211 
million  for  NIH,  $110  million  was  grants  to  states 
and  for  research  by  labs,  medical  schools,  hos- 
pitals and  individual  scientists.  Another  $39  mil- 
lion was  spent  to  train  promising  research  scien- 
tists. 

Communicable  Diseases  — Such  diseases  con- 
tinued their  steady  decline. 


FOLSOM  ASSISTANT  URGES  RE- 
STUDY OF  WELFARE  PROGRAMS 

S ECRETARY  Folsom’s  top  assistant.  Under- 
secretary John  A.  Perkins,  proposes  a wholesale 
re-examination  of  welfare  programs,  in  the  light 
of  heavy  federal  spending  for  defense  research 
and  science.  Mr.  Perkins,  talking  to  the  Ameri- 
can Public  Welfare  Association,  said  he  was  not 
in  any  way  challenging  the  concept  of  federal 
grants  in  aid  to  help  in  cases  of  poverty  and 
want,  nor  was  he  suggesting  turning  back  all 
public  assistance  responsibility  to  the  states.  But 
he  added: 


“I  am  suggesting  that  the  present  state  of 
world  affairs  is  a signal  that  there  will  inevit- 
ably be  a review  on  all  levels  of  government  of 
all  governmental  services.  Their  relative  sig- 
nificance and  the  contribution  of  each  to  our 
national  leadership  — indeed  survival  — in  the 
atomic-space  age  will  necessarily  be  studied  and 
restudied.” 

Medical  care  costs  account  for  a growing  per- 
centage of  all  money  — federal  and  state  — spent 
on  public  assistance.  U.  S.  aid  is  restricted  to 
four  categories,  the  aged,  dependent  children, 
the  blind  and  the  disabled. 

LESLIE  B.  SMITH,  M.D. 


DISABILITY  CHECKS  UNDER  SOCIAL 
SECURITY  NEAR  $10  MILLION 
A MONTH 

Social  Security  administration,  taking  stock 
of  nearly  six  months’  operation  of  its  disability 
payments  program,  estimates  that  about  131,000 
persons  are  getting  payments.  By  next  July  the 
total  on  rolls  should  be  around  200,000.  SSA 
notes  that  average  payments  to  the  disabled  are 
$72.24  a month.  This  compares  with  the  national 
average  of  around  $65  for  all  other  retired. 

This  is  explained  in  part  by  the  fact  that  (a) 
the  national  average  takes  in  many  older  persons 
who  were  not  fully  employed  in  previous  years 
and,  (b)  wages  have  gone  up  since  the  1930s 
and  early  1940s.  The  disabled  covered,  on  the 
other  hand,  come  more  recently  from  the  labor 
market. 

On  the  basis  of  200,000  on  the  rolls  next  year 


and  assuming  the  average  monthly  payment  is 
unchanged  (which  is  unlikely),  the  disability 
trust  fund  will  be  paying  out  at  the  annual  rate 
of  nearly  $175  million.  SSA  estimates  that  the 
fund  had  $525  million  in  it  as  of  September.  This 
is  derived  from  the  one-fourth  of  1 per  cent  pay- 
roll tax  increase  that  went  into  effect  last  Janu- 
ary. Note:  At  the  time  of  the  hearings  on  the  dis- 
ability proposal,  HEW  Secretary  Folsom  pointed 
out  that  the  program  for  the  first  full  year  would 
cost  close  to  $200  million,  rising  to  around  $900 
million  in  1980. 

In  a separate  report,  tlie  agency  reminds  those 
disabled  workers  who  were  eligible  for  pay- 
ments last  July  that  they  may  lose  up  to  $651  in 
retroactive  payments  if  they  don’t  apply  by  the 
end  of  December.  Under  the  law,  ehgible  per- 
sons who  make  application  this  month  can  be 
paid  benefits  going  back  to  July  1.  Payments 
range  from  $30  to  $108.50  a month,  depending 
on  the  workers’  average  monthly  earnings  under 
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social  security.  Application  for  disability  can  be 
made  at  any  one  of  560  SSA  offices  and  they 
must  be  received  by  Dee.  31.  Disabled  filing 


WELFARE  COSTS  INCREASING  AT 
SAME  RATE  AS  U.S.  PRODUCTION 

Social  Security  administration,  completing  a 
survey  for  the  fiseal  year  ending  June  30,  1956, 
reports  that  spending  by  public  agencies— U.  S., 
state  and  local— for  social  activities  is  increasing 
at  the  same  rate  as  the  total  national  output  of 
goods  and  serviees.  That  is  the  most  recent  year 
for  which  state  and  local  figures  are  available. 
In  fiseal  year  1954-55  this  type  of  welfare  spend- 
ing totaled  $32.2  billion,  and  in  fiscal  1955-56  it 
was  $34.5  billion.  However,  the  higher  level  of 
spending  remained  at  8.6  per  cent  of  the  gross 
national  product,  the  same  proportion  as  for  the 
year  before.  Of  the  $34.5  billion,  $19.9  billion 
was  state  and  local  money,  $14.6  billion  U.  S. 
money. 

Activities  eovered  include  social  insurance  of 
all  kinds,  public  assistance,  public  health  and 
medical  services,  veterans’  programs,  education 
and  public  housing. 


BOSTONIAN  NAMED  AS  FIFTH 
VA  ADMINISTRATOR 

S UMNER  G.  Whittier,  a former  lieutenant  gov- 
ernor of  Massachusetts  and  an  official  of  the 
veterans’  administration  sinee  last  January,  has 
been  appointed  chief  of  the  agency,  succeeding 
Harvey  V.  Higley  who  resigned  recently.  Mr. 
Whittier  thus  becomes  the  first  veterans’  admin- 
istrator named  from  within  the  organization.  All 
others  have  been  called  from  other  assignments 
or  jobs.  Mr.  Whittier  has  been  VA’s  chief  insur- 
ance director  since  last  January;  that  depart- 
ment handles  policies  covering  over  6 million 
veterans.  A Republican,  Mr.  Whittier  was  elect- 
ed to  his  first  post  in  1938  as  member  of  the  Ev- 
erett (Mass.)  Common  Council,  three  years 
after  graduating  from  Boston  University.  He 
served  in  the  state  legislature,  was  in  the  navy 
during  World  War  II,  and  was  lieutenant  gov- 
ernor from  1953-1956.  He  was  the  Republican 
candidate  for  governor  in  1956,  losing  out  to 
Foster  Furculo. 


after  this  month  will  be  paid  for  the  month  in 
which  they  apply,  but  not  for  any  prior  period 
of  disability. 


EAR,  NOSE  AND  THROAT  DYSFUNCTIONS  DUE  TO 
DEFICIENCIES  AND  IMBALANCES 

by  Sam  E.  Roberts,  M.D.  323  pages.  Illustrated.  (1957)  Thomas. 
$8.50. 

From  the  foreword  by  Morris  Fishbein,  M.D.: 
“Again  emphasizing  the  constitutional  approach 
to  various  disorders.  Dr.  Roberts  takes  into  ac- 
count the  vital  character  of  glandular  activities 
and  he  finds,  as  might  be  expected,  that  various 
patients  suffer  from  various  inadequacies  and 
that  the  glandular  difficulties  are  often  closely 
related  to  the  dietary  problems.” 

Stacey’s  Medical  Books,  San  Francisco,  California. 
HEADACHE 

by  Robert  E.  Ryan,  M.D.  2nd  ed.  421  pages.  Illustrated.  (1957) 
Mosby.  $6.75. 

The  second  edition  adds  many  recent  advances 
in  diagnosis  and  treatment,  such  as  new  chap- 
ters on  tranquilizing  drugs,  histamine,  the  tem- 
poromandibular joint  syndrome,  and  facial  neu- 
ralgia. This  is  a handy  book  to  have  around. 

Stacey’s  Medical  Books,  San  Francisco,  California. 


Serving  Arizona 
Health  Needs 
Since  1908 

ia4t’SwiKi 

DRUG  STORES 


Phoenix  - Tempe  - Globe  - Miami  - Superior 
Casa  Grande  - Glendale 
Wickenburg  - Tucson 
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LOCATION  OPPORTUNITIES 

ASHFORK— Pop.  700— North  centrally  lo- 
cated—Railroad  center— Contact  the  Women’s 
Club,  Ashfork,  Ariz. 

BENSON— Excellent  opportunity  for  GP— 
This  David-Benson  trade  area  has  about  5,000 
population  with  only  one  doctor  available.  A 
small  sleep-in  hospital  can  be  set  up  very 
easily.  Hospital  25  miles  away.  Chamber  of 
commerce  will  furnish  telephone  answering 
service,  nine  to  five.  Contact  Bernard  Fisher, 
D.D.S.,  medical  committee  of  the  chamber  of 
commerce,  Benson,  Ariz.,  or  James  M.  Hesser, 

M. D.,  6th  and  Huachuca  streets,  Benson,  Ariz. 

CAMP  VERDE— Located  in  the  heart  of  a 

large  farming  and  ranching  area  on  the  Verde 
River.  Approximately  100  miles  north  of  Phoe- 
nix. Badly  in  need  of  a medical  doctor.  Con- 
tact Ivy  N.  Moser,  R.N.,  Camp  Verde,  Ariz. 

FLAGSTAFF— Pop  17,500— Largest  city  in 
the  north  eentral  Arizona  trading  area.  One 
pediatrician  is  needed  ( as  there  are  a number 
of  general  practitioners  who  would  gladly  re- 
fer work  to  him).  Excellent  opportunity  for 
an  EENT  doctor  and  a general  practitioner. 
Contact  K.  O.  Hanson,  M.D.,  secretary,  Coco- 
nino County  Medical  Society,  Five  North  Le- 
roux.  Flagstaff,  Ariz. 

GILA  BEND— Pop  2,500—80  miles  west  of 
Phoenix— Nearest  town  to  the  Painted  Rock 
Dam  Project— Good  opportunity  for  general 
practitioner.  Cattle,  cotton  and  general  farm- 
ing. Offiee  and  equipment  available.  $150 
monthly  income  from  board  of  supervisors. 
Contact  Mrs.  J.  F.  Allison,  Box  485,  Gila 
Bend,  Ariz. 

HOLBROOK— Population  above  7,000.  Lo- 
cated in  the  heart  of  the  northeastern  pine 
country  of  Arizona  on  U.S.  Route  66.  Need 
services  of  general  practitioner.  For  full  de- 
tails, contact  Donald  F.  DeMarse,  M.D.,  Box 
397,  Holbrook,  Ariz. 

MIAMI— Opportunity  for  GP  — Industrial 
hospital  staffed  by  approximately  seven  doc- 
tors, who  care  for  personnel  and  families  of 
those  who  work  for  the  three  principal  mining 
companies.  This  community  is  served  by  nu- 
merous small  mining  and  ranching  interests. 
Contact  Robert  V.  Horan,  M.D.,  Miami-In- 
spiration  Hospital,  Miami,  Ariz. 

MORENCI  — Mining  community  located 
near  New  Mexico- Arizona  border— Pop.  10,000 
—Has  vacancy  at  hospital  for  GP.  Contact 
Carl  H.  Cans,  M.D.,  Morenci  Hospital,  Mo- 
renci,  Ariz. 

PHOENIX  — Opening  for  board  certified 
radiologist  in  diagnosis  and  therapy.  Salary 
open  for  the  first  year.  Percentage  for  the  sec- 
ond and  third  years  and  full  partnership  at 
the  end  of  the  third  year.  Opportunity  to  join 
a group  serving  two  hospitals  and  two  private 
offices.  Apply  Douglas  D.  Gain,  M.D.,  2021 

N.  Central  Ave.,  Phoenix,  Ariz. 


PHOENIX— Good  opportunity  for  associate 
radiologist  in  Phoenix  area.  Contact  Ernest 
Price,  M.D.,  9112  N.  2nd  St.,  Phoenix,  Ariz.— 
(WI  3-3491). 

SAFFORD-In  need  of  GP-Pop.  6,000  - 
Has  ideal  year  around  climate  with  good 
schools,  park,  swimming  pool,  golf  course. 
Elks  CIuId.  Private  hospital,  open  staff.  Surgi- 
cal privileges  after  six  months  if  qualified. 
Completely  equipped  office  for  rent,  and 
equipment  for  sale.  Contact  M.  T.  Sandeno, 
M.D.,  803  7th  St.,  Safford,  Ariz. 

SHOW  LOW— Pop.  1,500— Trading  center 
for  some  10,000  people.  Summer  and  winter 
recreation  area,  cool  climate  and  beautiful 
forest  country.  At  present  there  is  no  M.D.  in 
Show  Low  and  it  wishes  to  locate  a doctor 
there  who  would  help  establish  a hospital. 
The  town  is  anxious  to  locate  a doctor  and 
promises  full  co-operation.  Contact  either 
Mary  and  Eric  Marks,  Paint  Pony  Lodge, 
Show  Low,  Ariz.,  or  Donald  F.  DeMarse, 
M.D.,  Box  397,  Holbrook,  Ariz.,  or  Mr.  Mitch- 
ell Bushman,  Show  Low,  Ariz. 

SPRINGERVILLE-Need  for  general  prac- 
titioner, (private  practice,  to  be  associated 
with  Doctor  Browning).  Good  hospital  facili- 
ties. Has  drawing  population  of  6,000.  Would 
like  to  obtain  a doctor  as  soon  as  possible. 
Contact  Ellis  V.  Browning,  M.D.,  Box  390, 
Springerville,  Ariz. 

ST.  JOHNS  — Seriously  need  a doctor  of 
medicine,  preferably  a general  practitioner, 
to  locate  in  this  east  central  Arizona  commun- 
ity. Population  is  approximately  1,500  witli 
several  other  small  towns  in  the  general  area. 
About  20  miles  from  New  Mexico  in  the  beau- 
tiful rim  country  of  Arizona.  Contact  Donald 
F.  DeMarse,  M.D.,  Box  397,  Holbrook,  Ariz. 

TOLLESON— In  need  of  GP— Serves  a trad- 
ing area  of  from  12,000  to  15,000.  Ten  miles 
west  of  Phoenix.  Elementary  and  high  schools 
churches  of  all  denominations.  Complete  of- 
fice and  equipment  for  GP  available  on  rea- 
sonable term  lease  or  purchase.  Contact  Mr. 
Norman  Andersen,  president,  chamber  of 
commerce,  9112  West  Van  Buren  St.,  Tolle- 
son,  Ariz. 

TUCSON— The  VA  Hospital  is  in  urgent 
need  of  an  orthopedic  surgeon.  They  prefer 
someone  who  is  board  certified,  but  would 
take  someone  who  has  had  special  training, 
as  they  have  the  local  men  in  this  field  avail- 
able for  consultation  service.  State  director, 
professional  service,  VA  Hospital,  Tucson, 
Ariz. 

YOUNGTOWN  - Pop.  130  - Located  16 
miles  from  Phoenix  and  just  a few  miles  from 
several  small  towns,  each  a potential  field 
of  practice.  Most  residents  are  60  years  of  age 
or  older  and  are  in  need  of  medical  care.  Of- 
fice space  is  currently  provided  at  no  rental. 
A medical  center  is  being  planned.  Interested 
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doctors  may  contact  Mr.  Sid  Lambert,  Box 
61,  Marionette,  Ariz. 

FOR  INFORATION  ON  OPPORTUNITIES 
IN  THE  FIELD  OF  INDUSTRIAL  MEDI- 
CINE, CONTACT: 

Harold  J.  Mills,  M.D.,  Phelps  Dodge  Hos- 
pital, Ajo,  Ariz. 

Carl  H.  Cans,  M.D.,  Phelps  Dodge  Hos- 
pital, Morenci,  Ariz. 

Ira  E.  Harris,  M.D.,  Miami-Inspiration  Hos- 


pital, Miami,  Ariz. 

Charles  B.  Huestis,  M.D.,  Box  928,  Hayden, 
Ariz. 

Elvie  B.  Jolley,  M.D.,  Copper  Queen  Hos- 
pital, Bisbee,  Ariz. 

H.  W.  Finke,  M.D.,  Magma  Copper  Com- 
pany Hospital,  Superior,  Ariz. 

John  Edmonds,  M.D.,  Kennecott  Copper 
Corporation  Hospital,  Ray,  Ariz. 

Francis  M.  Findlay,  M.D.,  San  Manuel 
Hospital,  San  Manuel,  Ariz. 


LOCATION  INQUIRIES 

DALY,  ANTHONY  J.,  M.D.,  119  North 
Church  St.,  Rockford,  111.,  Oph;  graduate  of 
the  Loyola  University  School  of  Medicine, 
1942.  Interned  at  St.  Anne’s  Hospital,  Chica- 
go, 111.  Received  his  residency  training  at 
Wesley  Memorial  Hospital,  Passavant  Me- 
morial Hospital  and  veterans’  administration, 
Chicago.  Desires  clinic  or  associate  type  prac- 
tice, is  available  1958. 

DEMAS,  JOHN  J.,  M.D.,  25  Elmview 
Place,  Buffalo  7,  N.  Y.;  a 1953  graduate  of 
the  University  of  Buffalo  and  is  presently 
completing  his  fourth  year  of  orthopedic  sur- 
gical residency,  holds  a New  York  license.  He 
prefers  associate  practice  and  will  practice 
orthopedic  surgery.  Will  be  available  July  1, 
1958. 

COLDING,  THOMAS  ALEXANDER, 
M.D.,  97  Girvin  St.,  Nanaimo,  B.  C.,  Canada, 
/ is  a Canadian  with  10  years  residence  in 
the  U.  S.;  is  a 1943  graduate  McGill  Uni- 
versity, Montreal,  Canada;  and  interned  at 
Montreal  General  Hospital,  Montreal.  Has 
served  36  months  service  with  Canadian  Army 
Medical  Corps  and  formerly  practiced  in 
Calgary,  Alberta,  Canada.  Desires  assistant 
or  industrial  type  practice.  Available  February 
1958. 

KATIMS,  ROBERT  B.,  M.D.,  745  Lake 
Drive,  Baltimore,  Md.,  I;  graduated  in  1952 
from  the  Washington  University  School  of 
Medicine  and  interned  at  the -St.  Louis  City 
Hospital,  St.  Louis,  Mo.;  has  had  residency 
training  at  Johns  Hopkins  Hospital  and  is  cur- 


rently licensed  in  the  states  of  Florida  and 
Missouri.  Desires  group  practice.  Available 
July  1958. 

NIGHTINGALE,  ROBERT  HENRY,  M.D., 
145  Nesper  Road,  Oak  Ridge,  Tenn.;  I;  is  a 
1952  graduate  of  the  University  of  Utah  Col- 
lege of  Medicine  and  received  his  intern  train- 
ing at  the  Salt  Lake  General  Hospital;  at 
present  he  is  in  3rd  year  of  residency  training. 
Is  interested  in  associate  type  of  practice  with 
emphasis  on  internal  medicine. 

PAYER,  HAROLD  S.,  M.D.,  senior  psy- 
chiatric medical  director  at  Danville  State 
Hospital,  Danville,  Pa.;  is  a 1933  graduate  of 
the  University  of  Rochester,  and  interned  at 
the  Sacred  Heart  Hospital,  Allentown,  Pa.  Is 
presently  licensed  in  Pennsylvania  and  pre- 
fers associate  or  institutional  psychiatric  prac- 
tice. Is  interested  in  Flagstaff  and  is  available 
now. 

SECOY,  CLYDE  F.,  M.D.,  4 surgical  di- 
vision, Bellevue  Hospital,  26th  St.  and  First 
Ave.,  New  York,  N.  Y.;  GS  is  1955  graduate 
of  McGill  University,  and  is  presently  serving 
a residency  in  general  surgery;  desires  associ- 
ate type  practice  and  will  be  available  in  1960. 

SELAH,  CHARLES  EDWARD,  M.D., 
Huey  P.  Long  Hospital,  Pineville,  La.;  S;  is  a 
1951  graduate  of  the  Tulane  University  School 
of  Medicine;  interned  at  Charity  Hospital, 
New  Orleans,  and  holds  licenses  in  the  states 
of  Mississippi  and  Louisiana;  will  complete 
a four-year  residency  in  general  surgery  on 
June  30,  1958,  and  has  completed  his  military 
obligations.  Desires  clinic  or  associate  prac- 
tice. Is  available  July  1,  1958. 


Now  Available  In  Mesa 

Modern  office  suitable  for  Doctors  or  other 

Two  individual  5 room  suites  suitable  for  M.D. 

professional,  located  downtown  Yuma 
Refrigerated,  Reasonable  Rent 

or  Dentist  in  established  Medical  Center  in 

excellent  location.  Moderate  Rent. 

N.  McCALLUM 

Reply  to: 

Box  1976  — Phoenix,  Arizona 

1 165  7th  Avenue  — Yuma,  Arizona 

150 


Arizona  Medicine 


February,  1958 


^)Lituar^ 


C.  R.  Swackhamer,  M.D. 


T HE  MEDICAL  profession  of  Arizona  has 
missed  seeing  Dr.  C.  R.  Swackhamer  who 
died  at  71  at  his  home  in  Globe,  on  June  12, 
1957.  His  illness  had  extended  over  more 
than  five  years,  and  although  it  was  some- 
what obscure  at  first,  was  diagnosed  as  carci- 
noma of  the  prostate,  which  was  apparently 
kept  in  check  quite  effectively  by  the  use  of 
estrogens.  He  had  been  able  to  participate  in 
some  of  his  social  actiyities  and  had  helped 
out  at  the  hospital  in  Globe,  but  in  fact  had 
not  been  in  active  practice  since  the  onset. 

The  highlights  of  his  life  were  reported  in 
the  press  at  the  time  of  his  death.  He  came  to 
Arizona  when  Hayden  was  booming  with  ac- 
tivity due  to  the  war  demand  for  copper  in 
January  1917.  He  worked  at  the  Miami-In- 
spiration  Hospital  under  Dr.  John  Bacon,  and 
in  1920  he  became  chief  surgeon  for  the  Mag- 
ma Copper  Company  in  Superior  from  which 
base  most  of  the  activities  for  which  he  was 
so  well  known  were  conducted.  He  lived  on 
the  side  of  the  mountain  from  which  many 
millions  of  dollars  worth  of  high  grade  cop- 
per ore  were  taken.  His  home  and  the  medi- 
cal dispensary  were  adjacent  to  the  shaft  of 
the  Copper  Queen  Mine  a few  hundred  feet 
away.  William  Boyce  Thompson,  so  promi- 
nent in  developing  the  Magma  Company,  was 
a close  friend  who  built  the  doctor’s  offices 
for  him  in  gratitude  for  many  services.  His 
great  concern  was  with  mine  safety,  the  pre- 
vention of  accidents  and  the  care  of  the  in- 
jured. Inevitably  it  was  in  the  industrial  medi- 
cal field  in  the  early  days  of  the  growth  and 
development  of  the  basic  practices  in  this 
area,  that  much  of  his  energy  was  expended. 
As  an  example  of  the  dramatic  situations 
which  occasionally  arose,  he  told  of  an  expe- 
rience of  being  called  down  into  a shaft  where 
a cave-in  had  taken  place.  A miner’s  leg  was 
pinned  under  a pile  of  rock  in  such  a way 
that  there  was  nothing  for  it  but  to  amputate 
then  and  there.  A tourniquet  and  a jacknife 


C.  R.  Swackhamer,  M.D. 


were  the  only  instruments  available,  and  the 
man’s  life  was  saved. 

The  Magma  Hospital  was  built  under  his 
direction,  and  he  served  as  chief  surgeon  from 
1920  to  1948.  Much  of  the  time  he  had  to  de- 
pend on  help  from  the  neighboring  cities.  He 
was  inclined  to  use  consultation  freely  when- 
ever he  thought  the  best  interests  of  his  pa- 
tient might  be  served  thereby. 

Dr.  Swackhamer ’s  interest  in  many  fields 
of  community  life  especially  fitted  him  for 
service  in  his  position.  He  was  a community 
builder,  a diplomat  who  could  be  counted 
upon  to  help  settle  differences  between  fac- 
tions with  a minimum  of  friction.  He  was  ac- 
tive in  Boy  Scout  work,  and  served  nine  years 
on  the  executive  committee  of  the  Scouts  for 
Pinal  and  Gila  counties.  For  many  years  he 
was  president  of  the  Apache  Golf  Club  in 
Superior,  and  was  prominent  in  golf  circles 
throughout  the  state.  There  were  many  activi- 
ties in  which  he  was  prominent,  too  numer- 
ous to  detail  here.  For  36  years  a Mason,  be- 
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longing  to  the  32nd  degree;  he  was  a Com- 
mander of  Knights  Templar,  and  a charter 
member  of  the  Miami  Chapter  of  the  Order 
of  the  Eastern  Star.  He  enjoyed  membership 
in  the  Arizona  Club  of  Phoenix,  the  Cobre 
Valley  Club,  Rotary,  and  several  other  clubs, 
in  the  state. 

Of  special  interest  to  medical  men  is  the 
fact  that  Dr.  Swackhamer  was  a fine  organi- 
zation man,  loyal  in  his  attendance  and  par- 
ticipation in  scientific  medical  sessions,  will- 
ing to  serve  on  committee  assignments,  and 
assume  positions  of  leadership.  He  was  three 
times  president  of  his  (Gila)  county  society, 
the  last  time  1956;  president  of  the  Arizona 
State  Medical  Society  in  1937,  and  of  tlie 
Southwest  Medical  Society  in  1935.  He  was 
constant  in  his  attempt  to  keep  abreast  of  la- 
test in  scientific  medicine,  making  many  pil- 
grimages to  clinics  and  going  to  national  soci- 
ety meetings  at  great  expense  of  time  and 


money.  The  people  of  Superior  and  the  sur- 
rounding territory  received  excellent  medical 
services  from  him. 

His  wife,  Daisy,  lives  in  Globe  with  a son, 
Robert.  The  other  son,  William,  an  M.D.,  was 
called  back  into  the  service  recently,  to  be 
on  the  aircraft  carrier  “Wasp,”  after  having 
been  in  practice  in  Jena,  La.,  for  several 
years.  William  has  four  children.  In  the  ad- 
justment to  the  life  of  a mining  community, 
his  wife  must  be  given  a great  deal  of  credit. 
They  maintained  broad  interests  in  outside 
cultural  activities,  driving  to  Phoenix  and 
Tucson  for  special  events  on  many  occasions. 
She  took  great  pride  in  his  many  achieve- 
ments. 

Many  are  there,  both  within  and  outside 
the  medical  profession,  who  remember  Dr. 
Chester  R.  Swackhamer  with  affection  and 
respect. 

H.R. 
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ARIZONA  MEDICAL  ASSOCIATION 
MEETING 

Chandler,  Maij  1958 
Faculty 

Cyril  MacBryde,  M.D. 

Editor  of  the  Year  Book  of  Endoerinology, 
Assoeiate  Professor  of  Medicine,  Washington 
University 
James  Nolan,  M.D. 

Consulting  gyneeologist,  Los  Angeles  Tumor 
Institute 

William  R.  Arrowsmith,  M.D. 

Head  of  Department  of  Medicine,  Ochsner 
Clinie;  Assistant  Professor  of  Medicine,  Tulane 
University. 

Louis  Byars,  M.D. 

Plastic  Surgeon,  Assistant  Professor  of  Clinieal 
Surgery,  Washington  University. 

William  C.  Deamer,  M.D. 

Professor  of  Pediatries,  University  of  Cali- 
fornia. 

Juan  Del  Regato,  M.D. 

Radiologist,  Head  of  Penrose  Caneer  Hospital, 
Colorado  Springs,  Colo. 

George  Griffith,  M.D. 

Professor  of  Medicine,  University  of  Southern 
California. 

Charles  Elkins,  M.D. 

Neurosurgeon,  Tucson,  Ariz. 

Robert  S.  Pollaek,  M.D. 

Department  of  Surgery,  Stanford  University 
School  of  Medicine^  and  University  of  Califor- 
nia School  of  Medicine.  Author:  “Tumor  Sur- 
gery of  the  Head  and  Neck,”  and  “Treatment 
of  Tumors  of  the  Breast.” 


12TH  ANNUAL  SYMPOSIUM  ON 
FUNDAMENTAL  CANCER  RESEARCH 

T 

1 HE  12TH  Annual  Symposium  on  Fundamental 
Cancer  Research  will  be  held  March  6,  7 and  8, 
1958  at  the  University  of  Texas  M.  D.  Anderson 
Hospital  and  Tumor  Institute,  Houston,  Texas. 

The  topie  for  the  symposium  will  be  “Radia- 
tion Biology  and  Caneer.”  The  first  day  will  be 
devoted  to  papers  from  the  staff  at  M.  D.  An- 
derson Hospital  which  relate  to  the  general  sym- 
posium subject.  The  final  two  days  of  the  pro- 
gram will  consist  of  papers  presented  by  recog- 
nized authorities  in  radiation  research. 


Chairmen  for  the  radiation  biology  sessions 
include:  Titus  C.  Evans,  Radiation  Research 
Laboratory,  University  of  Iowa  College  of  Medi- 
eine;  Jacob  Furth,  Pathology  Department,  Chil- 
drens Caneer  Research  Foundation,  Inc.,  Bos- 
ton, and  Henry  S.  Kaplan,  Radiology  Depart- 
ment, Stanford  University  Medical  School,  San 
Francisco.  General  chairman  of  the  symposium 
is  Warren  K.  Sinclair,  chief  physicist  at  the  Uni- 
versity of  Texas  M.  D.  Anderson  Hospital  and 
Tumor  Institute. 


THE  EIGHTH  ANNUAL 
POSTGRADUATE  MEDICAL  AND 
SURGICAL  CONVENTION 

T 

1 HE  Eighth  Annual  Postgraduate  Medieal  and 
Surgical  Convention,  presented  by  the  Medical 
Staff  of  Pioneers  Memorial  Hospital,  Brawley, 
California,  will  be  held  March  I4th  and  I5th, 
1958. 

The  program  this  year  is  sponsored  by  the 
Feaulty  of  Cook  County  Graduate  School  of 
Medicine,  Chicago.  The  speakers  will  be  Philip 
Thorek,  M.D.,  Manuel  E.  Lichtenstein,  M.D., 
John  W.  Howser,  M.D.,  Edmund  F.  Foley,  M.D., 
Benjamin  M.  Gasul,  M.D.,  Walter  J.  Reich,  M.D. 


INTERNATIONAL  COLLEGE  OF 
SURGEONS  MEETING  TO 
CONSIDER  PROBLEMS  OF 
GENERAL  PRACTIONER 

T HE  Ilth  biennial  International  Congress  of 
the  International  College  of  Surgeons  will  be 
held  in  conjunction  with  the  23rd  annual  Con- 
gress of  the  United  States  and  Canadian  Sections 
(North  American  Federation)  in  Los  Angeles, 
March  9-14. 

An  innovation  of  the  meeting  wall  be  a sur- 
gical emergencies  panel  to  which  members  of 
the  American  Academy  of  General  Practice  art' 
invited.  Dr.  Ross  T.  Mclntire  of  Chicago,  execu- 
tive director  of  the  International  College  of 
Surgeons  and  former  surgeon  general  of  tin 
U.  S.  Navy,  will  be  the  moderator. 
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The  Case  History  in  this  discussion  is  selected 
from  the  Case  Records  of  the  Massachusetts  Gen- 
eral Hospital,  and  reprinted  from  the  New  England 
Journal  of  Medicine.  The  discussant  under  Differ- 
ential Diagnosis  is  a member  of  the  staff  of  the 
Massachusetts  General  Hospital.  The  other  dis- 
cussants are  members  of  the  Phoenix  Clinical  Club. 


MASSACHUSETTS  GENERAL 
HOSPITAL 

PRESENTATION  OF 
CASE  43171 

A 40-YEAR-OLD  woman  was  admitted  to  the 
hospital  because  of  proptosis  of  the  right  eye. 

Two  years  previously,  a slight,  nontender 
swelling  in  the  right  temporal  fossa  was  noted. 
The  eyes  were  said  to  be  normal.  One  and  a 
half  years  before  entry,  exophthalmos  on  the 
right  was  noted.  There  was  no  visual  deficit. 
Subsequently,  there  were  intermittent  episodes 
of  itching  of  the  right  eye,  a gradual  increase  in 
the  exophthalmos,  and  swelling  in  the  right  tem- 
poral fossa.  For  years  she  had  had  occasional 
headaches  that  now  became  more  severe  and 
persistant,  occurring  once  or  twice  a week  and 
lasting  up  to  three  days;  the  pain  was  over  the 
right  fronto-parietal  region  and  occasionally  ra- 
diated to  the  left  side  of  the  head.  Two  months 
before  admission,  diplopia  on  upward  gaze  was 
noted.  X-ray  films  of  the  skull  demonstrated  an 
increased  density  of  the  right  wing  of  the  sphe- 
noid bone.  One  month  before  entry  there  was 
gradual  decrease  in  severity  and  frequency  of 
the  headaches,  and  with  an  increase  in  lacrima- 
tion  in  the  right  eye.  No  other  noticeable  neuro- 
logic or  visual  disturbances  were  present. 

Physical  examination  showed  a well  nour- 
ished woman  with  moderate  exophthalmos  on 
the  right.  The  thyroid  gland  was  not  enlarged. 
A firm,  smooth,  nontender,  nonpulsatile,  slight 
swelling  without  an  associated  bruit  filled  the 
right  temporal  fossa.  The  pupils  were  round  and 
equal  and  reacted  to  light  and  on  accommoda- 
tion. Vision  and  movements  of  the  extraocular 
muscles  were  normal,  except  for  weakness  of  the 
right  medial  and  superior  rectus  muscles  with 
diplopia  upon  upward  gaze  to  the  left.  Visual 
perimetry  studies  were  normal.  Examination  of 


the  optic  fundi  was  negative. 

The  temperature,  pulse  and  respirations  were 
normal.  The  blood  pressure  was  110  systolic,  80 
diastolic. 

The  urine  was  normal.  Examination  of  the 
blood  revealed  a hemoglobin  of  12.6  gm.  per  100 
ml.  and  a white-cell  count  of  5,400.  An  electro- 
encephalogram showed  a mildly  abnormal  rec- 
ord without  focal  abnormality.  Plain  films  of  the 
skull  demonstrated  a homogeneous  increase  in 
the  density  of  the  right  wing  of  the  sphenoid 
bone.  A cerebral  angiogram  with  injection  of  the 
right  internal  carotid  artery  by  the  opaque  me- 
dium demonstrated  no  abnormality  of  the  cere- 
bral vessels  except  for  some  elevation  of  the 
carotid  siphon. 

An  operation  was  performed  on  the  fifth  hos- 
pital day. 

PHILIP  RICE,  M.D.: 

This  case  involves  a 40-year-old  woman  with 
the  very  interesting  finding  of  one  sided  exoph- 
thalmos. Her  symptoms  began  two  years  before, 
with  swelling  in  the  right  temporal  fossa,  and  six 
months  thereafter  proptosis  of  the  right  eye  be- 
gan. This  has  gradually  increased  and  also  the 
swelling  in  the  right  temporal  fossa  has  in- 
creased. There  has  likewise  been  an  increase  in 
her  headaches.  X-ray  films  demonstrate  an  in- 
creased density  in  the  right  wing  of  the  sphenoid 
bone.  There  is  no  indication  on  examination, 
nor  laboratory  work,  to  make  us  suspect  an  in- 
fective process.  Angiograms  show  no  particular 
change  in  the  cerebral  vessels. 

Unilateral  exophthalmos  can  be  due  to  pres- 
sure from  within  the  orbit,  or  through  pressure 
from  behind  the  orbit.  In  our  particular  case,  I 
think  that  we  can  immediately  say  that  the  pres- 
sure began  behind  the  orbit,  since  there  was 
swelling  in  the  temporal  fossa  before  the  exoph- 
thalmos began.  As  to  lesions  behind  the  orbit 
we  have  our  attention  immediately  directed  to 
the  right  wing  of  the  sphenoid  bone,  where 
x-rays  demonstrate  a homogenous  increase  in 
the  density  of  the  bone.  We  must  conclude  that 
there  is  a tumor  in  or  on  the  surface  of  this  bone 
that  is  responsible  for  her  condition. 

Investigations  of  tumors  found  in  this  area 
disclose  that  meningiomas  of  the  sphenoid  ridge 
are  the  commonest  tumors  in  this  area.  They  are 
flattened,  cover  considerable  area  of  the  interior 
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surface  of  the  skull  and  actively  invade  bone, 
showing  an  X-ray  densification.  They  commonly 
appear  in  the  orbital  cavity  or  the  temporal  fos- 
sa. If  near  the  sella  turcica,  it  may  be  eroded.  In 
some  cases  there  is  pressure  on  the  olfactory 
nerve,  and  sometimes  there  is  pressure  on  the 
homolateral  optic  nerve  and  in  certain  eases  the 
eye  muscle  nerves  or  even  the  trigeminal  may  be 
involved. 

The  prominent  symptoms  of  meningioma  of 
the  sphenoidal  ridge  are  first  a slowly  develop- 
ing unilateral  exophthalmos  over  a period  of 
years  without  pulsation  of  the  eye  and  without 
pain  on  pressure.  The  eye  continues  to  move 
freely,  but  occasionally  there  may  be  eye  muscle 
paralysis.  There  is  usually  some  edema  of  the 
lids  and  conjunctiva,  there  is  no  change  in  the 
visual  fields  or  the  fundi,  although  late  there 
may  be  swelling  of  the  disk.  They  also  cause  a 
slight  bulging  of  the  temporal  region,  and  occa- 
sionally uncinate  seizures  result  from  pressure 
on  the  temporal  lobe. 

The  differential  diagnosis  rests  with  the  lack 
of  pulsation  and  the  slowly  developing  protru- 
sion of  the  eye,  and  these  two  factors  rule  out 
the  many  other  possible  causes.  Syphilis  may 
cause  a similar  condition,  and  more  rarely  a met- 
astatic carcinoma  or  tuberculosis  may  be  respon- 
sible. A cavernous  sinus  thrombosis  or  an  arterio- 
venous fistula  causing  such  symptoms  would  not 
be  confused  because  of  the  severe  symptoms  in- 
volved in  these  cases.  Tumors  of  the  orbit  and 
the  optie  nerve  are  ruled  out  by  the  symptoms 
presented  in  this  case,  and  since  almost  all  the 
other  conditions  described  are  in  the  orbit  and 
not  in  the  cranial  cavity  I rule  them  all  out. 
Therefore  I think  that  this  patient  had  a menin- 
gioma of  the  sphenoidal  ridge  on  the  right  side. 
R.  LEE  FOSTER,  M.D.: 

This  is  the  case  of  a female,  40  years  of  age, 
whose  chief  complaint  is  right  exophthalmos. 
On  the  face  of  it,  this  would  seem  to  be  an  open 
and  shut  case.  In  addition,  she  has  had  a swell- 
ing in  the  right  temporal  fossa  for  two  years  with 
the  duration  of  the  exophthalmos  being  only  a 
year  and  a half.  She  has  had  other  symptoms, 
such  as  pain  over  the  right  fronto-parietal  area, 
diplopia  on  upward  gaze,  and  increase  in  lacri- 
mation  in  the  right  eye. 

X-ray  films  of  the  skull  showed  increased  den- 
sity of  the  sphenoid  bone.  It  is  not  mentioned 
whether  this  is  the  lesser  or  the  greater  wing. 


but  presumably  it  is  the  lesser  wing  which  forms 
a part  of  the  sphenoid  ridge. 

Physical  examination  was  essentially  negative 
exeept  for  some  disturbance  of  the  ocular  motor 
function  of  the  right  eye. 

We  are  confronted  then  essentially  with  the 
differential  diagnosis  of  unilateral  proptosis.  The 
causes  of  unilateral  proptosis  ean  be  classified 
under  several  headings,  each  of  which  will  be 
considered  and  eliminated,  if  possible,  from  the 
diagnostic  picture.  The  first  of  these  is  a con- 
genital unilateral  proptosis,  which,  beside  being 
relatively  rare,  does  not  apply  here  since  this  pa- 
tient developed  it  at  the  age  of  38.  There  is  a 
unilateral  proptosis  which  can  be  the  result  of 
swelling  and  edema  from  congestion  attendant 
upon  infections  of  the  area  which  may  involve 
sinuses,  the  orbit,  or  the  venous  sinuses.  Throm- 
bosis of  the  cavernous  sinus  is  very  frequently 
associated  with  a unilateral  proptosis.  I think  all 
of  these  infections  or  inflammatory  conditions 
can  be  ruled  out  in  one  fell  swoop  by  consider- 
ing that  this  patient  had  no  temperature,  no  ele- 
vation of  white  count,  and  apparently  never  has 
been  very  ill  with  this  difficulty. 

The  third  class  of  conditions  which  may  cause 
the  unilateral  proptosis  have  to  do  with  vascular 
difficulties  and  include  such  things  as  the  caver- 
nous sinus  thrombosis  mentioned  previously,  but 
including  also  such  things  as  arterio-venous  an- 
eurysm, aneurysm  of  the  orbital  vessels,  and  an 
arteriovenous  angioma.  These  can  be  logically 
disposed  of,  I believe,  by  the  essentially  negative 
cerebral  angiogram.  This  was  essentially  nega- 
tive in  respect  to  any  anomalies  or  abnormalities 
of  the  vessels  visualized  except  for  the  displace- 
ment of  the  carotid  siphon.  This  finding,  togeth- 
er with  the  mention  of  the  arterial  venous  angi- 
oma, brings  us  logically  into  the  next  category 
to  be  considered,  which  is  neoplasms  or  tumors. 

Orbital  tumors,  as  for  example,  sarcomatous 
infiltrations,  angiomas,  lipomas  and  such  can 
and  frequently  do  cause  a unilateral  proptosis.  I 
am  willingly  led,  even  if  perhaps  by  design,  into 
discarding  the  orbital  tumors  by  the  emphasis  on 
X-ray  findings  which  suggest  intracranial  tumors 
as  being  more  likely.  Several  types  of  intracrani- 
al tumors  could  be  responsible  for  the  exoph- 
thalmos. Frontal  lobe  tumors  are  sonK^iuK’s 
guilty,  although  more  rarely,  and  these  tu.-iors 
frequently  may  cause  a localized  bulging  ol  the 
cranium.  Perhaps  this  would  explain  the  swell- 
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ing  in  the  right  temporal  fossa,  but  I do  not 
think  so.  Frontal  lobe  tumors  are  quite  frequent- 
ly aecompanied  by  personality  changes  and  other 
symptoms  which  this  patient  does  not  have.  Tu- 
mors of  the  base  of  the  skull  and  parasellar 
tumors  more  frequently  give  a unilateral  exoph- 
thalmos. Increased  density  of  the  sphenoid  ridge 
seen  in  the  X-ray  causes  me  to  consider  as  first 
and  most  likely  of  the  parasellar  tumors,  a men- 
ingioma. I believe  that  this  type  of  tumor  would 
be  capable  of  causing  all  of  the  symptoms  which 
this  patient  has,  and  all  of  the  physical  and  lab- 
oratory findings  would  be  compatible  with  the 
history  of  this  patient.  They  are  usually  para- 
sagittal in  location,  develop  rather  quietly  and 
unobtrusively,  are  accompanied  by  increases  in 
bone  density  in  the  surrounding  area,  and  some- 
times increased  proliferation  of  bone.  One  other 
type  of  tumor  which  should  be  mentioned  is  a 
bony  metastasis  from  malignancy  elsewhere,  but 
we  certainly  have  no  history  or  physical  findings 
to  suggest  this  possibility.  Other  conditions 
which  may  cause  increased  bone  density  and 
which  should  be  mentioned  are  a petrositis,  an 
osteoma  or  fibrocystic  disease.  Hemangioma  of 
bone  also  occasionally  does  the  same  thing.  None 
of  these,  however,  are  quite  as  likely,  nor  do 
they  fit  the  circumstances  as  well  as  the  menin- 
gioma of  the  right  sphenoid  ridge.  My  diagnosis 
then  is  a meningioma  of  the  right  sphenoid  ridge 
producing  symptoms  by  pressure  and  probably 
successfully  removed  at  operation. 

DIFFERENTIAL  DIAGNOSIS 

DR.  DAVID  G.  COGAN:  Unilateral  exoph- 
thalmos was  the  presenting  symptom.  I shall  ask 
Dr.  Hanelin  to  show  the  X-ray  films. 

DR.  JOSEPH  HANELIN:  The  plain  films  of 
the  skull  show  pronounced  thickening  of  the 
right  sphenoid,  affecting  both  the  lesser  and  the 
greater  wings.  This  is  visible  in  the  lateral,  the 
basal  and  the  sagittal  views.  The  pineal  body  is 
only  faintly  visualized  and  is  not  obviously  dis- 
placed. The  pituitary  fossa  is  of  normal  size  and 
shape  and  shows  no  erosion.  The  right  internal 
carotid  arteriogram  demonstrates  no  abnormal- 
ity of  the  small  vessels  or  tumor  stain,  by  which 
a meningioma  can  often  be  outlined.  The  arteri- 
ogram, however,  by  no  means  excludes  meningi- 
oma, particularly  since  a serial  set  of  films  was 
not  made.  The  supraclinoid  portion  of  the  caro- 
tid artery  is  uncoiled,  straightened,  elevated  and 
displaced  slightly  posteriorly.  The  proximal  por- 


tion of  the  middle  cerebral  artery  is  also  slightly 
elevated.  There  is  no  mid-line  shift  of  the  an- 
terior cerebral  group.  The  displacement  of  the 
carotid  artery  appears  to  be  directly  related  to 
the  thickening  of  the  right  sphenoid  bone. 

DR.  GOGAN:  Gan  you  point  out  the  superior 
orbital  fissure  and  the  optic  foramen? 

DR.  HANELIN:  Unfortunately,  we  did  not 
take  any  films  of  the  optic  foramen,  nor  is  there 
a set  speeifieally  designed  to  show  the  sphenoid 
wings.  From  the  available  films,  one  can  indi- 
cate sphenoid  involvement  both  above  and  be- 
low the  superior  orbital  fissure— that  is,  the  lesser 
and  greater  sphenoid  wings  are  affeeted. 

DR.  GOGAN:  The  usual  procedure  in  these 
conferences  is  to  attempt  a seemingly  erudite 
differential  diagnosis  and  to  save  the  most  likely 
diagnosis  for  a final  coup  de  grace.  But  in  this 
case,  the  clinical  and  roentogenologic  findings 
are  so  characteristic  that  I should  like  to  reverse 
the  usual  procedure  and  discuss  what  appears  to 
be  the  most  probable  diagnosis  first,  mentioning 
alternative  diagnoses  only  in  passing. 

This  case  appears  to  be  one  of  the  meningio- 
mas that  arise  from  the  lateral  portion  of  the 
wing  of  the  sphenoid  and  are  called  meningioma 
en  plaque  (pterional  meningioma).  The  sphe- 
noidal ridge  is  the  osseous  boundary  between 
the  anterior  and  middle  cranial  fossae  made  up 
of  the  greater  and  lesser  wings  of  the  sphenoid. 
For  some  reason,  it  is  a relatively  common  site 
for  meningioma,  second  in  frequency  to  the  par- 
asagittal region. 

Meningiomas  arising  on  the  sphenoidal  ridge 
give  in  general  two  different  syndromes,  de- 
pending on  whether  they  begin  on  the  medial 
portion  or  the  outer  portion  of  the  ridge.  Those 
beginning  on  the  medial  portion  involve  char- 
acteristically the  optic  foramen  and  the  superior 
orbital  fissure,  whence  they  give  rise  to  optic 
atrophy  with  blindness,  varying  degrees  of  oph- 
thalmoplegia and  pain  and  numbness  in  the 
face.  These  medially  placed  meningiomas  may 
show  little  roentgenographic  abnormality  other 
than  erosion  of  the  clinoids  on  routine  skull  film, 
although  usually  the  presence  of  a tumor  is  evi- 
dent in  pneumoencephalograms  or  arteriograms. 
Sometimes,  the  medially  placed  tumors  are  suf- 
ficiently large  to  raise  the  intracranial  pressure, 
whence  they  give  rise  to  the  Foster-Kennedy 
syndrome  of  optic  atrophy  and  blindness  in  one 
eye  with  papilledema  in  the  other. 
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Meningiomas  arising  along  the  outer  aspect  of 
the  sphenoidal  ridge,  on  the  other  hand,  often 
give  rise  to  a different  picture.  There  is,  as  in 
this  case,  an  initial  exophthalmos  with  displace- 
ment of  the  eye  downward.  Ophthalmoplegia, 
when  it  develops,  is  characteristically  a unilat- 
eral and  isolated  paralysis  of  upward  gaze  rather 
than  a paralysis  that  follows  the  distribution  of 
any  of  the  ocular  motor  nerves.  There  is  often 
an  increased  prominence  of  and  palpable  mass 
in  the  temporal  fossa.  Optic  atrophy  and  blind- 
ness do  not  occur  until  late,  and  since  these 
meningiomas  are  slowly  growing,  this  may  mean 
that  visual  symptoms  do  not  occur  until  years 
after  the  onset  of  the  exophthalmos,  or  bulge  in 
the  temporal  fossa. 

But  the  most  distinguishing  feature  of  these 
meningiomas  of  the  outer  portion  of  the  sphe- 
noidal ridge  — the  so-called  meningioma  en 
plaque— is  the  fact  that  the  tumor  itself  may 
form  very  little  mass,  perhaps  only  a few  milli- 
meters thick,  and  yet  stimulates  in  some  way  a 
striking  overgrowth  of  bone.  In  consequence 
with  these  tumors  one  sees,  in  contrast  to  the 
medially  placed  tumors,  a tremendous  hypero- 
stosis, such  as  is  evident  in  the  present  films.  It 
is  this  hyperostosis,  rather  than  the  mass  itself, 
that  gives  rise  to  the  exophthalmos  and  telltale 
bulge  in  the  temporal  fossa.  Because  these  tu- 
mors often  form  merely  flat  and  inconspicuous 
sheets  of  tissue,  they  are  called  meningioma  en 
plaque.  Their  mass  is  so  slight  that  pneumoen- 
cephalograms show  no  appreciable  distortion  of 
the  ventricles,  and  the  arteriograms  show  little 
displacement  of  the  carotid  artery.  But  the  hy- 
perostosis evident  on  routine  films  is  so  exces- 
sive and  characteristic  that  pneumoencephalo- 
graphy is  unnecessary  for  the  diagnosis. 

The  present  case  is  typical  of  a meningioma 
en  plaque.  The  patient  was  a woman  of  40  years. 
Meningiomas  of  the  sphenoidal  ridge  occur  most 
commonly  in  women  and  most  frequently  at 
middle  age.  The  onset  in  the  patient  under  dis- 
cussion was  insidious,  with  tumor  of  the  tem- 
poral fossa  and  exophthalmos  with  preferential 
paralysis  of  upward  gaze,  but  without  visual 
loss.  Moreover,  the  X-ray  films  are  highly  char- 
acteristic. 

By  way  of  differential  diagnosis,  we  might 
mention  the  following.  Olfactory-groove  menin- 
giomas are  usually  globular  tumors  giving  rise  to 
anosmia  and  mental  changes.  They  often  pro- 


duce a Foster-Kennedy  syndrome.  There  was 
nothing  in  the  present  case  history  or  clinical 
findings  to  suggest  this  diagnosis,  and  the  X-ray 
findings  exclude  it  with  a reasonable  degree  of 
certainty.  An  osteoma  produces  a more  discreet 
area  of  calcification  and  then  usually  in  assoeia- 
tion  with  the  sinuses.  Osteomas  giving  rise  to 
exophthalmos  usually  arise  from  the  medial  as- 
pect of  the  orbit.  Osteogenic  sarcoma  is  prob- 
ably excluded  on  the  basis  of  the  slow  rate  of 
growth.  Fibrous  dysplasia  is  a possibility  that  I 
cannot  exclude  on  the  basis  of  the  clinical  find- 
ings, but  with  fibrous  dysplasia  I should  not  ex- 
pect the  uniform  hyperostosis  that  we  see  in  the 
x-ray  films  of  the  present  case. 

In  conclusion,  I have  no  good  alternative  for 
the  diagnosis  of  flat  meningioma  of  the  outer 
wing  of  the  sphenoid. 

A PHYSICIAN:  Was  a lumbar  puncture  done? 
DR.  EDWABD  P.  RICHARDSON  JR.:  There 
is  no  record  that  a lumbar  puncture  was  done  in 
this  case. 

CLINICAL  DIAGNOSIS 
Meningioma 
? Fibrous  dysplasia 
? Eosinophilic  granuloma. 

DR.  DAVID  G.  COGAN’S  DIAGNOSIS 
Meningioma  en  plaque,  outer  wing  of  sphe- 
noid. 

ANATOMICAL  DIAGNOSIS 
Meningioma  en  plaque,  outer  wing  of  sphe- 
noid. 

PATHOLOGICAL  DISCUSSION 
DR.  RICHARDSON:  Dr.  Ballantine,  will  you 
tell  us  your  findings  at  operation? 

DR.  H.  THOMAS  BALLANTINE  JR.:  First, 
I should  like  to  speak  about  this  question  of 
“pterional  meningioma”  and  “meningioma  en 
plaque.”  To  me,  a pterional  meningioma  is  one 
that  starts  in  the  pterion,  at  the  juncture  of  the 
lesser  wing  of  the  sphenoid  with  the  temporal 
wing.  These  tumors  can  be  round,  globular 
masses  and  are  not  necesarily  meningiomas  en 
plaque.  When  one  sees  a patient  that  one  sus- 
pects may  have  a meningioma  of  the  pterion,  it 
is  quite  possible  that  there  is  a considerabh’ 
larger  meningioma  in  the  anterior  fossa  or  at 
the  junction  of  the  anterior  and  middle  fossae.  1 
believed  that  this  patient  was  sufferinig  from  a 
meningioma,  either  primarily  retro-orbital  or  ol 
the  frontal  fossa  on  the  right— that  is,  if  tlic  men- 
ingioma was  a globular  mass  and  the  reaction 
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that  we  saw  in  the  X-ray  films  was  secondary 
bone  reaction. 

At  operation  through  a small,  curvilinear  in- 
cision just  posterior  to  the  right  orbit  I decom- 
pressed that  structure  to  correct  the  proptosis  of 
the  right  eye.  The  bone  in  this  region  was  thick- 
ened, firm  and  avascular,  but  no  evidence  of  tu- 
mor in  the  bone  or  over  the  floor  of  the  anterior 
fossa  was  discernible.  However,  the  intracranial 
exploration  was  not  carried  posteriorly  as  far  as 
the  optic  chiasm  or  intracranial  portion  of  the 
internal  carotid  artery. 

DR.  RICHARDSON:  The  pathological  exam- 
ination of  the  bone  tissue  removed  at  this  opera- 
tion amply  bore  out  the  correctness  of  Dr.  Co- 
gan’s  formulation  of  this  case  and  his  diagnosis. 
Most  or  a great  part  of  the  specimen  was  made 
up  of  well  differentiated  bone  tissue  with  spaces 
of  varying  size,  within  which  there  was  some- 
what loose-textured  fibrous  connective  tissue.  In 
a number  of  areas  there  were  aggregates  of  cells 
having  a homogeneous  appearance  and  grouped 
into  somewhat  rounded  clusters.  These  cells 
were  typical  of  those  forming  the  largest  group 
of  meningiomas.  This  type  of  cell  is  found  fre- 
quently in  the  leptomeninges  in  small  aggre- 
gates lying  on  the  outer  surface  of  the  arachnoid 
membrane  between  the  arachnoid  and  the  dura. 
Such  cells  are  often  called  arachnoid  cells  or 
arachnoid  cap  cells.  Japanese  investigators  in 
particular  have  studied  the  areas  of  greatest  oc- 
currence of  cells  of  this  type  and  find  them  to  be 
most  numerous  along  the  major  venous  sinuses 
of  the  skull  — the  superior  longitudinal,  lateral 
and  cavernous  sinuses— also  at  the  base  in  the 
olfactory  grooves  and  along  the  lesser  wing  of 
the  sphenoid.  These  are  regions  where  meningi- 
omas are  particularly  likely  to  occur,  and  it  is  to 
be  assumed  that  in  this  case  the  meningioma 
arose  in  the  floor  of  the  anterior  fossa  in  one  of 
these  arachnoid-cell  clusters.  It  was  a meningi- 
oma en  plaque,  in  this  case  principally  extending 
into  the  bone  itself. 

DR.  COGAN : Are  these  cells  ever  pigmented? 

DR.  RICHARDSON;  No,  they  are  not.  The 
arachnoid  melanophore  is  quite  a different  cell. 

The  local  bony  overgrowth  associated  with 
the  presence  of  meningiomas  is  well  exemplified 
here.  It  is  generally  thought  now  that  the  tumor 
tissue  acts  as  a stimulus  to  osteoblastic  activity, 
but  does  not  actually  lay  down  bone. 
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A PHYSICIAN:  What  is  the  mechanism  for 
the  exophthalmos? 

DR.  RICHARDSON:  I think  that  the  exoph- 
thalmos was  mechanical  in  this  case  and  was  the 
result  of  the  bony  overgrowth. 

DR.  COGAN : I forgot  to  mention  that  paraly- 
sis of  upward  gaze  occurs  with  these  meningio- 
mas and  does  not  follow  the  pattern  of  a nerve 
lesion  as  it  does  with  the  more  medially  placed 
meningiomas;  it  is  almost  invariably  a faulty  up- 
ward gaze,  irrespective  of  whether  the  eye  is 
turned  in  or  out,  such  as  one  would  expect  with 
a mechanical  limitation  rather  than  a neurologic 
lesion. 

A PHYSICIAN:  What  is  the  prognosis  in  this 
case? 

DR.  RICHARDSON : The  prognosis  is  reason- 
ably good,  so  far  as  this  tumor  is  slowly  growing 
and  much  of  it  has  already  been  removed.  It 
was  impossible  to  remove  all  the  neoplastic  tis- 
sue at  the  operation.  One  can  anticipate  that 
there  will  eventually  be  a recurrence,  although 
it  may  not  be  for  many  years. 

DR.  FREDERICK  H.  VERHOEFF:  If  there 
had  been  a large  tumor  mass  there,  you  would 
have  seen  it,  would  you  not.  Dr.  Ballantine? 

DR.  BALLENTINE:  Yes. 

It  should  be  noted  that  meningioma  en  plaque 
or  any  type  of  meningioma  giving  this  wide- 
spread change  in  the  sphenoid  bone  is  rare  in- 
deed. In  1952,  Castellano,  Guidetti  and  Olive- 
crona  reported  on  their  experiences  with  this 
type  of  lesion.  Of  608  intracranial  meningiomas 
seen  in  the  neurosurgical  clinic  headed  by  Pro- 
fessor Olivecrona,  only  25  were  of  the  “en 
plaque”  variety.  It  was  the  conclusion  of  these 
authors  that  radical  surgery  was  seldom,  if  ever, 
indicated. 

DR.  COGAN:  Can  you  explain  the  intermit- 
tent nature  of  the  headaches? 

DR.  RICHARDSON:  Not  with  any  success. 
One  might  assume  that  it  has  something  to  do 
with  changes  in  circulation  in  the  abnormal  tis- 
sue; I do  not  think  it  is  possible  to  give  a clear 
explanation  of  it. 

DR.  HENRY  F.  ALLEN:  I should  like  to  ask 
Dr.  Ballantine  if  the  exophthalmos  was  relieved 
by  the  operation. 

DR.  BALLANTINE:  Very  markedly;  if  one 
had  not  been  looking  for  it,  it  would  not  have 
been  noticed  when  the  patient  came  in  two 
months  post-operatively. 
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HOSPITAL  BENEFIT  ASSURANCE 

HOME  OFFICE;  FIRST  STREET  AT  WILLETTA  • PHOENIX,  ARIZONA  • ALpme  8-488t' 

BRANCH  OFFICE  507  VALLEY  NATIONAL  BUILDING  Tijc $oN , ARI ZON A • 3-9421 


MEDICAL  DIIUCTOIt 
DUKE  R.GASKINS.M.D. 


Dear  Doctor: 


RE:  Paper  Work 

Insurance  companies  sometimes  find  it  necessary  to  submit 
claim  forms  to  physicians. 

For  the  doctor,  filling  out  claim  forms  is  a time-consuming 
task  for  him  and  his  staff.  We  realise  that  many  insurance 
companies  require  quite  a number  of  claim  forms. 


HBA  is  doing  all  it  can  to  alleviate  this  chore  that  is  so 
burdensome  to  doctors.  HBA  finds  that  in  96%  of  the  cases, 
we  can  pay  the  claim  without  requiring  any  claim  forms  from 
the  doctor.  Of  course,  if  we  are  to  pay  the  doctor,  we  do 
need  a bill  from  him. 

In  this  way,  HBA  serves  both  the  doctor  and  his  patients. 

By  eliminating  time-consuming  paper  work  for  the  doctor, 

HBA  also  provides  faster  and  more  efficient  claims  service 
for  its  policyholders. 

We  hope  you,  doctor,  appreciate  the  paper  work  we  are 
eliminating  for  you.  We  do  feel  that  in  those  cases  where 
we  do  need  information  that  we  are  entitled  to  more  com- 
plete information  than  a company  asking  for  forms  on  every 
case. 


Very  truly  yours, 

HOSPITAL  BENEFIT  ASSURANCE 


Duke  R.  Gaskins,  M.D. 
Medical  Director 
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THE  STUDENT  NURSE  LOAN  FUND 


Mrs.  D.  A.  Poison 
S.N.L.F.  Committee  Chairman, 
Phoenix,  Arizona 


The  student  Nurse  Loan  Fund  eontinues 
to  grow.  Sinee  1950,  38  student  nurses  have 
taken  advantage  of  our  loans.  The  total  amount 
of  money  involved  is  $11,275.  Twenty  of  our 
loanees  have  graduated  to  date,  and  12  of  these 
nurses  have  repaid  their  loans  in  full.  The  re- 
mainder are  repaying  on  a monthly  basis.  Dur- 
ing the  seven  years  of  the  loan  fund  operation, 
three  students  out  of  the  total  38  dropped  out  of 
school  to  be  married;  one  of  these  lives  in  San 
Anselmo,  Calif.,  now  and  hopes  to  continue  in 
nursing  school  at  a later  date. 

Our  nurses  graduating  in  the  fall  of  1957, 
were  as  follows:  Lydia  Zuniga,  R.N.  and  Myra 
Rigging,  R.N.,  from  St.  Joseph’s  School  of  Nurs- 
ing; Sylvia  Espinoza,  R.N.  and  Frances  Zappia, 
R.N.,  from  St.  Mary’s  School  of  Nursing.  Both 


Lydia  and  Myra  were  regarded  highly  by  the 
personnel  in  St.  Joseph’s  nursing  office.  Lydia 
repaid  her  loan  in  full  in  November.  When 
graduating  from  St.  Mary’s,  Sylvia  Espinoza  re- 
ceived the  Francis  D.  Alikonis  memorial  achieve- 
ment plaque  for  the  most  outstanding  perform- 
ance as  a student  nurse  in  theory  and  practice. 
She  was  to  have  enlisted  in  the  U.  S.  Navy  Nurse 
Corps  in  January.  Frances  Zappia  was  men- 
tioned as  graduating  with  distinction.  She  plans 
to  work  part  time  at  St.  Mary’s  Hospital  and  also 
attend  the  University  of  Arizona’s  program  for 
graduate  nurses. 

Three  of  our  graduate  nurses  obtained  degrees 
in  post  graduate  work.  Belen  Alvidrez  has  a de- 
gree in  nursing  education;  Elizabeth  Vance  a 
degree  in  public  health;  La  Verne  Timeche  also 


Enrolled  at  Good  Samaritan  School 
Stahl  of  Glendale,  Arizona. 


of  Nursing:  Coralee  Caplan  of  Woodruff,  Arizona  (left)  and  Barbara 
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has  a degree  in  public  health.  La  Verne  is  work- 
ing with  Navajo  Indians  in  the  northern  part  of 
the  state. 

The  pictures  below  show  five  freshmen  who 
received  scholarship  loans  from  the  women’s 
auxiliary,  enabling  them  to  enter  nursing  school 
this  past  fall. 

Two  other  students  received  additional  schol- 
arship loans  from  the  auxiliary  in  September  to 


Enrolled  at  St.  Mary’s  School  of 
Nursing:  Esther  Alcaraz,  Tucson,  Ari- 
zona. 


assist  them  during  their  final  18  months  in  nurs- 
ing school.  Space  will  not  permit  pictures  of 
these  two.  They  are  Charlene  Hicks  from  Pres- 
cott, and  Edna  Niccum  from  Glendale.  Both 
nurses  are  enrolled  in  Good  Samaritan  School  of 
Nursing. 

We  wish  these  students  success  in  their  ca- 
reers both  during  their  time  in  nursing  school, 
and  later. 


Enrolled  in  St.  Joseph’s  School  of 
Nursing:  Sharon  Johnson  of  Phoenix 
(left)  and  Amelia  Saenz  of  Clifton, 
Arizona. 


ARIZONA’S  LEADING  MEDICAL 

BUILDING^ 


PLENTY  OF  FREE  PARKING 


550  W.  THOMAS  ROAD,  PHOENIX,  ARIZONA 


ing 

PHONE  AM  6-0579 
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RE¥IEWS 


METHODS  OF  GROUP  PSYCHOTHERAPY 

by  Raymond  J.  Corsins.  251  pages.  (1957)  Blakiston-McGraw- 
Hill.  $6..50. 

An  excellent  survey  skillfully  directs  readers 
through  the  maze  of  literature  in  this  field.  His- 
torically sound,  it  is  complete  with  an  excellent 
bibliography  and  list  of  visual  aids. 

Stacey’s  Medical  Books,  San  Francisco,  California. 
ANESTHESIA,  A MANUAL  FOR  STUDENTS  AND  PHYSICIANS 
by  Stuart  C.  Cullen,  M.D.  5th  ed.  295  pages.  Illustrated.  (1957) 
Year  Book.  $5.-50. 

Revised  and  up  to  date,  the  newer  concepts 
in  anesthesiology  are  here,  including  a revised 
chapter  on  depressant  drugs  all  presented  suc- 
cinctly with  illustrations  and  bibliographies.  It 
is  intended  for  medical  students,  part  time  anes- 
thetists, and  general  practitioners. 

Stacey’s  Medical  Books,  San  Francisco,  California. 

MODERN  PERINATAL  CARE 

by  Leslie  V.  Dill,  M.D.  309  pages.  (1957)  Appleton-Centuiy- 
Crofts.  $6.50. 

An  associate  clinical  professor  of  obstetrics 
and  gynecology,  Georgetown,  crystallizes  mod- 
ern thought  on  the  care  of  women,  antepartum 
and  postpartum.  The  topics  include:  abortion, 
pelvic  mensuration,  the  fourth  stage  of  labor, 
and  complications  of  pregnancy  due  to  heart 
disease,  diabetes  mellitus,  thyroid  disorders,  tu- 
berculosis, and  venereal  diseases. 

Stacey’s  Medical  Books,  San  Francisco,  California. 

CHILD  PSYCHIATRY 

by  Leo  Kanner,  M.D.  3rd  ed.  777  pages.  (1957)  Thomas.  $8.50. 

This  third  edition  of  this  landmark  in  child 
psychiatry  has  been  completely  revised  and  se- 
lectively pmned.  The  result  will  undoubtedly 
extend  its  life  through  another  series  of  print- 
ings by  preserving  its  prestige  as  one  of  the  best 
all-around  texts  in  the  field. 

Stacey’s  Medical  Books,  San  Francisco,  California. 

THE  HANGOVER 

by  Benjamin  Karpman,  M.D.  531  pages.  Illustrated.  (1957) 
Thomas.  $9.50. 

A clinical  study  of  a common  medical  entity 
rarely  discussed,  presents  analytically  detailed 
cases.  Experts  may  be  interested,  but  the  pres- 
entation is  too  complicated  and  impractical  for 
the  average  practitioner. 

Stacey’s  Medical  Books,  San  Francisco,  California. 

ORTHOPEDICS  FOR  THE  GENERAL  PRACTITIONER 
by  Wdham  E.  Kenney,  M.D.,  and  Carrol  B.  Larson,  M.D.  413 
pages.  Illustrated.  (1957)  Mosby.  $11.50. 

Common  problems  and  their  management  are 
illustrated.  Reference  to  them  is  easy.  Separate 
chapters  consider  each  anatomical  region,  child- 
hood orthopedic  disorders,  bone  infections,  ar- 
thritis, bone  tumors,  and  unusual  diseases  of  the 
bone.  Notes  on  management  are  specific.  The 
bibliography  is  abbreviated  but  the  index  is 
good. 

Stacey’s  Medical  Books,  San  Francisco,  California. 


CYTOLOGIC  TECHNICS  FOR  OFFICE  AND  CLINIC 

by  H.  E.  Neiburgs,  M.D.  233  pages.  Illustrated.  (1957)  Grune  & 

Stratton.  $7.75. 

An  expert  in  cancer  from  New  York,  develops 
a test  for  the  Papanicolaou  technique  for  the 
examination  of  slides  made  from  swabs  to  detect 
cancer  in  the  early  stages.  The  use  of  these 
techniques,  now  extended  far  beyond  gynecol- 
ogy, is  probably  dubious  practice  for  the  office, 
but  a knowledge  of  the  scope,  specimens  need- 
ed, and  machinery  behind  the  report  is  well 
worth  a little  time. 

Stacey’s  Medical  Books,  San  Francisco,  California. 

CLINICAL  GASTROENTEROLOGY 

by  Eddy  D.  Palmer,  M.D.  6-30  pages.  Illustrated.  (1957)  Hoeber- 
Harper.  $18..50. 

Each  chapter  considers  an  organ  and  its  dis- 
eases in  terms  of  clinical  manifestations,  etiology, 
pathology,  diagnostic  tests,  therapy,  and  prog- 
nosis. New  tests,  techniques,  and  treatments  are 
stressed.  The  author,  a lieutenant  colonel.  Medi- 
cal Corps,  United  States  Army,  writes  from  the 
standpoint  of  office  and  bedside  medicine. 

Stacey’s  Medical  Books,  San  Francisco,  Cahfomia. 
PSYCHOPATHIC  PERSONALITIES 

by  Harold  Palmer,  M.D.  179  pages.  (1957)  Pbilosopbical  Li- 
brary. $4.75. 

The  author,  a British  psychiatrist,  presents  a 
sort  of  textbook  of  psychiatry  under  a title  mis- 
leading to  Americans.  “Psychopathic”  to  him 
means  mentally  ill  without  reference  to  aberra- 
tions in  character.  He  covers  the  standard  con- 
ditions in  a standard  way. 

Stacey’s  Medical  Books,  San  Francisco,  CaUfonua. 
THERAPEUTIC  EXERCISE:  For  Body  Alipiment  and  Function 
by  Marian  Williams  and  Catherine  Worthingham.  127  pages. 
Illustrated.  (1957)  Saunders.  $3.50. 

Corrective  procedures  best  suited  to  clinical 
application  are  discussed  in  terms  of  basic  func- 
tional anatomy.  The  text  is  concerned  with  se- 
lection and  analysis  rather  than  with  the  intro- 
duction of  new  techniques. 

Stacey’s  Medical  Books,  San  Francisco,  CaUfomia. 

1956-57  YEAR  BOOK  OF  CANCER 

by  Randolph  L.  Clark,  Jr.  M.D.,  and  Russell  W.  Cumley.  572 
pages.  Illustrated.  (1957)  Year  Book.  $7.50. 

With  outstanding  editorial  supervision,  ab- 
stracts of  current  leading  articles  in  the  world 
literature  cover  all  phases  of  research  and  clin- 
ical management.  The  detailed  abstracts  have 
the  usual  compactness  and  careful  indexing  that 
distinguishes  all  Year  Books. 

Stacey’s  Medical  Books,  San  Francisco,  California. 

FLUID  BALANCE  IN  SURGICAL  PRACTICE 

by  L.  P.  LeQuesne,  F.R.C.S.  2nd  ed.  140  pages.  Illustrated. 

(1957)  Year  Book.  $3.75. 

Fluid  and  electrolyte  management  in  surgery 
is  concisely  discussed,  both  as  to  theory  and  as 
to  clinical  applications.  Case  illustrations,  bibli- 
ography, and  index  are  all  included. 

Stacey’s  Medical  Books,  San  Francisco,  California. 
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BONADOXIN  brings  relief  to  88.1% 
of  patients ...  often  within  a few  hours.*-* 
But  it  does  not  produce  drowsiness,  or 
side  effects  associated  with  over-potent 
antinauseants.  With  safe  BONADOXIN, 
“toxicity  and  intolerance,,.[is]  zero."* 


..IT  DOESN’T  STOP  THE 


PATIENT 


BONADOXIN* 

STOPS  MORNING  SICKNESS ...  BUT 


. . . and  for  a nutritional  buildup  % 
plus  freedom  from  leg  cramps* 

STORCAVITE’ 


Is  she  blue  at  breakfast?  Prescribe 
BONADOXIN.  Usually  just  one  tablet  at 
bedtime  stops  nausea  and  vomiting 
of  pregnancy . . . 


I?  phosphate-free  calcium,  10  essential 
h Vitamins,  8 important  minerals. 

I Bottles  of  100. 

‘due  to  calcium-phosphorus  Imbalance^ 


and  just  one  supplies  the  a 

full  50  mg.  of  pyridoxine.  S| 

EACH  TABLET  CONTAINS; 

MECLIZINE  HCI . . 25  mg. 

PYRIDOXINE  HCI 50  mg. 


NEW  YORK  17,  NEW  YORK 
Division,  Chas.  Pfizer  & Co.,  Inc. 


Bottles  of  25  and  100. 

References:  1.  Groskloss,  H.  H.,  et  al:  Clin. 
Med.  ^:885  (Sept.)  1955.  2.  Goldsmith,  J.  W.t 
Minnesota  Med.  40:99  (Feb.)  1957. 
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THE  BIRTCHER  CORPORATION 

Department  ^RM-258 

4371  Valley  Blvd.,  Los  Armeies  32,  California 

O Send  me  a copy  of  “Medical  Ultrasonics  in  a Nutshell” 

Q I would  like  a demonstration  in  my  office. 

Dr 

Address 

City Zone State 


She's  Been 


She’s  just  one  of  more  than  a million  patients  who  have  been  treated  with 
Ultrasound  by  the  more  than  20,000  physicians  using  Ultrasonics  in  their 
practices.  If  you  are  thinking  of  buying  an  Ultrasonic  examine  the 

mechanical  features : look  at  the  transducer.  Is  it  adaptable  (adjustable) 
to  all  five  of  the  recommended  treatment  positions  ? Is  the  crystal  small 

enough  (5CM^  is  the  experts’  choice)  to  treat  the  concave  areas  ? Is  the 
electronic  circuit  stable  so  that  output  remains  constant  throughout 

treatment  ? Is  the  dosage  always  what  reads  on  the  meter  ? Is  the 
manufacturer  experienced  in  producing  equipment  for  the  medical 

profession  ? Does  he  have  dealers  everywhere  to  give  you  service  when 
you  need  it?  You  owe  it  to  yourself  to  know  the  answers  to  these  questions. 

In  all  sincerity  we  believe  that  every  Birtcher  MEGASON  Ultrasonic 
(there  ai*e  four  models,  you  know)  will  meet  your  every  qualification. 


64  page  booklet 
“Medical  Ultrason- 
ics in  a Nutshell” 
answers  25  com- 
monly asked  ques- 
tions about  ultra- 
sound and  contains 
abstracts  of  several 
medical  journal 
articles. 


THE  BIRTCHER  CORPORATION 

4371  Valley  Blvd.,  Los  Angeles  32,  California 


OFFICE  EQUIPMENT 

1636  NORTH  CENTRAL 

(just  north  of  McDowell) 


WAYLAND 

PRESCRIPTION  PHARMACIES 

TWO  FINE  STORES 

North  Central  Medical  Bldg. 
2021  N.  Central 
and 

Professional  Building 
13  E.  Monroe 

Phoenix,  Arizona 

FREE  DELIVERY 
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Im PoJiM,,.  .give  real  relief: 


A.R  C.*'™ 


Demerol 


Exciblat&t  Dm: 

Aspirin  200  mg.  (3  grains)  i „ n tablets 

Phenacetin  150  mg.  (2V2  grains)  ' ^ laoieis. 

Ca«eine  30  mg.  {1/2  grain)  tlarcofk  blank  reauired 

Demerol  hydrochloride. ...  30  mg.  (V2  grain)  ^ 

Potentiated  Pain  Relief 

WINTHROP  LABORATORIES 

New  York  18,  N.  Y.  • Windsor,  Ont. 

Demerol  (brand  of  meperidine), 
trademark  reg.  U.S.  Pat.  Off. 


Established  1904 


Medical  Director,  Charles  W.  Thompson,  M.D.,  F.A.C.P. 
STAFF 

Clifton  H.  Briggs,  M.D.,  F.A.C.S. 


Ethel  Fanson,  M.D.,  F.A.C.P. 
Douglas  R.  Dodge, 'M.D. 
Herbert  A.  Duncan,  M.D. 


Kenneth  P.  Nash,  M.D. 
Stephen  Smith  III,  M.D. 
Harriet  Hull  Smith,  M.D 
John  W.  Little,  M.D. 


PASADENA,  CALIFORNIA 


first  flight 

"Without  trust  in  Daddy’s  strong  arms,  fear  would 
blot  out  the  fun  of  first  flight.  But  because  Daddy’s 
smiling,  loving  face  is  below,  life  adds  a thrilling 
new  dimension,  founded  in  love  and  trust. 

All  our  adventures  begin  in  and  come  home  tO 
the  security  we  cannot  do  without. 


To  give  and  to  get  security  is  the  main  business 
of  living.  It  is  a privilege  and  a responsibility. 

It  provides  us  life’s  finest  rewards. 

Have  you  ever  thought  that  this  security  is 
possible  only  in  a democracy?  And  that  this  is  the 
source  of  America’s  greatest  strength?  For  we 
continue  to  grow  stronger  as  a nation  when  more 
and  more  secure  homes  are  bulwarked  together. 

The  security  of  your  country  depends  on 
your  security. 


Saving  for  security  is  easy!  Read  every  word— now! 


If  you’ve  tried  to  save  and  failed, 
chances  are  it  was  because  you  didn’t 
have  a plan.  Well,  here’s  a savings  sys- 
tem that  really  works— the  Payroll 
Savings  Plan  for  investing  in  U.S. 
Savings  Bonds.  This  is  all  you  do.  Go 
to  your  company’s  pay  office,  choose 
the  amount  you  want  to  save— a couple 
of  dollars  a payday,  or  as  much  as  you 
wish.  That  money  will  be  set  aside  for 
you  before  you  even  draw  your  pay. 


And  automatically  invested  in  Series 
“E”  U.S.  Savings  Bonds  which  are 
turned  over  to  you. 

If  you  can  save  only  $3.75  a week  on 
the  Plan,  in  9 years  and  8 months  you 
will  have  $2,137.30. 

United  States  Series  “E”  Savings 
Bonds  earn  interest  at  an  average  of 
3%  per  year,  compounded  semiannu- 
ally, when  held  to  maturity!  And  they 


can  go  on  earning  interest  for  as  long 
as  19  years  and  8 months  if  you  wish, 
giving  you  a return  of  80%  on  your 
original  investment! 

Eight  million  working  men  and 
women  are  building  their  security  with 
the  Payroll  Savings  Plan.  For  your 
sake,  and  your  family’s,  too,  how  about 
signing  up  today?  If  you  are  self- 
employed,  ask  your  banker  about  the 
Bond-A-Month  Plan. 


The  V.S.  Government  does  not  pay  for  this  advertisement.  It  is  donated  by  this  publication  in 
cooperation  with  the  Advertising  Council  and  the  Magazine  Publishers  of  America, 
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for  '“This  Wormy  World’’ 


Pleasant  tasting 

‘ANTEPARL 

PIPERAZINE 

SYRUP  • TABLETS  • WAFERS 

Eliminate  PINWORMS  IN  ONE  WEEK 
ROUNDWORMS  IN  ONE  OR  TWO  DAYS 

PALATABLE  • DEPENDABLE  • ECONOMICAL 

^ANTEPAR^  SYRUP  ~ Piperazine  citrate,  lOO  mg.  per  ce. 
‘ANTEPAR’  TABLETS  — Piperazine  Citrate,  250  or  500  mg.,  scored 
‘ANTEPAR’  WAFERS  - Kp  erazine  Phosphate,  500  mg. 

Literature  available  on  request 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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J.  FREE  One-Hour  VALIDATED  PARKING 

For  Patients 


PROFESSIONAL 

BUILDING 


The  Southwest's  Foremost 
MEDICAL-DENTAL  CENTER 


in 


the 


A modern,  streamlined  structure  . 
heart  of  the  downtown  shopping  district  . . . 
attracts  patients  from  every  point  of  the  com- 
pass . . . immediately  accessible  to  banks, 
stores,  legal  firms,  theaters  and  restaurants 
. . . adjacent  to  all  transportation  facilities  . . . 
one  of  the  best  known  landmarks  in  the  Valley 
of  the  Sun! 


MONROE  AT  CENTRAL 


Free  one-hour  validated  parking  at  VNB  Car-Park, 
First  St.  and  E.  Van  Buren,  for  patients. 


INDEX  TO  ADVERTISERS 


Abbott  Labs (8-9A)  Insert  9-13A 

American  Dairy  Ass’n.  of  Arizona 152 

Ames  Co 30A 

Ayerst  Laboratories 22 A 

Birtcher  Corp 44A 

Paul  Boyajian  & Assoc 145 

Boyle  & Co 14-15A 

Burroughs  Wellcome  & Co .26A,  38A,  47A 

Camelback  Sanatorium  52 A 

G.  M.  Case  Lab 16A 

Corn  Products  24A 

Diagnostic  Laboratory  49 A 

Endo  Labs 17A 

Franklin  Hospital  16A 

General  Electric  136 

Groves  Surgical  Supply 8A 

Hughes  Caliban  Corp 134 

Hobby  Horse  Ranch  School  16A 

K.  B.  Surgical  Co 131 

Lakeside  Laboratories 4A 

Las  Encinas  45A 

Lederle  Laboratories. 27-29A,  39A,  110-111,  126-127 


Maico  of  Phoenix 131 

Massaglia  Hotels  ....34 A 

Mead  Johnson  & Co 36A 

Medical  Center  X-ray  Lab 50A 


Medical  & Dental  Finance  Bureau  159 

Merck,  Sharp  & Dohm. . . .e  ...  .2-3A,  34-35A,  119 
A.  L.  Moore  & Sons 22A 

North  Central  Lab 50A 

Park  Central  Medical  Building  161 

Parke  Davis  & Co 1 A 

Chas.  Pfizer  Labs 25A 

Physicians’  Casualty  Ass’n 16A 

Professional  Building  48A 

Professional  X-ray  Lab 49 A 

Reed  & Carnick  35A 

Riker  Labs 21 A 

A.  H.  Robins  20A,  37A,  140-141 

J.  B.  Roerig  & Co 19A,  MA,  43A 

Ryan-Evans  Drugs  147 


Sobering  Corp 40-41  A,  120-121 

Schieffelin  & Co 22A 

G.  D.  Searle  113 

Shelley  Professional  33 A 

Smith-Dorsey  Co 23 A 

Smith,  Kline  & French  Back  Cover 

Squibb  & Sons  18A 

Upjohn  & Co (20-21A)  Insert 

Wallace  Laboratories  Insert  (16-17A) 

Walsh  Bros 44 A 

Wayland’s  44A 

Wine  Advisory  Board 32A 

Winthrop  Labs 131,  45A 
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OC-^a^  atuf  ClMeal 


507  Profsesional  Bldg. 

Phoenix,  Arizona 
Phone  ALpine  3-4105 

AND 

HHedtcal  Cemtef  ain4  Clinical  iahctaUf^ 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

DIAGNOSTIC  X-RAY  X-RAY  THERAPY 

RADIUM  THERAPY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARIOGRAPHY  BASAL  METABOLISM 


92  X cc  ^ jj-oster^  <2).,  ^t^irector  <.yPlat‘tin  <23.,  ^^^ajiologist 

Diplomate  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 


East  McDowell  Medical  Building  Telephone 

1130  E.  McDowell  Road  ALpine  8-1601 

PHOENIX,  ARIZONA 


A Complete  Analytical  and  Laboratory  Service  To  The  Medical  Profession  of  Arizona 


Protein  Bound  Iodine 

Rh  Antibody  Titres 

DIAGNOSTIC  X-RAY 

Blood  Cholinesterase 

Quantitative  Serology 

Pelvimetry 

17-Ketosteroids 

Heterophile  Titres 

Salpingography 

Corticosteroids 

Autogenerous  Vaccines 

Bronchography 

Phosphatases 

Hematology 

Intervenous  Cholecystography 

Vitamin  Determinations 

Bacteriology 

Myelography 

Blood  Volume 

Parasitology 

RADIO  ISOTOPE 

Blood  pH  Values 

Gastric  Analysis 

DIAGNOSIS  & THERAPY 

Electrolytes 

Friedman  Tests 

Radio  Iodine 

Toxicology 

Frog  Pregnancy  Tests 

Radio  Phosphorus 

Autopsies 

Mycology 

Chromic  Radio  Phosphate 

Papanicolaou  Stains 

Enzyme  Chemistry 

Radio  Cobalt 

Liver  Function  Tests 

Spectroscopic  Analysis 

Radio  Strontium 

Porphyrins 
Streptolysin  Titres 

Vitamin  B-12,  Cobalt  60  for 
Pernicious  Anemia  Diagnosis 

X-RAY  & RADIUM  THERAPY 

Maurice  Rosenthal,  M.D. 

Marcy  L.  Sussman,  M.D. 

Seymour  B.  Silverman,  M.D. 

George  Scharf,  M.D. 

Diplomate,  American 
Board  of  Pathology 

• 

Diplomate,  American 
Board  of  Radiology 

• 

Diplomate,  American 
Board  of  Pathology 

• 

Diplomate,  American 
Board  of  Pathology 

50A 


Arizona  Medicine 


Fehniary,  1958 


RADIOLOGY 


Douglas  D.  Gain,  M.D. 

Diplomate 
American  Board  of 
Radiology 


John  W.  Kennedy,  M.D. 

Diplomate 
American  Board  of 
Radiology 


Alpine  3-4131 


NORTH  CENTRAL  MEDICAL 
LABORATORY 


2021  North  Central  Avenue  * Phoenix,  Arizona 

COMPLETE  RADIOLOGICAL  AND  PATHOLOGICAL  SERVICES 

PATHOLOGY 


Maurice  Rosenthal,  M.D. 

Diplomate 
American  Board  of 
Pathology 


George  Scharf,  M.D. 

Diplomate 
American  Board  of 
Pathology 


Seymour  B.  Silverman,  M.D. 

Diplomate 
American  Board  of 
Pathology 


Professional  X-ray  and  Clinical  Laboratory 

Successor  To 

PATHOLOGICAL  LABORATORY 
507  Professional  Bldg. 

Phoenix,  Arizona 
Phone  ALpine  3-4105 

R.  LEE  FOSTER,  M.D.  MARTIN  L.  LIST,  M.D. 


MEDICAL  CENTER  X-RAY  AND 
CLINICAL  LABORATORY 


1313  N.  Second  St. 
Phoenix,  Arizona 


Phone  ALpine  8-3484 


R.  LEE  FOSTER,  M.D. 


MARTIN  L.  LIST,  M.D. 


DOCTORS'  DIRECTORY 


DOCTORS'  CENTRAL  DIRECTORY 

Helen  M.  Barrasso,  R.N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 
CALL  EA  5-1551 
At  Your  Service  24  Hours  Daily 
1321  East  Lee  Street  Tucson,  Arizona 

"Established  1932" 


NURSES'  DIRECTORY 


DISTRICT  NO.  1 

ARIZONA  STATE  NURSES  ASS'N 

MRS.  MARJORIE  E.  KASUN,  R.N. 

Registrar 

Nurses'  Professional  Registry 

703  Professional  Bldg.  — Phoenix  — ALpine  4-4151 


ARIZONA  SOCIETY  OF 
MEDICAL  TECHNOLOGISTS 

Placement  service  for  all  physician  and  hospitals 
requiring  registered  (ASCP)  medical  technologists 
Mrs.  Marian  Hannah,  M.T.  (ASCP),  Placement  Director 
507  Professional  Building,  Phoenix,  Arizona 

CLINIC  DIRECTORY 

J.  T.  O'NEIL,  M.D. 

R.  F.  SCHOEN,  M.D. 

H.  B.  LEHMBERG,  MD. 

W.  H.  FORD,  M.D. 

R.  F.  LAMB,  M.D. 

Casa  Grande  Clinic  Phone  4495 

Casa  Grande,  Arizona 

THE  ORTHOPEDIC  CLINIC 
Orthopedic  Surgery 

W.  A.  Bishop,  Jr.,  M.D.,  F.A.C.S. — A.  L.  Swenson,  M.D.,  F.A,C,S, 
Ray  Fife,  M.D. —Sidney  L.  Stovall,  M.D.,  F.A.C.S. 

Thomas  H.  Taber,  Jr.,  M.D. 

Diplomates  of  the  American  Board  of  Orthopedic  Surgery 
2620  N.  3rd  St.  - AL  8-1586  — Phoenix,  Arizona 
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THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

321  Heard  Bldg.  Phone  ALpine  3-4317 

PHOENIX,  ARIZONA 

tScoitaJale  call 
Lute's  Scottsdale  Pharmacy 

For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1st  National  Bank 

MODERN  RX  PHARMACY 

TELEPHONE  20 

NOGALES  ARIZONA 

Your  Prescription  Store 

DIERDORF  PHARMACY 

Phone  BR  5-5212 

2315  N.  24th  St.  Phoenix,  Arizona 

Milburn  F.  Dierdorf 

LAIRD  & DINES 

The  REXALL  Store 
Reliable  Prescription  Service 
woodland  7-2922  Mill  Ave.  & 5th 

Tempe,  Arizona 

OSBORN  PHARMACY 

Cooled  by  Refrigeration 

Fountain  Service  — Prescriptions  — Cosmetics  — Free  Delivery 
Ralph  Thurman 

3341  N.  19th  Ave.  - Phone  AM  6-4508  - CR  4-1256 
Phoenix,  Arizona 

JOHNSON'S  DRUG  STORE 

PRESCRIPTIONS 
"Service  you  will  like" 

Corner  Speedway  and  Park  Avenue 
Phone  MA  2-8865  Tucson,  Arizona 

THIS  SPACE  FOR  SALE 

ARIZONA  MEDICINE 

321  Heard  Bldg. 

Phone  ALpine  3-4317  PHOENIX,  ARIZONA 

EVERYBODY'S  DRUG  COMPANY 

Prescription  Druggists 
Phones:  WO  4-4587  — WO  4-4588 
Mesa,  Arizona 

PULLINS 

Prescriptions 
400  E.  Glendale 
Phone  YE  7-9848 
Glendale,  Arizona 

STONE  AND  3RD  PHARMACY 

749  N.  Stone  - Phone  MA  3-6041 

ENCANTO  PARK  DRUG  CO. 

3352  E.  Speedway  — Phone  EA  5-3102 
Tucson,  Arizona 

SRUTWA  PHARMACY 

Phone  CRestwood  7-7605 

Cas.  H.  Srutwa  — P.  C.  Srutwa 
4234  E.  Indian  School  Road 
PHOENIX,  ARIZONA 

SUNNYSLOPE  PHARMACY 

7th  & Dunlap  — Sunnyslope,  Arizona 
Wl  3-3454  - Wl  3-4312 

The  most  complete  Prescription  Dept,  in  Sunnyslope. 
Member  American  Pharmaceutical  Association 
Member  Arizona  Pharmaceutical  Association 

BUTLERS  REST  HOME 

• Bed  Patients  and  Chronics. 

• Excellent  Food. 

• Television. 

• State  Licensed. 

• 24  Hour  Nursing  Care 

802  N.  7th  St.  Phoenix,  Arizona 

Telephone  AL  3-2592 

GLENDALE  NURSING  HOME 

Arizona  newest,  modern  nursing  home. 

• Convalescent  • 24  Hour  Nursing  Care 

• Custodial  • Special  Diets.  Quiet. 

Lat.  16%  and  Glendale  Avenue 
Phones:  AMherst  6-7001  — YEllowstone  7-7064 
Glendale,  Arizona 
(Ray  and  Ruth  Eckel) 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

321  Heard  Bldg. 

Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 


WILLIAMS  CONVALESCENT  HOME 

Hospital  Care  With  Home  Atmosphere 
(Member  Arizona  Association  Nursing  Homes  Inc.) 
Licensed  Nurses  — Special  Diets  — Oxygen  & Intravenous 
Refrigerated  Air  Conditioning  (Individually  Controlled) 
Bed-Ambulatory  Patients 

AM  5-4185  — 1608  E.  Meadowbrooks  Ave.  — Phoenix 

BETHANY  REST  HOME 

Effie  V.  Davis,  Owner  Operator 
CRestwood  4-4112  — 126  E.  Bethany  Home  Road,  Phoenix 
Bed  Patients,  Chronic  Conditions,  Senile  & Ambulatory. 

HILLCREST  SANATORIUM 

Established  1921 

•General  Medical  • Acute  or  Chronic 

• Orthopedic  • Convalescent 

• Post-Operative  • Geriatric 

• Medical  Doctor  of  your  choice 
24  hr.  Skilled  Nursing  — New,  Modern  Facilities 
Phones;  MA  4-1562  - MA  3-1391 
No.  3rd  Ave.  & Adams  Tucson,  Arizona 

Alberta  M.  Lovett 

Katharine  Schmid  Charles  Schmid 
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AND  HOSPITAL 


SANATORIUM  AND  HOSPITAL  WITH  MODERN 
TREATMENT  EQUIPMENT  IN  THE  EXCLUSIVE  CAMELBACK  MOUNTAIN 
RESORT  AREA  ...  15  MINUTES  FROM  DOWNTOWN  PHOENIX. 


LANDSCAPING  AND  10  ACRES  OF  CITRUS  GROVES  ADD 
TO  THE  GUEST  RANCH  ATMOSPHERE  OF  CAMELBACK  SANATORIUM 
AND  HOSPITAL. 


AIR  CONDITIONING  AND  SOUND  PROOF 
^ UNITS  CREATE  RESTFUL  LIVING  CONDITIONS. 


AND  RECREATIONAL  THERAPY  PROGRAMS 
STAFFED  WITH  SPECIALIZED  PERSONNEL  HELP  COMPLETE  YOUR 
PATIENT’S  RECOVERY. 


Y PATIENT  IS  UNDER  CONTINUOUS  REGISTERED  NURSE 
SUPERVISION  TO  MAKE  SURE  YOUR  ORDERS  ARE  PROFESSIONALLY 
CARRIED  OUT. 


YOUR  INQUIRIES  ARE  WELCOME 


OTTO  L.  BENDHEIM,  M.D.,  F.  A.P.A. 
Medical  Director 


AND  HOSPITAL 


5055  NORTH  THIRTY  FOURTH  STREET 
PHOENIX  . ARIZONA 
AMherst  6-7238 
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EYE,  EAR,  NOSE  and  THROAT 

DOUGLAS  W.  FRERICHS,  M.D. 

Diplomate  American  Board  of  Otolaryngology 
EAR,  NOSE,  AND  THROAT 
RHINOPLASTIC  SURGERY  BRONCHOSCOPY 
1130  E.  McDowell  Rd.  — Phone  Alpine  4-5068 
Phoenix,  Arizona 


ROBERT  F.  LORENZEN,  M.D. 

B.Sc.,  M.Sc.  (Med.) 

Diplomate  American  Board  of  Ophthalmology 
Practice  limited  to  Ophthalmology 
Park  Central  Medical  Building 
550  W.  Thomas  Road  (139  Patio  D) 
Phone  AM  5-2701  Phoenix,  Arizona 


JOHN  J.  McLOONE,  M.D. 
F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Otolaryngology 
Park  Central  Medical  Building 
550  W.  Thomas  Rd.  — 124-Patio  C 
Telephone  CRestwood  4-3511 
Phoenix,  Arizona 

JOHN  S.  MIKELL,  M.D. 

Ear,  Nose  and  Throat  Bronchoscopy 
2508  E.  6th  Stf>eet 

Phone  EA  5-7191  — Tucson,  Arizona 

THIS  SPACE  FOR  SALE 
write  to 

ARIZONA  MEDICINE 

321  Heard  Bldg.  Phone  Alpine  3-4317 

PHOENIX,  ARIZONA 

ROY  E.  BURGESS,  M.D. 

Ophthalmology 

Diplomate  American  Board  of  Ophthalmology 

822  Professional  Bldg.  — 15  E.  Monroe  St. 
Alpine  3-5604  — Phoenix,  Arizona 

DERMATOLOGY 

GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 
Phone  Alpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 


WILLIAM  SNYDER,  M.D. 

Diplomate  of  the  American  Board  of  Dermatology 

Diseases  of  the  Skin 
Skin  Cancer  — Cutaneous  Allergy 
2021  N.  Central  Ave.  — Alpine  3-8383 
PHOENIX,  ARIZONA 


SAM  M.  MACKOFF,  M.D. 

Diseases  of  the  Skin 

Room  808  - Professional  Building  — 15  E.  Monroe  St. 

Office:  Al  2-0379  — Phoenix,  Arizona 


PSYCHIATRY  and  NEUROLOGY 

OTTO  L.  BENDHEIM,  M.D. 

1515  North  Ninth  Street 
PHOENIX,  ARIZONA 
Diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology 
Phone  AL  8-2607 

RICHARD  E.  H.  DUISBERG,  M.D. 

Diplomate  American  Board  of  Neurology  and 
Psychiatry 

T.  RICHARD  GREGORY,  M.D. 

Neurology  and  Psychiatry 
AL  3-6701  - AL  2-4542 
1313  No.  2nd  St.  — Phoenix,  Arizona 

KENNETH  G.  REW,  M.D. 

550  W.  Thomas  Road  — 102  Patio  A 
Phoenix,  Arizona 

Diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology 
Phone  CR  4-9596 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

321  Heard  Bldg. 

Phone  Alpine  3-4317  PHOENIX,  ARIZONA 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

321  Heard  Bldg. 

Phone  Alpine  3-4317 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

321  Heard  Bldg. 

Phone  Alpine  3-4317  PHOENIX,  ARIZONA 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

Phone  Alpine  3-4317  321  Heard  Bldg. 

PHOENIX,  ARIZONA 


MALIGNANT  DISEASE 

JAMES  M.  OVENS,  M.D. 
F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Tumor  Surgery 
X-ray  and  Radium  Therapy 
608  Professional  Bldg.  Phone  Alpine  8-8074 

Phoenix,  Arizona 


PEDIATRIC  SURGERY 


DANIEL  T.  CLOUD,  M.D. 

Pediatric  Surgery 

2021  N.  Central  Ave.  — Alpine  3-2933 
Phoenix,  Arizona 
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SURGERY 


EDWARD  L.  KETTENBACH,  M.D., 
F.A.C.S.,  F.I.C.S, 

SURGERY 

Diplomate  American  Board  of  Surgery 
2324  North  Tucson  Blvd.  Phone  EA  5-2605 

Tucson,  Arizona 

DONALD  A.  POLSON,  M.D.,  M.  Sc. 

GENERAL  SURGERY 

Certified  by  the  American  Board  of  Surgery 
550  W.  Thomas  Road 
Phone  CRestwood  4-2081 
Phoenix,  Arizona 

DELBERT  L.  SECRIST,  M.D.,F.A.C.S. 

123  South  Stone  Avenue 
Tucson,  Arizona 

Office  Phone  MA  2-3371  Home  Phone  EA  5-9433 

THOMAS  H.  BATE,  M.D. 

F.A.C.S.,  F.I.C.S.,  M.Sc.  (Surgery) 

PRACTICE  LIMITED  TO  SURGERY 
Diplomate  American  Board  of  Surgery 
2021  N.  Central  — Office  Phone  ALpine  4-3326 
Phoenix,  Arizona 

H.  D.  KETCHERSIDE,  M.D. 

SURGERY  and  UROLOGY 
800  North  First  Avenue 
Phone  ALpine  4-7245 
Phoenix,  Arizona 

D.  W.  MELICK,  M.D. 

THORACIC  SURGERY 
The  Professional  Building 
Phoenix,  Arizona 

ORTHOPEmC^S^ 

GEORGE  L.  DIXON,  M.D.,  F.A.C.S. 

P«!LIP  G.  DERICKSON,  M.D. 
CHRISTOPHER  A.  GUARINO,  M.D. 

ORTHOPAEDIC  SURGERY 
Diplomates  of  the  American  Board 
of  Orthopaedic  Surgery 

744  N.  Country  Club  Road  Telephone  EAst  5-1533 
TUCSON,  ARIZONA 


ROBERT  E.  HASTINGS,  M.D.,F.A.C.S. 
ROBERT  W.  WEBER,  M.D. 

ORTHOPAEDIC  SURGERY 
Diplomate  American  Board  of  Orthopaedic 
Surgery 

1014  N.  Country  Club 
TUCSON,  ARIZONA 


OBSTETRICS  AND  GYNECOLOGY 


HAROLD  N.  GORDON,  M.D.,  F.A.C.S. 

OBSTETRICS  AND  GYNECOLOGY 
Diplomate  of  American  Board  of  Obstetrics  and  Gynecology 

MARTIN  COHEN,  M.D. 

Practice  Limited  to  Obstetrics  and  Gynecology 
1832  8th  Avenue  — Phone  SUnset  2-2559 
Yuma,  Arizona 


GYNECOLOGY  & ENDOCRINOLOGY 


JOSEPH  B.  RADDIN,  M.D. 

Practice  limited  to 

MEDICAL  GYNECOLOGY  & ENDOCRINOLOGY 
619  Professional  Building 
15  E.  Monroe  — Phoenix,  Arizona 
Phone  ALpine  2-3577 

UROLOGY 

ROBERT  H.  CUMMINGS,  M.D. 

Diplomate  of  the  American 
Board  of  Urology 
Park  Central  Medical  Bldg. 

Phone  CR  4-4912 

550  W.  Thomas  Road  — 230  Patio  C 
Phoenix,  Arizona 

PAUL  L.  SINGER,  M.D.,  F.A.C.S. 

Certified  American  Board  of 
UROLOGY 

1313  N.  Second  Street  Phone  ALpine  3-1739 
PHOENIX,  ARIZONA 

W.  G.  SHULTZ,  M.D.,  F.A.C.S. 

Diplomate  of  The  American 
Board  of  Urology 

E.  R.  UPDEGRAFF,  M.D. 

1010  N.  Country  Club  Road 
Telephone  EA  5-2609  Tucson,  Arizona 

DONALD  B.  LEWIS,  M.D. 

UROLOGY 

Certified  by  the  American  Board  of  Urology 
123  So.  Stone  Ave.  Phone  MA  2-7081 

Tucson,  Arizona 

ALLERGY 

Howard  M.  Purcell,  Jr.,  M.D. 

American  Board  of  Pediatrics 
American  Academy  Pediatrics 
American  College  of  Allergists 
ALLERGY  OF  CHILDREN 
322  W.  McDowell  Rd. 

Phoenix,  Arizona 

E.  A.  GATTERDAM,  M.D. 

ALLERGY 

15  E.  Monroe  St.,  Professional  Bldg. 

Office  Hours:  1 1 A.M.  to  5 P.M. 

Phoenix,  Arizona 

SAM  M.  MACKOFF,  M.D. 

Allergy 

Room  808  - Professional  Building  — 15  E.  Monroe  St. 

Office:  AL  2-0379  — Phoenix,  Arizona 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

321  Heard  Bldg. 

Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 


THIS  SPACE  FOR  SALE 

ARIZONA  MEDICINE 

321  Heard  Bldg. 
Phone  ALpine  3-4317 
PHOENIX,  ARI70NA 
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RADIOLOGY 


DOUGLAS  D.  GAIN,  M.D. 
JOHN  W.  KENNEDY,  M.D. 


R.  LEE  FOSTER,  M.D. 

MARTIN  L.  LIST,  M.D. 

Diplomates  of  American  Board  of  Radiology 
Diagnostic  Roentgenology 
X-ray  and  Radium  Therapy 
507  Professional  Bldg.  1313  N.  Second  St. 

Phone  Alpine  3-4105  Phone  Alpine  8-3484 

Phoenix,  Arizona 

AAARCY  L.  SUSSMAN,  M.D. 

Diplomate  of  American  Board  of  Radiology 
DIAGNOSTIC  RADIOIOGY 
THERAPEUTIC  RADIOIOGY 
RADIOISOTOPES 
1130  E.  McDowell  Rd. 

Telephone  Alpine  8-1601 
Phoenix,  Arizona 

Plastic  and  Reconstructive  Surgery 

HOWARD  C.  LAWRENCE,  M.D. 
F.A.C.S. 

Diplomate  of  the 

American  Board  of  Plastic  Surgery 
2021  N.  Central  Ave.  — Phone  Alpine  8-4101 
Phoenix,  Arizona 

GENERALIST 


HUGH  DIERKER,  M.D. 

Member  American  Academy  of 
General  Practice 

505  N.  Beaver  Phone  1106 

Flagstaff,  Arizona 


Diplomates  of  American  Board  of  Radiology 
X-Ray  Therapy  and  Diagnosis 
Radium  T"herapy 


2021  N.  Central  Ave Al  3-4131 

Memorial  Hospital  Al  8-7531 

1130  N.  Central  Ave Al  8-8435 


THIS  SPACE  FOR  SAIE 
FOR  INFORMATION  AND  RATES 
write  to 

ARtZONA  MEDICINE 

321  Heard  Bldg. 

Phone  Alpine  3-4317 
PHOENIX,  ARIZONA 


PROCTOLOGY 

WALLACE  M.  MEYER,  M.D. 

PROCrOlOGY 
Park  Central  Medical  Bldg. 

Phone  CR  4-5632 

550  W.  Thomas  Road  — 216  Patio  B 
Phoenix,  Arizona 

JAMES  T.  JENKINS,  M.D. 

Fellow  American  Proctologic  Society 
Fellow  American  College  of  Surgeons 
Fellow  International  College  of  Surgeons 
Practice  limited  to  Diseases  of  the  Anus,  Rectum 
and  Colon 

2021  N.  Central  Ave. 

Phoenix,  Arizona  — Phone  Al  2-2822 


INTERNAL  MEDICINE 


ROBERT  S.  FLINN,  M.D. 

INTERNAl  MEDICINE 

CARDIOIOGY  and  ElECTROCARDIOGRAPHY 
Park  Central  Medical  Bldg. 

Phone  CR  4-1443 

550  W.  Thomas  Road  — 217  Patio  B 
Phoenix,  Arizona 

JOSEPH  BANK,  M.D. 

Diplomate  of 

American  Board  of  Internal  Medicine 
American  Board  of  Gastroenterology 
GASTROENTEROIOGY,  GASTROSCOPY 
800  North  First  Avenue  Phone:  Alpine  4-7245 

PHOENIX,  ARIZONA 

LESLIE  B.  SMITH,  M.D. 

Diplomate  American  Board  of  Internal  Medicine 
1 130  E.  McDowell  Rd.  Phone  Al  8-0044 

(Formerly  926  E.  McDowell  Rd.) 

Phoenix,  Arizona 
130  E.  Stetson  Drive  — Suite  104 
WH  5-3563  — Scottsdale,  Arizona 


FRANK  J.  MILLOY,  M.D. 

F.A.C.P. 

Diplomate  of  the  American  Board  of 
Internal  Medicine 
INTERNAl  MEDICINE 
907  Professional  Building 
Phone  Alpine  2-0142 
Phoenix,  Arizona 

JESSE  D.  HAMER,  M.D. 

F.A.C.P. 

INTERNAl  MEDICINE 
CARDIOIOGY 

Suit  910  Phoenix 

15  E.  Monroe  St.  Arizona 


DAVID  M.  MARCUS,  M.D. 

INTERNAl  MEDICINE 

1850  laurel.  North  — Alpine  4-7970 
Phoenix,  Arizona 
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ARIZONA  STATE  CHIROPODISTS  ASSOCIATION 

Julius  Citron,  D.S.C.,  A.C.F.S. 

PHOENIX 

Howard  B.  Seyfert,  Jr.,  D.S.C. 

40  E.  Thomas  Rd. 

753  E.  McDowell  Rd. 

CR  7-5631 

AL  4-4414 

Samuel  Mason,  Pod.  D. 

Irwin  D.  Shapiro,  Pod.  D. 

144  N.  1st 

2814  N.  7th  Ave. 

AL  2-4646 

AM  5-9686 

Felton  0.  Gamble,  D.S.C. 

TUCSON 

T.  J.  Price,  Ph.G.,  S.C. 

1888  N.  Country  Club  Rd. 

927  E.  7th  Street 

Phone  EA  6-3212 

Phone  MA  4-1087 

Harold  E.  Mitton,  D.S.C. 

Martin  Snyder,  D.S.C. 

318  E.  Congress  St. 

2629  E.  Broadway 

Phone  MA  3-9151 

Phone  EA  5-6333 

This  is  to  announce  that  tissues  for  diagnosis  are  aecepted  by  the  following 

physicians  who  practice  in  Arizona,  are 

not  exclusively  governmentally  employed. 

and  are  qualified  as  pathologie  anatomists; 

J.  D.  BARGER,  M.D. 

MAURICE  ROSENTHAL,  M.D. 

338  E.  Camelback  Rd. 

Memorial  Hospital 

Phoenix,  Arizona 

Phoenix,  Arizona 

RALPH  H.  FULLER,  M.D. 

GEORGE  SCHARF,  M.D. 

St.  Mary’s  Hospital 

2021  N.  Central  Avenue 

Tucson,  Arizona 

Phoenix,  Arizona 

LOUIS  HIRSCH,  M.D. 

SEYMOUR  B.  SILVERMAN,  M.D. 

1641  N.  Tucson  Blvd. 

1130  E.  McDowell  Rd. 

Tucson,  Arizona 

Phoenix,  Arizona 

GEORGE  B.  KENT,  JR.,  M.D. 

LOREL  A.  STAPLEY,  M.D. 

Park  Central  Medical  Bldg. 

Park  Central  Medical  Bldg. 

550  W.  Thomas  Road  — 101  Patio  A 

550  W.  Thomas  Road  — 101  Patio  A 

Phoenix,  Arizona 

Phoenix,  Arizona 

JOSEPH  J.  LIKOS,  M.D. 

O.  0.  WILLIAMS,  M.D. 

338  E.  Camelback  Road 

Park  Central  Medical  Bldg. 

Phoenix,  Arizona 

550  W.  Thomas  Road  — 101  Patio  A 

Phoenix,  Arizona 

RADIOTHERAPY  & ONCOLOGY 

A.  L.  LINDBERG,  M.D.  U.  V.  PORTMANN,  M.D. 

(Diplomates  of  American  Board  of  Radiology) 

THERAPEUTIC  RADIOLOGY  AND  TUMOR  PATHOLOGY 
TUCSON  TUMOR  CLINIC 

721  N.  4th  Avenue  Tucson,  Arizona 

Phone  MA  3-2531 


LOIS  GRUNOW  MEMORIAL  CLINIC 


McDowell  at  tenth  street 


PHOENIX,  ARIZONA 


GENERAL  SURGERY 

H.  G.  Williams,  M.D.,  F.A.C.S. 

David  C.  James,  M.D. 

INTERNAL  MEDICINE 

Hilton  J.  McKeown,  M.D.,  F.A.C.P. 
C.  Selby  Mills,  M.D.,  F.A.C.P. 

S.  Kent  Conner,  M.D. 

Thomas  A.  Edwards,  M.D. 

John  F.  Westfall,  M.D. 

ORTHOPEDIC  SURGERY 

James  Lytton-Smith,  M.D.,  F.A.C.S. 
Ronald  S.  Haines,  M.D.,  F.A.C.S. 
John  E.  Rieker,  M.D. 

Warren  A.  Colton,  Jr.,  M.D.,  F.A.C.S. 

PEDIATRICS 

Robert  W.  Ripley,  M.D. 

UROLOGY 

M.  L.  Day,  M.D.,  F.A.C.S. 

OTOLARYNGOLOGY 


D.  E.  Brinkerhoff,  M.D.,  F.A.C.S. 
V.  A.  Dunham,  Jr.,  M.D. 

NEUROSURGERY 

John  A.  Eisenbeiss,  M.D.,  F.A.C.S. 

OPHTHALMOLOGY 

John  S.  Aiello,  M.D. 


OBSTETRICS  and  GYNECOLOGY 

Clarence  B.  Warrenburg,  M.D. 

William  E.  Crisp,  M.D. 

GENERAL  DENTISTRY 

George  F.  Buseh,  D.D.S. 

Henry  A.  Wilky,  D.D.S. 


LABORATORIES 

Director— Thomas  A.  Hartgraves,  M.D.,  F.A.C.R. 
Associate  Radiologist— Don  E.  Matthiesen,  M.D. 
Assoeiate  Pathologist— O.  O.  Williams,  M.D.,  F.A.C.P. 
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To  prevent  emotional  upsets  in  cardiovascular  conditions 


‘Compazine’,  by  controlling  anxiety  and 
tension,  can  prevent  the  emotional  upsets 
that  so  often  play  an  exacerbating  role 
in  cardiovascular  conditions. 

And,  ‘Compazine’  can  be  depended  upon 
to  have  little,  if  any,  hypotensive  effect. 


Compazine 


the  tranquilizuig  a^cnt  remarkable 
for  its  freedom  from  drowsiness  and 
depressing  effect 

Available:  Tablets,  Ampuls,  Multiple  dose 
vials,  Spansule®  sustained  release  capsules, 
Syrup  and  Suppositories. 


Smith  Kline  & French  Laboratories j Philadelphia 


★T.M.  Reg.  U.S.  Pat.  Off.  for  prochlorperazine,  S.K.F. 


ARIJONA  MEDICAL  ASSOCIATION 


Annual  Meeting 
Chandler,  Arizona 

April  30;  May  1,  2 and  3,  1958 
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SPECIFICALLY 


for  petit  mal 

and  psychomotor  seizures 


CELONTINKAPsilS 


(methsuximide,  Parke-Davis) 


U 

% 


PARKE.  DAVIS  & 


COMPANY 


N 


E n 


Clinical  experience^ indicates  that  CELONTIN: 

provides  eflFective  control  with  minimal  side  effects  in  the  treatment  of 

petit  mal  and  psychomotor  epilepsy; 

frequently  checks  seizures  in  patients  refractory  to  other  medications; 
lias  not  been  observed  to  increase  incidence  or  severity  of  grand  mal 
attacks  in  patients  with  combined  petit  and  grand  mal  seizures. 
Optimal  dosage  of  CELONTIN  should  be  determined  by  individual 
needs  of  each  patient.  A suggested  dosage  schedule  is  one  0.3  Cm. 
Kapseal  daily  for  the  first  week.  If  required,  dosage  may  be  increased 
thereafter  at  weekly  intervals,  by  one  Kapseal  per  day  for  three  weeks, 
to  maximum  total  daily  dosage  of  four  Kapseals  (1.2  Gm.). 

1.  2ymmeiman,  E T.,  and  Burgemeister,  B.:  Arch.  Neurol.  <b-  Psychiat.  72:720,  1954. 

2.  Zimmerman,  E T,  and  Burgemeister,  B.:  J.A.M.A.  157:1194,  1955. 

3.  Zimmerman,  E T.:  Arch.  Neurol,  ir  Psychiat.  76:65,  1956. 


the  Parke-Davis  family  of  anti-epileptics  provides  specificity 
and  flexibility  in  treatment  for  convulsive  disorders 

for  grand  mal  and  psychomofor  seizures 
DILANTIN®  Sodium  (diphenylhydantoin  sodium,  Parke-Davis)  is  supplied  in  a variety  of 
forms— including  Kapseals®  of  0.03  Gm.  and  of  0.1  Gm.  in  bottles  of  100 
and  1,000. 

FHELANTIN®  Kapseals  (Dilantin  100  mg.,  phenobarbital  30  mg.,  desoxyephedrine  hydro- 
chloride 2.5  mg.),  bottles  of  100. 

for  the  petit  mal  triad 

CELONTIN®  Kapseals  (methsuximide,  Parke-Davis),  0.3  Gm.,  bottles  of  100. 

MILONTIN®  Kapseals  (phensuximide,  Parke-Davis),  0.5  Gm.,  bottles  of  100  and  1,000. 
MILONTIN  Suspension,  250  mg.  per  4 cc.,  16-ounce  bottles. 

DETROIT  32,  MICHIGAN 
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Therapeutic  Nutrition  in  Chronic  Disease 


and  Protein  Nutrition 


in  Vascular  Disease 

Whether  the  eventual  solution  of  the  problem  of 
atherogenesis  will  come  out  of  the  field  of  dietetics,  bio- 
physics, or  pharmacology,  one  fact  remains  undeniable: 

Adequate  protein  nutrition  is  considered  of  impor- 
tance for  the  age  group  most  commonly  affected  by 
disease  of  the  vascular  system,  so  that  the  demands  of 
good  nutritional  health  might  be  met. 

Meat  is  outstanding  among  protein  foods.  It  supplies 
all  the  essential  amino  acids,  and  closely  approaches  the 
quantitative  proportions  needed  for  biosynthesis  of 
human  tissue. 

In  addition,  it  , is  an  excellent  source  of  B vitamins, 
including  Be  and  B12,  as  well  as  iron,  phosphorus,  potas- 
sium, and  magnesium. 

When  curtailment  of  fat  intake  is  deemed  indicated, 
meat  need  not  always  be  denied  the  patient.  Visible  fat 
obviously  should  not  be  eaten.  But  the  contained  per- 
centage of  invisible  (interstitial)  fat  is  well  within  the 
limits  of  reasonable  fat  allowance. 

The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  by  the  Council  on  Foods  and  Nutri- 
tion of  the  American  Medical  Association  and  found 
consistent  with  current  authoritative  medical  opinion. 

American  Meat  Institute 

Main  Office,  Chicago... Members  Throughout  the  United  States 
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a superior  psychochemical 

for  the  management  of  both 
minor  and  major 

emotional  disturbances 


• more  effective  them  most  potent  tranquilizers 


• as  vrell  tolerated  as  the  milder  agents 

• consistent  in  effects  as  few  tranquilizers  are 

Dartal  is  a unique  development  of  Searle  Research, 
proved  under  everyday  conditions  of  office  practice 

It  is  a single  chemical  substance,  thoroughly  tested  and  found  particularly  suited 
in  the  management  of  a wide  range  of  conditions  including  psychotic,  psycho- 
neurotic and  psychosomatic  disturbances. 

Dartal  is  useful  whenever  the  physician  wants  to  ameliorate  psychic  agitation, 
whether  it  is  basic  or  secondary  to  a systemic  condition. 

In  extensive  clinical  trial  Dartal  caused  no  dangerous  toxic  reactions.  Drowsiness 
and  dizziness  were  the  principal  side  effects  reported  by  non-psychotic  patients, 
but  in  almost  all  instances  these  were  mild  and  caused  no  problem. 

Specifically,  the  usefulness  of  Dartal  has  been  established  in  psychoneuroses  with 
emotional  hyperactivity,  in  diseases  with  strong  psychic  overtones  such  as  ulcera- 
tive colitis,  peptic  ulcer  and  in  certain  frank  and  senile  psychoses. 

Usual  Dosage  • In  psychoneuroses  with  anxiety  and 
tension  states  one  5 mg.  tablet  t.i.d. 

• In  psychotic  conditions  one  10  mg.  tablet  t.i.d. 
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“Since  we’ve  had  him  on  NEOHYDRIN  he  can  walk 
without  dyspnea.  I wouldn’t  have  believed  it  possible 
a month  ago.” 

TAB  LET 

NEOHYDRIN' 


oral 

organomercurial 

diuretic 


LAKESIDE 


BRAND  OF  CHLORMERODRIN 


2485S 
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ORAL  (tablet  swallowed  whole) 

for  dependable  prophylaxis 

SUBUNGUAL-ORAL 

for  immediate  and 

sustained  relief 


of  ANGINA  PECTORIS 


NITROGLYCERIN - 

0.4  mg.  (1/150  grain)  — acts  quickly 

CITRUS  "FLAVOR-TIMER"— 

signals  patient  when  to  swallow 

PENTAERYTHRITOL  TETRANITRATE  - 

15  mg.  (1/4  grain)  — prolongs  action 


For  continuing  prophylaxis  patient  swallows 
the  entire  Dilcoron  tablet. 

Average  prophylactic  dose: 

1 tablet  four  times  daily. 

Therapeutic  dose: 

1 tablet  held  under  the  tongue  until  citrus 
flavor  disappears,  then  swallowed. 

Bottles  of  100. 

LABORATORIES  NEW  yOIK  IS.  N.  Y. 


ARIZONA’S  LEADING  MEDICAL 

BUILDING^ 


PLENTY  OF  FREE  PARKING 


550  W.  THOMAS  ROAD,  PHOENIX,  ARIZONA  PHONE  AM  6-0579 
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Directory 

THE  ARIZONA  MEDICAL  ASSOCIATION,  INC 
Organized  1892  826  Security  Building 

234  NORTH  CENTRAL  AVE.,  PHOENIX,  ARIZONA 
OFFICERS  AND  DIRECTORS 

Carlos  C.  Craig,  M.D President 

1313  North  Second  Street,  Phoenix,  Arizona 

W.  R.  Manning,  M.D President-Elect 

770  North  Country  Club  Rd.,  Tucson,  Arizona 

Dermont  W.  Melick,  M.D Vice  President 

1005  Professional  Building,  Phoenix,  Arizona 

Leslie  B.  Smith,  M.D Secretary 

1130  East  McDowell  Rd.,  Phoenix,  Arizona 

Clarence  E.  Yount,  Jr.,  M.D Treasurer 

105  North  Cortez,  Prescott,  Arizona 

Lindsay  E.  Beaton,  M.D Speaker  of  the  House 

1650  North  Campbell  Avenue,  Tucson,  Arizona 

Jesse  D.  Hamer,  M.D Delegate  to  AMA 

910  Professional  Building,  Phoenix,  Arizona 

Robert  E.  Hastings,  M.D Alternate  Delegate  to  AMA 

1014  North  Country  Club  Rd.,  Tucson,  Arizona 

Darwin  W.  Neubauer,  M.D Editor-in-Chief 

720  North  Country  Club  Rd.,  Tucson,  Arizona 


DISTRICT  COUNCILORS 

Joseph  Bank,  M.D Central  District 

800  North  First  Ave.,  Phoenix,  Arizona 

Frank  W.  Edel,  M.D Central  District 

738  East  McDowell  Rd.,  Phoenix,  Arizona 

Paul  B.  Jarrett,  M.D Central  District 
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550  W.  Thomas  Road,  Phoenix,  Arizona 
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618  Central  Avenue,  Safford,  Arizona 

Walter  T.  Hileman,  M.D Southern  District 

20  East  Ochoa,  Tucson,  Arizona 

William  B.  Steen,  M.D Southern  District 

116  North  Tucson  Boulevard,  Tucson,  Arizona 

James  T.  O’Neil,  M.D Southwestern  District 

113  West  Second  Street,  Casa  Grande,  Arizona 


COUNCILOR  AT  LARGE 

A.  I.  Podolsky,  M.D Past  President 

1601  Fifth  Avenue,  Yuma,  Arizona 
Robert  Carpenter  Executive  Secretary,  Arizona  Medical  Assn.,  Inc. 
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PROFESSIONAL  BOARD:  Robert  H.  Cummings,  M.D.,  Chair- 
man (Phoenix);  Edward  H.  Bregman,  M.D.  (Phoenix);  Orin 
J.  Farness,  M.D.  (Tucson);  "T.  Richard  Gregory,  M.D. 
(Phoenix);  Ronald  S.  Haines,  M.D.  (Phoenix);  Joseph  M. 
Kinkade,  M.D.  (Tucson);  Daniel  W.  Kittredge,  Jr.,  M.D. 
(Flagstaff);  Charles  S.  Powell,  M.D.  (Yuma);  Norman  A. 
Ross,  M.D.  (Phoenix);  Stuart  Sanger,  M.D.  (Tucson);  Milton 
C.  F.  Semoff,  M.D.  (Tucson);  John  M.  Vivian,  M.D.  (Phoe- 
nix); Lowell  C.  Wormley,  M.D.  (Phoenix). 
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man (Phoenix);  Harry  S.  Beckwith,  M.D.  (Winslow);  Paul 
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GRIEVANCE  COMMITTEE:  A.  I.  Podolsky,  M.D.,  Chairman 
(Yuma);  Walter  Brazie,  M.D.  (Kingman);  W.  All^rt  Brewer, 
M.D.  (Phoenix);  Robert  E.  Hastings,  M.D.  (Tucson);  Walter 
T.  Hileman.  M.D.  (Tucson);  Oscar  W.  Thoeny,  M.D.  (Phoe- 
nix); Otto  E.  Utzinger,  M.D.  (Scottsdale). 

HISTORY  AND  OBITUARIES  COMMITTEE:  Howell  S.  Ran- 
dolph, M.D.,  Historian  (Phoenix);  Nelson  C.  Bledsoe,  M.D. 
(Tucson);  Robert  S.  Flinn,  M.I5.  (Phoenix);  Darwin  W. 
Neubauer,  M.D.  (Tucson);  Leslie  B.  Smith,  M.D.  (Phoenix). 
INDUSTRIAL  RELATIONS  COMMITTEE:  Lindsay  E.  Beaton, 
M.D.,  Chainnan  (Tucson);  Philip  G.  Derickson,  M.D.  (Tuc- 
son); Francis  M.  Findlay,  M.D.  (San  Manuel);  Joseph  Saha, 
M.D.  (Bisbee);  Leo  L.  Tuveson,  M.D.  (Phoenix). 
LEGISLATION  COMMITTEE:  Millard  Jeffrey,  M.D.,  Chairman 
(Phoenix);  Jesse  D.  Hamer,  M.D.,  Chairman  Emeritus  (Phoe- 
nix); Nicolo  V.  Alessi.  M.D.  (Douglas);  Floyd  B.  Bralliar, 
M.D.  (Wickenburg);  Walter  Brazie.  M.D.  (Kingman); 
John  A.  Eisenbeiss,  M.D.  (Phoenix);  Orin  J.  Famess,  M.D. 
(Tucson);  Carl  H.  Cans,  M.D.  (Morenci);  John  C.  Godbey, 
Jr..  M.D.  (Morenci);  Juan  S.  Gonzalez,  M.D.  (Nogales); 
William  N.  Henry,  M.D.  (Grand  Canyon);  Robert  V.  Horan, 
M.D.  (Miami);  Cbalmers  D.  Johnson,  M.D.  (Coolidge);  Wil- 
liam H.  Marlow.  M.D.  (Prescott);  W.  Shaw  McDaniel,  M.D. 
(Phoenix)  Giles  G.  Merkel,  M.D.  (McNarv);  Donald  E.  Nel- 
son, M.D.  (Safford);  Warren  J.  Nelson,  M.D.  (Safford);  Wal- 
lace A.  Reed,  M.D.  (Phoenix);  Reed  D.  Shupe,  M.D.  (Phoe- 
nixl;  A.  C.  Stevenson.  M.D.  (Phoenixl;  Lavem  D.  Sprague, 
M.D.  (Tucson);  John  F.  Stanlev,  M D.  (Yuma);  George  C. 
Truman.  M.D.  IMesa);  Mvron  G.  Wright,  M.D.  (Win.slow). 
MEDICAL  DEFENSE  COMMITTEE:  Ernest  A.  Bom,  M.D., 
Chairman  (Prescottl;  Preston  T.  Brown,  M.D.  (Phoenix); 
Harold  W.  Kohl.  M.D.  ^Tucsonb 
MEDICAL  ECONOMICS  COMMITTEE:  Stuart  Sanger,  M.D., 
Chairman  ITueson'-  Frank  W.  Edel,  M.D.  (Phoenix);  Paul 

B.  Jarrett,  M.D.  (Phoenix). 


PUBLISHING  COMMITTEE:  Darwin  W.  Neubauer,  M.D.,  Chair- 
man (Tucson);  R.  Lee  Foster,  M.D.  (Phoenix);  Frederick  W. 
Knight,  M.D.  (Safford);  Donald  E.  Nelson,  M.D.  (Safford). 
SCIENTIFIC  ASSEMBLY  COMMITTEE:  W.  R.  Manning,  M.D., 
Chairman  (Tucson);  Joseph  Bank,  M.D.  (Phoenix);  Francis  M. 
Findlay,  M.D.  (San  Manuel);  Walter  T.  Hileman,  M.D. 
(Tucson);  Charles  H.  Karr,  M.D.  (Safford);  Donald  E.  Nel- 
son, M.D.  (Safford);  Darwin  W.  Neubauer,  M.D.  (Tucson); 
E.  Henry  Running,  M.D.  (Phoenix);  Robert  A.  Stratton, 
M.D.  (Yuma);  Ashton  B.  Taylor,  M.D.  (Phoenix). 

SPECIAL  COMMITTEES  - 1957-58 
AIR  POLLUTION  COMMITTEE:  George  G.  McKhann,  M.D., 
Chairman  (Phoenix). 

ARIZONA  AMEF  COMMITTEE:  Harold  W.  Kohl,  M.D.,  Chair- 
man (Tucson);  James  J.  Berens,  M.D.  (Phoenix);  Hayes  W. 
Caldwell,  M.D.  (Phoenix);  Arthur  V.  Dudley,  Jr.,  M.D 
(Tucson);  Clarence  H.  Kuhlman,  M.D.  (Tucson);  William 

A.  Phillips,  M.D.  (Yuma). 

BENEVOLENT  AND  LOAN  FUND  COMMITTEE:  Ernest  A. 
Bom,  M.D.,  Chairman  (Prescott);  Preston  T.  Brown,  M.D. 
(Phoenix);  Donald  K.  Buffmire,  M.D.  (Phoenix);  Leslie  B. 
Smith,  M.D.  (Phoenix);  Clarence  E.  Yount,  Jr.,  M.D. 
(Prescottl. 

BLOOD  BANK  COMMITTEE:  Ralph  H.  Fuller,  M.D.,  Chairman 
(Tucson);  D.  W.  Melick,  M.D.  (Phoenix);  Paul  J.  Slosser, 
M.D.  (Yuma). 

CENTRAL  OFFICE  ADVISORY  COMMITTEE:  C.  E.  Yount, 
Jr.,  M.D.,  Chairman  (Prescott);  Jesse  D.  Hamer,  M.D. 
(Phoenix);  James  T.  O’Neil,  M.D.  (Casa  Grande);  Leslie 

B.  Smith,  M.D.  (Phoenix);  William  B.  Steen,  M.D.  (Tucson). 
CIVIL  DEFENSE  COMMITTEE:  Ruland  W.  Hussong,  M.D., 

Chairman  (Phoenix);  Ernest  A.  Bom,  M.D.  (Prescott);  Rich- 
ard O.  Flynn,  M.D.  (Tempe);  John  W.  Kennedy,  M.D.  (Phoe- 
nix); Donald  E.  Nelson,  M.D.  (Safford);  William  A.  Phillips, 
M.D.  (Yuma);  Roy  O.  Young,  M.D.  (Flagstaff). 
CONSTITUTION  AND  BY-LAWS  COMMITTEE:  Paul  B.  Jarrett, 
Chairman  (Phoenix);  Lindsay  E.  Beaton,  M.D.  (Tucson); 
Miguel  A.  Carreras,  M.D.  (Tucson);  Carl  A.  Holmes,  M.D. 
(Phoenix);  Leslie  B.  Smith,  M.D.  (Phoenix). 

DOCTORS  RETIREMENT  AND  INVESTMENT  COMMITTEE: 
Oscar  W.  Thoeny,  M.D.,  Chairman  (Phoenix);  G.  Robert 
Barfoot,  M.D.  (Phoenix). 

FEE  AND  CONTRACTUAL  MEDICINE  COMMI'TTEE:  Hayes 
W.  Caldwell,  M.D.,  Chairman  (Phoenix);  G.  Robert  Bar- 
foot,  M.D.  (Phoenix);  Lindsay  E.  Beaton,  M.D.  (Tucson); 
W.  Albert  Brewer,  M.D.  (Phoenix);  Frank  W.  Edel,  M.D. 
(Phoenix);  Francis  M.  Findlay,  M.D.  (Tucson);  Clarence  B. 
Warrenburg,  M.D.  (Phoenix). 

INSURANCE  PLANNING  COMMITTEE:  D.  W.  Melick,  M.D., 
Chairman  (Phoenix);  Arthur  V.  Dudley,  M.D.  (Tucson); 
Howard  C.  Lawrence,  M.D.  (Phoenix);  Frank  A.  Shallen- 
berger,  Jr.,  M.D.  (Tucson);  Paul  L.  Singer,  M.D.  (Phoenix); 
Noel  G.  Smith,  M.D.  (Phoenix);  William  B.  Steen,  M.D. 
(Tucson). 

LEGAL  SERVICES  COMMITTEE:  C.  E.  Yount,  Jr.,  M.D., 
Chairman  (Prescott)  D.  W.  Melick,  M.D.  (Phoenix);  Mar- 
riner  W.  Merrill,  M.D.  (Phoenix);  Leslie  B.  Smith,  M.D. 
(Phoenix);  Morris  E.  Stem,  M.D.  (Phoenix). 

MEDICAL  SCHOOL  COMMITTEE:  D.  W.  Melick,  M.D., 
Chairman  (Phoenix):  Thomas  H.  Bate,  M.D.  (Phoenix);  Ian 
M.  Chesser,  M.D.  (Tucson);  Don  E.  Matthiesen,  M.D. 
(Phoenix);  Darwin  W.  Neubauer,  M.D.  (Tucson). 

MEDICARE  ADJUDICATION  COMMITTEE:  Frank  W.  Edel, 
M.D.,  Chairman  (Phoenix);  Joseph  Bank,  M.D.  (Phoenix); 
James  D.  Barger,  M.D.  (Phoenix);  Lindsay  E.  Beaton,  M.D. 
(Tucson);  W.  Albert  Brewer,  M.D.  (Phoenix);  Robert  E. 

Hastings,  M.D.  (Tucson);  Paul  B.  Jarrett,  M.D.  (Phoenix); 

C.  C.  Piepergerdes,  M.D.  (Phoenix);  Robert  A.  Price,  M.D. 
(Phoenix);  E.  Henry  Running,  M.D.  (Phoenix);  Stuart  San- 
ger, M.D.  (Tucson);  Morris  E.  Stem,  M.D.  (Phoenix);  Laddie 

L.  Stolfa,  M.D.  (Phoenix);  Ashton  B.  Taylor,  M.D.  (Phoenix); 
Charles  E.  Vnn  Epps.  M.D.  (Phoenix). 

MEDICARE  COMMITTEE:  Frank  W.  Edel,  M.D.,  Chairman 
(Phoenix);  W.  Albert  Brewer,  M.D.  (Phoenix);  Ernest  A. 

Bom,  M.D.  (Prescott);  Walter  T.  Hileman,  M.D.  (Tucson); 
Paul  B.  Jarrett,  M.D.  (Phoenix):  ADVISORY  TO  MEDICARE 
— Walter  D.  Bigford,  M.D.  (Kingman);  William  E.  Bishop, 

M. D.  (Globe);  Edward  H.  Bregman,  M.D.  (Phoenix);  Ellis 

V.  Browning,  M.D.  (Springerville);  W.  Scott  Chisholm, 

M.D.  (Eloy);  Charles  B.  Daniell,  M.D.  (Morenci);  Orin  J. 
Famess,  M.D.  (Tucson);  C.  Herbert  Fredell,  M.D.  (Flagstaff); 
T.  Richard  Gregory,  M.D.  (Phoenix);  Ronald  S.  Haines, 
M.D.,  (Phoenix);  Delmar  J.  Heim,  M.D.  (Tucson);  Robert 
S.  Keller,  M.D.  (Safford);  Joseph  M.  Kinkade,  M.D.  (Tuc- 
son); Daniel  W.  Kittredge,  Jr.,  M.D.  (Flagstaff);  Leo  L. 
Lewis,  M.D.  (Winslow);  Charles  S.  Powell,  M.  D.  (Yuma); 
George  D.  Reay,  M.D.  (Douglas);  Kenneth  Reichardt,  M.D. 
(Yuma);  Norman  A.  Ross,  M.D.  (Phoenix);  Stuart  Sanger, 
M.D.  (Tucson);  Milton  C.  F.  Semoff,  M.D.  (Tucson):  Charles 
S.  Smith,  M.D.  (Nogales);  Lorel  A.  Stapley,  M.D.  (Phoenix); 
John  M.  Vivian,  M.D.  (Phoenix);  Lowell  C.  Wormley,  M.D. 
(Phoenix);  C.  E Yount.  Tr.,  M.D.  (Prescott). 

MEDICOLEGAL  COMMITTEE:  Jesse  D.  Hamer,  M.D.,  Chair- 
man (Phoenix):  Otto  L.  Bendheim,  M.D.  (Phoenix);  Ian 

M.  Chesser,  M.D.  (Tucson);  John  R.  Green,  M.D.  (Phoenix); 
Walter  T.  Hileman,  M.D.  (Tucson);  Robert  A.  McCulley, 
D fpttoeni''' 

NURSING  SERVICES.  JOINT  COMMITTEE  ON  IMPROVE- 
MENT OF.  Lucille  M.  Dagres,  M.D.,  Chairman  (Phoenix); 
Francis  J.  Bean,  M.D.  (Tucson);  Bertram  L.  Snyder,  M.D. 
(Phoenix). 
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OSTEOPATHY  LIASION  COMMITTEE:  Reed  D.  Shupe,  M.D., 
Chairman  (Phoenix);  Sebastian  R.  Caniglia,  M.D.  (Phoenix); 
Millard  Jeffrey,  M.D.  (Phoenix);  A.  I.  Podolsky,  M.D. 
(iuma);  Harry  E.  Thompson,  M.D.  (Tucson). 

POISONING  CONTROL,  AD  HOC  COMMITTEE  ON:  Virginia 
M.  Cobb,  M.D.,  Chairman  (Tucson);  Paul  B.  Jarrett,  M.D. 
(Phoenix);  Maurice  Rosenthal,  M.D.  (Phoenix);  Martin  S. 
Withers,  M.D.  (Tucson). 

PROFESSIONAL  LIABILITY  INSURANCE  INVESTIGATING 
COMMITTEE:  Howard  C.  Lawrence,  M.D.,  Chairman 

(Phoenix);  Ernest  A.  Born,  M.D.  (Prescott);  Jesse  D.  Hamer, 
M.D.  (Phoenix);  Paul  B.  Jarrett,  M.D.  (Phoenix);  Stuart 
Sanger,  M.D.  (Tucson). 

PROFESSIONAL  LIASION  COMMITTEE:  William  B.  Steen, 

M. D.,  Chairman  (Tucson);  Raymond  J.  Jennett,  M.D.  (Phoe- 
nix); Harold  W.  Kohl,  M.D.  (Tucson). 

SAFETY  COMMITTEE:  MacDonald  Wood,  M.D.,  Chairman 
(Mesa);  Donald  F.  DeMarse,  M.D.  (Holbrook);  Paul  B. 
Jarrett,  M.D.  (Phoenix);  Henry  P.  Limbacher,  M.D.  (Tucson). 
SCHOOL  HEALTH,  CO-ORDINATING  COMMITTEE  ON:  Mar- 
cus W.  Westervelt,  M.D.,  Chairman  (Tempe);  Jack  H.  Dem- 
low,  M.D.  (Tucson);  Noel  G.  Smith,  M.D.  (Phoenix);  Robert 

N.  Stratton,  M.D.  (Yuma). 

VETERANS  MEDICAL  AFFAIRS  LIASION  COMMITTEE: 
Hilary  D.  Ketcherside,  M.D.,  Chairman  (Phoenix);  John  L. 
Cogland,  M.D.  (Phoenix);  John  A.  Eisenbeiss,  M.D.  (Phoe- 
nix); Robert  E.  Hastings,  M.D.  (Tucson);  Walter  T.  Hile- 
man,  M.D.  (Tucson);  Frederick  J.  Lesemann,  M.D.  (Tucson); 
C.  Selby  Mills,  M.D.  (Phoenix);  John  F.  Stanley,  M.D. 
(Yuma). 

ADVISORY  COMMITTEE  TO  THE:  WOMAN’S  AUXILIARY: 
Charles  S.  Powell,  M.D.,  Chairman  (Yuma);  Melvin  A. 
Phillips,  M.D.  (Prescott);  Donald  A.  Poison,  M.D.  (Phoenix); 
Harry  E.  Thompson,  M.D.  (Tucson). 


Woman* s Auxiliary 


OFFICERS  OF  THE  AUXILIARY  TO  THE  ARIZONA 
MEDICAL  ASSOCIATION  - 1958-58 

President  Mrs.  Charles  S.  Powell 

698— 9th  Ave.,  Yuma 

President  Elect  Mrs.  Melvin  W.  Phillips 

928  Flora  Street,  Prescott 

1st  Vice  President  Mrs.  Hiram  D.  Cochran 

2716  East  4th  Street,  Tucson 

2nd  Vice  President  Mrs.  Robert  A.  Stratton 

1916— 6th  Ave.,  Yuma 

Treasurer Mrs.  Ian  M.  Chesser 

2909  E.  Alta  Vista,  Tucson 

Recording  Secretary Mrs.  Clare  W.  Johnson 

305  E.  Tuckey  Lane,  Phoenix 

Corresponding  Secretary  Mrs.  Ralph  T.  Irwin 

728— 6th  Ave.,  Yuma 

Director  (1  year) Mrs.  Oscar  W.  Thoeny 

721  Encanto  Drive,  S.  E.,  Phoenix 

Director  (1  year)  Mrs.  John  F.  Stanley 

201— 1st  Ave.,  Yuma 

Director  (2  years)  Mrs.  William  E.  Bishop 

605  S.  Third  Street,  Globe 
STATE  COMMITTEE  CHAIRMEN  - 1957-58 

Chaplain  Mrs.  James  Moore 

305  W.  Granada,  Phoenix 

Bulletin  Mrs.  William  E.  Bishop 

605  South  Third  Street,  Globe 

Civil  Defense  Mrs.  John  Kennedy 

814  East  Palmaire,  Phoenix 

Finance  Mrs.  John  F.  Stanley 

201— 1st  Ave.,  Yuma 

Historian  Mrs.  Brick  Storts 

3228  East  Fifth  Street,  Tucson 

Legislation  Mrs.  Paul  Causey 

2200  N.  Alvarado  Road,  Phoenix 

Today’s  Health  Mrs.  William  A.  Phillips 

633— 8th  Ave.,  Yuma 

Mental  Health  Mrs.  John  Eisenbeiss 

3121  North  17th  Ave.,  Phoenix 

Nominating  Mrs.  Roy  Hewitt 

130  Camino  Miramonte,  Tucson 

Recruitment  Mrs.  Arthur  V.  Dudley 

Rt.  6 Box  87'6,  Tucson 

Parliamentarian  Mrs.  George  Enfield 

335  West  Cambridge  Ave.,  Phoenix 

Public  Relations  & Safety  Mrs.  Oscar  W.  Thoeny 

721  Encanto  Drive.,  S.  E.,  Phoenix 

Revisions  Mrs.  Jesse  Hamer 

1819  N.  11th  Ave.,  Phoenix 

Student  Nurse  Loan  Fund  Mrs.  Donald  Poison 

1817  Palmcroft  Dr.,  N.  W.,  Phoenix 

Medical  Education  Fund Mrs.  H.  A.  Hough 

225  Yavapai  Drive,  Prescott 

Newsletter  Mrs.  John  T.  Clymer 

7040  N.  7th,  Phoenix 

Publicity  Mrs.  Juan  E.  Fonseca 

Rt  4.  Box  290.  Tiicsori 

COUNTY  PRESIDENTS  AND  OFFICERS  1957-58 
COCONINO  COUNTY 

President Mrs.  Jay  L.  Sitterley 

206  W.  Hunt.  Flagstaff 

Vice  President Mrs.  Roy  Young 

inagstaff 

Secretary Mrs.  Herbert  Fredell 

Flagstaff 

Treasurer  Mrs.  Leo  Schnvir 

Sedona 


GILA  COUNTY 

President Mrs.  Albert  J.  Harris 

185  E.  Cedar  Street,  Globe 

Vice  President .Mrs.  James  Hazel 

Box  928,  Hayden 

Secretary-Treasurer Mrs.  Robert  V.  Horan 

Box  1296,  Miami 
MARICOPA  COUNTY 

President  Mrs.  Lorel  A.  Stapley 

7029  N.  2nd  Drive,  Phoenix 

1st  Vice  President  Mrs.  Thomas  Rowley 

114  S.  Miller,  Mesa 

2nd  Vice  President  Mrs.  Robert  B.  Leonard 

3041  N.  Evergreen,  Phoenix 

Recording  Secretary  Mrs.  Seymour  Silverman 

334  East  Medlock,  Phoenix 

Treasurer  Mrs.  Laddie  L.  Stolfa 

204  East  Pomona  Road,  Phoenix 
PIMA  COUNTY 

President  Mrs.  John  K.  Bennett 

185  Sierra  Vista  Dr.,  Tucson 

President-Elect  Mrs.  Ian  M.  Chesser 

2909  E.  Alta  Vista  Dr.,  Tucson 

1st  Vice  President Mrs.  Wesley  S.  Fee 

215  Busch  Place,  Tucson 

2nd  Vice  President Mrs.  James  N.  Lane 

Rt.  5,  Box  723,  Tucson 

Recording  Secretary  Mrs.  G.  A.  Janssen 

2934  E.  Stratford  Dr.,  Tucson 

Corresponding  Secretary  Mrs.  J.  K.  Nattinger 

4750  N.  Camino  Luz,  Tucson 

Treasurer Mrs.  Fred  H.  Landeen 

6911  E.  Soyaluna  PI.,  Tucson 
YAVAPAI  COUNTY 

President  Mrs.  William  H.  Marlowe 

520  Highland  Ave.,  Prescott 

Vice  President  Mrs.  C.  F.  Blackler 

22  Mountain  Club,  Prescott 

Secretary  Mrs.  Wilbam  Holsey 

Vet.  Adm.  Center,  Prescott 

Treasurer  Mrs.  Joseph  P.  McNally 

208  Grove,  Prescott 
YUMA  COUNTY 

President Mrs.  Robert  M.  Matts 

1425— 7th  Ave.,  Yuma 

Vice  President Mrs.  James  Volpe 

1806— 6th  Ave.,  Yuma 

Treasurer  Mrs.  William  H.  Lyle 

1429— 10th  Ave.,  Yuma 

Secretary Mrs.  Carl  Bengs 

1317— 7th  Ave.,  Yuma 


...  a complete  line  of 

SURGICAL  SUPPORTS 

Fitted  exactly  as  you  pre- 
scribe. 

. . . for  your  patients'  every 
condition  — such  as  back 
strain,  obesity,  post-opera- 
five,  viceroptosis,  cardiac, 
emphysema,  etc. 

Hospital  and  home  calls 
made  at  your  direction. 

Expert  fitters,  private  fitting 
rooms. 

Grovers  Surgical  Supports 
Store 

3123  N.  CENTRAL  AVE. 

PHOENIX  PHONE 

ARIZONA  CR  4-5562 


fliere’s  pain  and 
inflammation  h^. 
it  could  be  mild 
or  severe,  acute 
or  chronic,  primanr 
or  secondary 
fibrositis—or  even 
early  rheumatoid 
artinitis 


more  potent  and 
comprehensive 
treatment  than 
salicylate  alone 

. . . assured  anti-inflammatory 
effect  of  low-dosage 
corticosteroid’ 

. . . additive  antirheumatic 
action  of  corticosteroid 
plus  salicylate^'®  brings 
rapid  pain  relief;  aids 
restoration  of  function. 


. . . wide  range  of  application 
including  the  entire 
fibrositis  syndrome 
as  well  as  early  or  mild  ' 
rheumatoid  arthritis 

more  manageable 
corticosteroid  dosage 

. . , much  less  likelihood 
of  treatment-interrupting 
side  effects’’* 

% 

. . . simple,  flexible  ^ 

dosage  schedule 


"N 


Acute  conditions:  Two  or  three 
tablets  four  times  daily.  After 
desired  response  is  obtained, 
gradually  reduce  daily  dosage 
and  then  discontinue. 

Subacute  or  chronic  conditions: 
Initially  as  above.  When  satisfactory 
control  is  obtained,  gradually 
the  daily  dosage  to  minimum 
effective  maintenance  level.  For 
results  administer  after  meals  and 
at  bedtime. 

Precautions:  Because  sigmagen 
contains  prednisone,  the 
same  precautions  and 
contraindications  observed 
with  this  steroid  apply  also 
to  the  use  of  sigmagen. 


any  case 
calls  for 


^corticoW-salicylate  compound^^BI^^ 

Composition 

Meticorten®  (prednisone)  0.75  mg, 

Acetylsalicylic  acid  325  mg. 

Aluminum  hydroxide  75rng. 

Ascorbic  acid  ..  20  mg 

Packaging:  Sigmagen  Tablets,  bottles  of  100  :in;i  K'.  o 
References:  1.  Spies,  T.  D.,  et  al.:  J.A.M.A  i b'i  r 
1955.  2.  Spies,  T.  D.,  et  al.:  Postgrad,  Med  t ••  • i ’ ' 
3.  Gelli,  G.,  and  Della  Santa,  L.;  Min..  i j 0 . 
7:1456,  ,1955.  4.  Guerra,  F.:  Fed.  Piuc  i 
5.  Busse,  E.  A.:  Clin.  Med.  2.1  lOb.  o 
R.  B.:  Panel  Discussion,  Ohio  SiaO;  M ' 


SCHERING  CORPORATUiP 


# Symptomatic  relief  of  aches,  pains,  fever,  coryza,  and  rhinorrhea  associated 
with  upper  respiratory  tract  infections. 

# Prevention  of  secondary  pyogenic  infections  due  to  tetracycline-sensitive  or- 
ganisms — which  often  follow  viral  infections  of  the  upper  respiratory  tract. 


LABORATORIES  INC.  SYRACUSE,  NEW  YORK 


with 


BRISTAMIN 

TETRACYCLINE  PHOSPHATE  COMPLEX  WITH  PHENYLTOLOXAMINE  AND  APC 


r-^r. -■  v,  '■■^; 

Each  mneX-APC  WITH  BKISTAMIN  Capsule  contains; 

A broacloS|iectrum  antibiotic 

TEIREX  {tetracycline  phosphate  complex)  125  mg. 

{tetrocyeHne  HCI  ae^vlfy) 

An  estobllsbed  onalgeslc-ontipyrefic  combination 

Aspirin  150  mg. 

Phenocertn  120  mg. 

Caffeine  .V.. 30  mg. 

A dependable  antihistamine 

BRISTAMIN  (phenyltoloxamine,  Bristol) 25  mg. 

Dosage:  Aduffs:  2 capsules  at  onset  of  symptoms,  followed  by  2 capsules  3 or  4 
times  a day  for  3 to  5 days.  Children,  6 to  12  yrs.:  One-half  adult  dose. 

Supplied;  Bottles  of  24  and  100  capsules. 


TfJj*,,-;  -r- 
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Protection  Against  Loss  Of  Income  From 
Accident  & Sickness  As  Well  As  Hospital 
Expense  Benefits  For  You  And  All  Your 
Eligible  Dependents. 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 

Since  1902 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


P.  A.  F.  pH' 

{Fortified  Triple  Strength) 

Improved  Douche  Powder 

FORTIFIED  — with  Sodium  Lauryl  Sulfate  and 
Alkyl  Aryl  Sulfonate. 

DETERGENT  — High  surface  activity  in  acid 
and  alkaline  media. 

LOW  SURFACE  TENSION  — Increases  pene- 
tration into  vaginal  rugae  and  disolution  of 
organisms  such  as  Trichomonas  and  fungus. 

HIGH  SURFACE  ACTIVITY  - Liquifies  viscus 
mucus  on  vaginal  mucosa  releasing  accu- 
mulated debris  in  the  vaginal  tract. 

Buffered  to  control  a normal  vaginal  pH. 

ETHICALLY  PKGED,  net  wt. 

10  oz $1.25 

Mfd.  by  G.  M.  CASE  LAB., 

San  Diego,  Calif. 


ALCOHOLISM 

A hospital  equipped  and  staffed  for  the  accommo- 
dation of  those  patients  in  whom  over  indulgence  in 
alcoholic  beverages  has  created  a problem. 

OPEN  STAFF  to  members  of  the  Arizona  Medical 
Association. 

POLLEN  FREE  REFRIGERATED  AIR 
CONDITIONING  FOR  YEAR  ROUND  COMFORT 

The 

Hospital  License  No.  71 
Registered  A.M.A. 

Member  A.H.A. 

367  No.  21st  Avenue 
PHOENIX,  ARIZONA 

Phone  - Day  or  Night  • AL  3-4751 
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Monilial  overgrowth 
is  a factor 


Combines  Achromycin  V with  Nystatin 


CAPSULES  contain  250  mg.  tetracycline  HCl 
!;  equivalent  (phosphate-buffered)  and  250,000 


units  Nystatin.  ORAL  SUSPENSION  (cherry- 
mint  flavored)  Each  5 cc.  teaspoonful  contains 
125  mg.  tetracycline  HCl  equivalent  (phos- 
phate-buffered) and  125,000  units  Nystatin. 

DOSAGE : 

“ Basic  oral  dosage  (6-7  mg.  per  lb.  body  weight 
per  day)  in  the  average  adult  is  4 capsules  or 
^ 8 tsp.  of  Achrostatin  V per  day,  equivalent 
J^gfto  1 Gm.  of  Achromycin  V. 


Achrostatin  V combines  AcHROMvciNt  V 
. . . the  new  rapid-acting  oral  form  of  Achromycin  f 
Tetracycline . . . noted  for  its  outstanding  r 

effectiveness  against  more  than  50  different  infections  j 
. . . and  Nystatin  . . . the  antifungal  specific. 

Achrostatin  V provides  particularly  effective 
therapy  for  those  patients  prone 

to  monilial  overgrowth  during  a protracted  concse  i 
of  antibiotic  treatment.  ‘i 


LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMIO  COMPANY.  PEARL  RIVER.  N.  Y. 
♦Trademark  tReg.U.  S.  Pat.  Off. 
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Established  1904 


Medical  Director,  Charles  W.  Thompson,  M.D.,  F.A.C.P 
STAFF 

Clifton  H.  Briggs,  M.D.,  F.A.C.S. 


Ethel  Fanson,  M.D.,  F.A.C.P. 
Douglas  R.  Dodge,  M.D. 
Herbert  A.  Duncan,  M.D. 


Kenneth  P.  Nash,  M.D. 
Stephen  Smith  III,  M.D. 
Harriet  Hull  Smith,  M.D 
John  W.  Little,  M.D. 


PASADENA,  CALIFORNIA 


DRINK 


The  purity,  the 
wholesomeness, 
the  quality  of 
Coca-Cola  as 
refreshment  has  helped 
make  Coke  the 
best-loved  sparkling 
drink  in  all  the  world. 


in  common 
mixed 
infections 

...tetracycline 

phosphate 

alone 


PANMYCIN 

Phosphate 

for  children; 

PANMYCIN  KM 
Syrup 


BROAD. SPECTRUM 
TETRACYCLINE 
IN  ITS  MOST 
EFFICIENT  FORM 

Produces  more  tetracycline 
in  the  blood  with  no  more  in 
the  dose.  No  calcium  to 
depress  blood  levels.^  Basic 
broad-spectrum  therapy  in 
bronchitis,  pharyngitis, 
otitis  media,  tonsillitis,  and 
other  common  respiratory 
infections. 

l.  Welch.  H.i  Wright.  W.  W.;  and 
Staffa,  A.  W.:  Antibiotic  Med. 

& Clin.  Therapy  4:620,  1957. 


in  potentially 
serious 
infections 

...tetracycline 

phosphate 

plus 

novobiocin 


PANALBA 

for  children ; 

PANALBA  KM 
Granules 


THE  BREADTH  OF 
PANMYCIN  PHOSPHATE  PLUS 
THE  ANTIMICROCOCCAL 
DEPTH  OF  ALBAMYCINt 

Offers  maximum  antimicrobial 
action  at  the  earliest 
possible  moment.  The 
antibiotic  preparation  of  first 
resort  in  pneumonia  of 
unknown  etiology,  carbuncles, 
multiple  furunculosis, 
cellulitis,  and  infections 
resistant  to  previous  therapy. 


for  the 
7 monilia- 
susceptible 
types 

...tetracycline 

phosphate 

plus 

nystatin 


THE  CHOICE  OF  A 
SYSTEMIC  ANTIBIOTIC 
IS  A MATTER  OF 
CLINICAL  JUDGMENT 


PANMYCIN  PHOSPHATE  IN 
COMMON  MIXED  INFECTIONS 

USUAL  DOSAGE:  ADULTS:  250  mg.  every  6 hours  or  500  mg.  every  12  hours,  children: 
Approximately  8 mg.  per  pound  of  body  weight  daily,  in  four  equally  divided  doses  every 
6 hours,  or  two  equally  divided  doses  every  12  hours. 

SUPPLIED;  CAPSULES:  250  mg.  in  bottles  of  16  and  100;  125  mg.  in  bottles  of  25  and  100. 
PANMYCIN  KM  SYRUP:  Each  teaspoonful  (5  cc.)  contains  tetracycline  equivalent  to  125 
mg.  tetracycline  hydrochloride,  and  potassium  metaphosphate,  100  mg.,  mint 
flavor,  in  2 fluidounce  and  pint  bottles. 

PANALBA  IN  POTENTIALLY 
SERIOUS  INFECTIONS 

USUAL  DOSAGE:  ADULTS:  1 Or  2 capsules  three  or  four  times  a day,  depending  on  the  type 
and  severity  of  the  infection.  CHILDREN:  Proportionately  less. 

SUPPLIED:  Each  powder-blue-and-brown  capsule  contains  Panmycin  (tetracycline) 
Phosphate  complex  equivalent  to  250  mg.  tetracycline  hydrochloride,  and  Albamycin 
(as  novobiocin  sodium)  125  mg.;  in  bottles  of  16  and  100. 

Also  available:  panalba  km  granules  (Pediatric).  When  reconstituted,  each  5 cc. 
teaspoonful  contains  Panmycin  equivalent  to  tetracycline  hydrochloride,  125  mg,  and 
Albamycin  (as  novobiocin  calcium)  62.5  mg.,  and  potassium  metaphosphate  100  mg.;  in 
pleasantly  flavored  vehicle.  Dosage  is  based  upon  amount  of  tetracycline  — 6 to  8 mg.  per 
pound  of  body  weight  per  day  in  2 to  4 equally  divided  doses. 

COMYCIN  FOR  THE  7 MONILIA- 
SUSCEPTIBLE  TYPES 

USUAL  DOSAGE:  ADULTS:  1 or  2 capsules  every  6 hours.  CHILDREN:  Proportionately  less. 
SUPPLIED:  Each  brown-and-pink  capsule  contains  tetracycline  phosphate  complex,  equiv- 
alent to  250  mg.  tetracycline  hydrochloride;  nystatin  250,000  units.  In  bottles  of  16 
and  100. 

Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan 


How  Old 
is  Too  Old 
for 

Tranquilizers 


The  psychological  needs  of  the  elderly  confront  physicians  with  one  of  their  most 
perplexing  problems.  Perhaps  no  other  patient  group  suffers,  so  much  from  emo- 
tional distress.  Yet,  precisely  because  of  their  age,  geriatric  patients  often  seem 
beyond  the  reach  of  tranquilizing  treatment. 

When  tranquilization  seems  risky  . . . 

They  are  too  much  beset  by  complicating  chronic  ailments,  too  susceptible  to 
serious  side  effects.  Ataraxia  is  clearly  indicated,  yet  the  doctor  cannot  risk  side 
reactions  on  liver,  blood  or  nervous  system. 

Is  there  an  answer  to  this  dilemma? 

We  feel  there  is.  In  four  recent  papers  investigators  have  reported  good  results  with 
ATARAX  in  patients  up  to  90  years  of  age.*  In  one  study,  improvement  was  “pro- 
nounced” in  76%,  “good”  in  an  additional  18.5%.*  ATARAX  has  been  successfully 
used  in  such  cases  as  senile  anxiety,  agitation,  hyperemotivity  and  persecution 
complex.*  On  ATARAX,  patients  became  “.  . . quieter  and  more  manageable.  They 
slept  better  and  demonstrated  improved  relations  with  other  patients  and  hospital 
personnel.  Even  their  personal  hygiene  improved,  and  they  required  less  super- 
visory management.”* 

. . . ATARAX  is  safe 

Yet  even  in  the  aged,  atarax  has  given  "no  evidence  of  toxicity Complete  liver 

function  tests  and  blood  studies  were  made  on  all  patients  after  two  months  of 
therapy.  . . . There  were  no  significant  abnormalities.”*  With  still  other  elderly 
patients  "tolerance  to  the  drug  was  excellent,  even  in  cases  where  the  patients 
were  given  relatively  high  doses.”*  Similarly,  no  parkinsonian  effects  have  been  ob- 
served on  ATARAX  therapy. 

Nor  does  ATARAX  make  your  patients  want  to  sleep  all  day.  Instead,  they  can  better 
take  care  of  themselves,  because  ATARAX  leaves  them  both  calm  and  alert.  In  sum, 
ATARAX  “.  . . does  not  impair  psychic  function  and  has  a minimum  of  side  effects. 
...  It  appears  that  ATARAX  is  a safe  drug. . . .”* 

These,  undoubtedly,  are  the  results  you  want  when  emotional  problems  beset  your 
geriatric  patients.  For  the  next  four  weeks,  won’t  you  prescribe  tiny  ATARAX  tablets 
or  pleasant-tasting  ATARAX  syrup  - both  so  readily  acceptable  to  the  elderly. 

♦Documentation  on  request 


ATA  MX 

(BRAND  OF  HYDROXYZINE) 


hyperemptlve 

, for  ctiildliooit  tietiavior  disorders 
V ' 10  mg.  tablets-3-6  years,  one  talH 

let  over  6 years,  two  tablets 

t.l.d.  Syrup -3-6  years,  one  tsp. 
yA'"  U.d.;  over  6 years,  two  tsp.  t.i.d. 

^ lor  adult  tension  and  anxiety 

25  mg.  tablets-one  tablet.  q.i.d. 
Syrup-one  tbsp.  q.i.d. 

for  severe  emotional  disturba 
100  mg.  tablets-one  ta 

for  adult  psychiatric  and  emotio 
emergencies  - - - 

Parenteral  Solution— 25*50  mg, 
(1-2  cc.)  Fntran^Oscularly,  3-4 
% times  dally,  at  "4-hour  intervals. 
Dosage  for  children  under  12  not 
^ established.;. 

; Supplied;' Tables,  bottles  of  100.  Syrup, 
^ pint  bottles.  Parenteral  Solution,  10  cc. 
if, multi pie-dose  vials.'” 


X 


Medical  Director 


New  York  17,  New  York 
Division,  Chas.  Pfizer  & Co.,  Inc. 


Gastric  distress  accompanying  "predni-steroid” 
therapy  is  a definite  clinical  problem  — well 
documented  in  a growing  body  of  literature. 


|{“In  view  of  the  beneficial  re- 
lonses  observed  when  antacids 
id  bland  diets  were  used  concom- 
intly  with  prednisone  and  predni- 
lone,  we  feel  that  these  measures 
ould  be  employed  prophylacti- 
lly  to  offset  any  gastrointestinal 
le  effects.” — Dordick,  J.  R.  et  al.: 
Y.  State  J.  Med.  57:2049  (June 
;)  1957. 


:j;“It  is  our  growing  convic- 
tion that  alt  patients  receiving 
oral  steroids  should  take  each 
dose  after  food  or  with  ade- 
quate buffering  with  aluminum 
or  magnesium  hydroxide  prep- 
arations.”— Sigler,  J.  W.  and 
Ensign,  D.  C.;  J.  Kentucky 
State  M.  A.  54:771  (Sept.)  1956. 


Ji:“The  apparent  high  inci-, 
dence  of  this  serious  [gastricj 
side  effect  in  patients  receiving 
prednisone  or  prednisolone 
suggests  the  advisability  of 
routine  co-administration  of  an 
aluminum  hydroxide  gel.”— 
Bollet,  A.  J.  and  Bunim,  J.  J.: 
J.  A.  M.  A.  158:459  (June  11) 
1955. 


One  way  to  make  sure  that  patients  receive 
full  benefits  of  “predni-steroid”  therapy  plus 
positive  protection  against  gastric  distress  is 
by  prescribing  CO-deltra  or  co-hydeltra. 


CoDeltra. 

PREDNISONE  BUFFERED 

multiple  compressed  tablets 


provide  all  the  benefits 
of  “Predni-steroid”  therapy- 
plus  positive  antacid  protection 
against  gastric  distress 


2.5  mg.  or  5.0  mg.  of  prednisone 
or  prednisolone,  plus  300  mg.  of 
dried  aluminum  hydroxide  gel 
and  50  mg.  magnesium  trisili- 
cate, in  bottles  of  30,  100,  500. 


WIERCK  SHARP  & DOHME  Division  of  MERCK  & CO..  INC..  Philadelphia  1.  Pa. 
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N0W...A  NEW  TREATMENT 


'Cardilate'  tablets  shaped  for  easy  retention 

in  the  buccal  pouch 

**. . . the  degree  of  increase  in  exercise  tolerance  which  sublingual  ery- 
throl  tetranitrate  permits,  approximates  that  of  nitroglycerin,  amyl 
nitrite  and  octyl  nitrite  more  closely  than  does  any  other  of  the  approxi- 
mately 100  preparations  tested  to  date  in  this  laboratory.” 

“Furthermore,  the  duration  of  this  beneficial  action  is  prolonged  suffi- 
ciently to  make  this  method  of  treatment  of  practical  clinical  value.” 


Riseman,  J.  E.  F.,  Altman,  G.  E.,  and  Koretsky,  S.: 
Nitroglycerin  and  Other  Nitrites  in  the  Treatment  of 
Angina  Pectoris,  Circulation  (Jan.)  1958. 

’“'Cardilate'  brand  Erylhrol  Tetranitrate  SUBLINGUAL  TABLETS,  15  mg.  scored 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 


NOW-FROM  ABBOTT  LABORATORIES 


AN  ANTIBIOTIC  TRIAD 
-FOR  THE  CONTROL  OF 
ALL  COCCAL  INFECTIONS 


against  staph-, 
strep-  and 
pneumococci 


Indications 

ERYTHROCIN  is  indicated  in  treat- 
ing infections  caused  by  staphy- 
lococci, streptococci  (including 
enterococci),  and  pneumococci. 
Indicated  also,  in  treating  infec- 
tions that  have  become  resistant 
to  other  antibiotics.  May  be  used 
for  patients  who  are  allergic  to 
penicillin  or  other  antibacterials. 

Dosage 

Usually  administered  in  a total 
daily  dose  of  1 to  2 Gm.,  depending 
on  severity  of  infection.  Suggested 
dose  is  250  mg.  every  six  hours; 
for  severe  infections,  usual  dose  is 
500  mg.  every  six  hours. 

Supplied 

In  bottles  of  25  and  100  Filmtahs 
(100  and  250  mg.) . Also,  in  tasty, 
cinnamon-flavored  oral  suspen- 
sion, in  75-cc.  bottles.  Each  5-cc. 
teaspoonful  represents  100  mg.  of 
ERYTHROCIN  activity. 


®Filmtab — Film -sealed  tablets,  Abbott;  pat,  applied  for. 
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REMARKABLE  EFFECTIVENESS  PLUS  A SAFETY  RECORD 
UNMATCHED  IN  SYSTEMIC  ANTIBIOTIC  THERAPY  TODAY 


Actually,  after  almost  six  years  of  extensive  use,  there  has  not  been  a single  report 
of  a serious  reaction  to  erythrocin.  And,  after  all  this  time,  the  incidence  of 
resistance  to  erythrocin  has  remained  exceptionally  low. 

You’ll  find  erythrocin  is  highly  effective  against  the  majority  of  coccal  infec- 
tions and  may  also  be  used  to  counteract  complications  from  Q Q ii 
severe  viral  attacks.  It  comes  in  Filmtabs  and  in  Oral  Suspension. 


802069 
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for  those 

penicillin-sensitive 

organisms 


Indications 

Against  all  penicillin-sensitive 
organisms.  For  prophylaxis  and 
treatment  of  complications  in 
viral  conditions.  And  as  a prophy- 
laxis in  rheumatic  fever  and  in 
rheumatic  heart  disease. 

Dosage 

Depending  on  the  severity  of  the 
infection,  125  to  250  mg.  (200,000 
to  400,000  units)  every  four  to  six 
hours.  For  children,  dosage  is  de- 
termined by  age  and  weight. 

Supplied 

Filmtabs  compocillin-v  (Potas- 
sium Penicillin  V,  Abbott)  come  in 
125  mg.  (200,000  units),  bottles  of 
50;  and  in  250  mg.  (400,000  units), 
bottles  of  25.  Oral  Suspension 
COMPOCILLIN-V  (Hydrabamine 
Penicillin  V,  Abbott),  contains  180 
mg.  per  5-cc.  teaspoonful,  in  40-cc. 
and  80-cc.  bottles. 


602071 
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THE  HIGHER  BLOOD  LEVELS  OF  COMPOCILLIN-V 

-IN  EASY-TO-SWALLOW  FILMTABS  AND  TASTY,  ORAL  SUSPENSION 


units/cc.  16 


14 


12 


Filmtab  Compocillin-V 
(Potassium  Penicillin  V,  Abbott) 

Uncoated  Potassium  Penicillin  V 
Buffered  Potassium  Penicillin  G 


10 


Doses  of  400,000  units  were  administered  before 
mealtime  to  40  subjects  involved  in  this  study. 

The  chart  represents  a comparison  of  the  blood  levels  of 
FILMTAB  COMPOCILLIN-V  (Potassium  Penicillin  V,  Abbott) 
with  uncoated  potassium  penicillin  V,  and  with  buffered 
potassium  penicillin  G.  Bar  heights  show  ranges,  while 
crossbars  show  medians.  Note  the  high  I’anges  and  aver- 
ages of  FILMTAB  COMPOCILLIN-V  at  % hour,  and  at  1 hour. 


Im 


Hours 


‘A 


Now,  with  Filmtab  compocillin-v,  patients  get  (and  within  minutes)  fast,  high  peni- 
cillin concentrations.  Note  the  blood  level  chart. 

COMPOCILLIN-V  is  indicated  whenever  penicillin  therapy  is  desired.  It  comes  in 
two  highly-acceptable  forms.  Filmtab  compocillin-v  offers  two  therapeutic  dosages 
(125  and  250  mg.).  Patients  find  Filmtabs  tasteless,  odorless  and  easy-to-swallow. 
For  children,  COMPOCILLIN-V  comes  in  a tasty,  banana-flavored  9 9 H- 

suspension.  It’s  ready-mixed  — stays  stable  for  at  least  18  months. 
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Indications 


and  when 
coccal  infections 
hospitalize 
the  patient 


SPONTIN  is  indicated  for  treating  gram- 
positive bacterial  infections.  Clinical 
reports  have  indicated  its  effectiveness 
against  a wide  range  of  staphylococcal, 
streptococcal  and  pneumococcal  infec- 
tions. It  can  be  considered  a drug  of 
choice  for  the  immediate  treatment  of 
serious  infections  caused  by  organisms 
resistant  to  other  antibiotics. 

Dosage 

Recommended  dosage  depends  on  the 
sensitivity  of  the  microorganism  and  on 
the  severity  of  the  disease  under  treat- 
ment. For  pneumococcal  and  streptococ- 
cal infections,  a dosage  of  25  mg./Kg. 
per  day  will  usually  be  adequate.  Major- 
ity of  staphylococcal  infections  will  be 
controlled  by  25  to  50  mg./Kg.  per  day. 
However,  in  endocarditis  due  to  rela- 
tively resistant  strains  or  where  vege- 
tations or  abscesses  occur,  dosages  as 
high  as  75  mg./Kg.  per  day  may  be  used. 
It  is  recommended  that  the  daily  dosages 
be  divided  into  two  or  three  equal  parts 
at  eight-  or  twelve-hour  intervals. 

Supplied 

SPONTIN  is  supplied  as  a sterile,  lyophi- 
lized  powder,  in  vials  representing  500 
mg.  of  ristocetin  activity. 
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A LIFESAVING  ANTIBIOTIC  AFTER  OTHER  ANTIBIOTICS  HAD  FAILED 


SPONTIN  comes  to  the  medical  profession  with  a clinical  history  of  dramatic  results 
— cases  where  the  patients  were  given  little  chance  of  survival. 

During  these  careful,  clinical  investigations,  lives  were  saved  after  weeks  (and 
sometimes  months)  of  antibiotic  failures.  These  were  the  cases  where  the  infecting 
organisms  had  become  resistant  to  present-day  therapy.  And,  just  as  important, 
were  the  good  results  found  against  a wide  range  of  gram-positive  coccal  infections. 

Essentially,  SPONTIN  is  a drug  for  hospital  use,  for  patients  with  potentially 
dangerous  infections.  In  its  present  form,  SPONTIN  is  administered  intravenously 
using  the  drip  technique.  Dosage  may  be  dissolved  in  5%  dextrose  in  water  or  in 
any  isotonic  or  hypotonic  saline  solution.  Some  of  the  important  therapeutic  points 
of  SPONTIN  include : 

^ successful  short-term  therapy  for  acute  or  subacute  endocarditis 

2 new  antimicrobial  activity  — no  natural  resistance  to  SPONTIN  was  found  in 
tests  involving  hundreds  of  coccal  strains 

3 antimicrobial  action  against  which  resistance  is  rare  — and  extremely  diffi- 
cult to  induce 

4-  bactericidal  action  at  effective  therapeutic  dosages. 

SPONTIN  is  truly  a lifesaving  antibiotic.  It  could  save  the  life  0 0 44. 

of  one  of  your  patients  — does  your  hospital  have  it  stocked?  VAXXvJO'tX 


A NEW  SKELETAL 
MUSCLE  RELAXANT 


Robaxin  — synthesized  in  the  Robins  Research  Laboratories,  and 
intensively  studied  for  five  years -introduces  to  the  physician  an 
entirely  new  agent  for  effective  and  well-tolerated  skeletal  muscle 
relaxation.  Robaxin  is  an  entirely  new  chemical  formulation,  with 
outstanding  clinical  properties: 


# Highly  potent  and  long  acting.^  ® 

• Relatively  free  of  adverse  side  effects.’’^'®'^'*'^ 

# Does  not  reduce  normal  muscle  strength  or  reflex  activity 
in  ordinary  dosage.^ 

♦ Beneficial  in  94.4%  of  cases  with  acute  back  pain 
due  to  muscle  spasm.’'®  '*  ®'^ 


CLINICAL  RESUI 


DISEASE  ENTITY 


(b)  Muscle  spasm  due  to 
trauma 


(c)  Muscle  spasm  due  to 
nerve  irritation 


(d)  Muscle  spasm  seconda 
to  discogenic  disease 
and  postoperative 
orthopedic  procedures 


Miscellaneous  (bursitis, 
torticollis,  etc.) 


TOTAL 


Acute  back  pain  due  to  : 

(a)  Muscle  spasm  secondc 
to  sprain 


(Methocarbamol  Robins,  U.S.  Pat.  No.  2770649) 


Highly  specific  action 


Beneficial  in  94.4%  of  cases  tested 


Robaxin  is  highly  specific  in  its  action  on  the 
intemimcial  neurons  of  the  spinal  cord  — with 
inherently  sustained  repression  of  multisyn- 
aptic  reflexes,  but  with  no  demonstrable  effect 
on  monosynaptic  reflexes.  It  thus  is  useful  in 
the  control  of  skeletal  muscle  spasm,  tremor  and 
other  manifestations  of  hyperactivity,  as  well 
as  the  pain  incident  to  spasm,  without  impair- 
ing strength  or  normal  neuromuscular  function. 


When  tested  in  72  patients  with  acute  back 
pain  involving  muscle  spasm,  Robaxin  in- 
duced marked  relief  in  59,  moderate  rehef  in 
6,  and  slight  relief  in  3 — or  an  over-all  bene- 
ficial effect  in  94.4%.^*^'^’®''^  No  side  effects 
occurred  in  64  of  the  patients,  and  only  slight 
side  effects  in  8.  In  studies  of  129  patients, 
moderate  or  negligible  side  effects  occurred 
in  only  6.2%.^-^’^'^'®’'^ 


r1  ROBAXIN  IN  ACUTE  BACK  PAIN  <•  a- ^ 


DURATION 

OF 

TREATMENT 

DOSE  PER  DAY  (divided) 

RESPONSE 
marked  mod.  slight 

neg. 

SIDE  EFFECTS 

2-42  days 

3-6  Gm. 

17 

1 

0 

0 

None,  16 
Dizziness,  1 
Slight  nausea,  1 

1 -42  days 

2-6  Gm. 

8 

1 

3 

1 

None,  12 
Nervousness,  1 

4-240  days 

2.25-6  Gm. 

4 

1 

0 

0 

None,  5 

2-28  days 

1.5-9  Gm. 

24 

3 

0 

3 

None,  25 
Dizziness,  1 
Lightheaded- 
ness, 2 
Nausea,  2 * 

3-60  days 

4-8  Gm. 

6 

0 

0 

0 

None,  6 

59 

6 

3 

4 

* Relieved  on 
reduction 
of  dose 

* References:  l.  Carpenter,  E.  B.:  Publication  pending.  2.  Carter, 
C.  H.:  Personal  communication.  3.  Forsyth,  H.  F.:  Publication 
pending.  4.  Freund,  J.:  Personal  communication.  5.  Morgan, 
A.  M.,  Truitt,  E.  B.,  Jr.,  and  Little,  J.  M.:  American  Pbarm.  A^n. 
46:374,  1957.  6.  Nachman,  H.  M.:  Personal  communication. 
7.  O’Doherty,  D.:  Publication  pending.  8.  Truitt,  E.  B.,  Jr.,  and 
Little,  J,  M.:  J.  Phartn,  & Exper.  Therap,  119:161,  1957. 


Indications  — Acute  back  pain  associT 
ated  with : (a)  muscle  spasm  secondary  to 
sprain;  (b)  muscle  spasm  due  to  trauma; 

(c)  muscle  spasm  due  to  nerve  irritation; 

(d)  muscle  spasm  secondary  to  discogenic 
disease  and  postoperative  orthopedic 
procedures;  and  mi.scellaneous  conditions, 
such  as  bursitis,  fibrositis,  torticollis,  etc. 

Dosage  — Adults:  Two  tablets  4 times 
daily  to  3 tablets  every  4 hours.  Total  daily 
dosage:  4 to  9 Gm.  in  divided  doses. 

Precautions  — There  are  no  specific  con- 
traindications to  Robaxin  and  untoward 
reactions  are  not  to  be  anticipated.  Minor 
side  eflfects  such  as  lightheadedness,  dizzi- 
ness, nausea  may  occur  rarely  in  patients 
with  unusual  sensitivity  to  drugs,  but  dis- 
appear on  reduction  of  dosage.  When  ther- 
apy is  prolonged  routine  white  blood  cell 
counts  should  be  made  since  some  decrease 
was  noted  in  3 patients  out  of  a group  of 
72  who  had  received  the  drug  for  periods 
of  30  days  or  longer. 

Supply  — Robaxin  Tiblets,  0.5  Gm.,  in 
bottles  of  50. 

A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Va. 

Ethical  Pharmaceuticals  of  Merit  since  1878  
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• debilitated 

• elderly 

• diabetics 

• infants,  especially  prematures 

• those  on  corticoids 

• those  who  developed  moniliasis  on  previous 
broad-spectrum  therapy 

• those  on  prolonged  and/or 
high  antibiotic  dosage 

• women— especially  if  pregnant  or  diabetic 


the  best  broad-spectrum  antibiotic  to  use  is 

IVO  ¥STECLIN-V 

Squibb  Tetracycline  Phosphate  Complex  (Sumycin)  and  Nystatin  (Mycostatin)  Sumycin  plus  Mycostatin 

for  practical  purposes,  Mysteclin-V  is  sodium-free 

for  “built-in”  safety,  Mysteciin -V  combines: 

1.  Tetracycline  phosphate  complex  (Sumycin)  for  superior 
initial  tetracycline  blood  levels,  assuring  fast  transport  of 
adequate  tetracycline  to  the  infection  site. 

2.  Mycostatin— the  first  safe  antifungal  antibiotic— for  its 
specific  antimonilial  activity.  Mycostatin  protects 

many  patients  (see  above)  who  are  particularly  prone  to  monilial 
complications  when  on  broad-spectrum  therapy. 


Capsules  (260  mg:./250,000  u.).  bottles 
of  16  and  100.  Half-Strevgth  Capsules 
(125  mfr./125.000  u.),  bottles  of  16 
and  100.  Suspension  (126  mg./125,000 
u.),  2 oz.  bottles.  Pediatric  Drops  (100 
nig./lOO.OOO  u.),  10  cc.  dropper  bottles. 


Squibs 


Squibb  Quality— 
the  Priceless  Ingredient 


MYSTECLIN-V  PREVENTS  MONILIAL  OVERGROWTH 


25  PATIENTS  ON 
TETRACYCLINE  ALONE 


Before  therapy 


^ W 

® # • « 


After  seven  days 
of  therapy 


• 

• • • • • 


25  PATIENTS  ON 

TETRACYCLINE  PLUS  MYCOSTATIN 


Before  therapy 

m M ^ ^ ^ 


After  seven  days 
of  therapy 


U 


o 


a 


^ 

^ 

^ ^ ^ 


Monilial  overgrowth  (rectal  swab) 


@ None  ® Scanty  ^ Heavy 

Childs.  A.  J.:  British  M.  J.  1:660  1956. 


i-STECLlN.-® 


'Sumycin*  are  squisb  TRAOeMARics 


relaxes 

both 

mind 


muscle 

without 
impairing 
mental 
or  physical 
efficiency 


nontoxic  / no  blood  dyscrasias,  liver  toxicity, 
Parkinson-like  syndrome  or  nasal  stuffiness  / 
well  suited  for  prolonged  therapy 


Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated 
tablets.  Usual  dosage:  One  or  two  400  mg.  tablets  t.i.d. 

For  anxiety,  tension  and  muscle 
spasm  in  everyday  practice. 


Milt  own* 

ti'anquilizer  with  muscle-relaxant  action 


2 -methyl-2-n-propyl- 1,3 -propanediol  dicarbamate 


THF.  ORIGIX.M,  MF.I>ROH.\M.\  I K 


ISCOt  FRFD  S;  I\  I RtUH’CFD  lO 
w.\i  i,.\(;f  I .\ik)r.\  I oru  s 

M'.W  HRUNStV  ICk,  MW  |FRSF^ 


CM-6058 


AN 


tM^OBjTANT 

A i — i 


Because  it  replaces  half  control  with  full  control. 
Because  it  treats  the  whole  menopausal  syndrome. 
Because  one  prescription  manages  both  the 
psychic  and  somatic  symptoms. 


SUPPLIED ; Bottles  of  60  tablets. 
Each  tablet  contains : 


Two-dimensional 


MILTOWN®  (meprobamate,  Wallace) 

2- methyl-2-n -propyl- 1,3-propanediol  dicarbamate. 
U.  S.  Patent  No.  2,724,720. 

Conjugated  Estrogens  (equine)  

Licensed  under  U.  S.  Patent  No.  2,429,398. 


treatment 


dosage:  One  tablet  t.i.d.  in  21-day  courses  with  one  week  rest  periods. 
Should  be  adjusted  to  individual  requirements. 

Samples  and  literature  on  request. 


Milprem” 


umvviN-  , CONJUGATED  ESTROGENS  (EQUINE) 

Proven  Tranquilizer  ^ A Proven  Estrogen 


MILTOWN® 
A 


^ WALLACE  LABORATORIES,  New  Brunswick,  N.  J. 

who  discovered  and  introduced  Miltown,  the  original  meprobamate. 


The 

Achievements 

of 


ir 

anti-inflammatory  effects 
with,  lower  dosage 
(averages  1 less  than 
prednisone) 


Triamcinolone  LEDERXE 


a xiew  low  in  the  collateral 
hormonal  effects  associated 
with  all  previous  corticosteroids 

0 No  sodium  or  water  retention 
0 No  potassium  loss 

0 No  interference  with  psychic  equilibrium 
0 Low  incidence  of  peptic  ulcer  and  osteoporosis 

Aristocort  is  available  in  2 mg.  scored  tablets  (pink),  bottles  of  30;  and  4 mg.  scored  tablets  (■white),  bottles  of  30  and  100. 


Xh©  Aclli©V©ni©Ilt  in  Skin  IDiSOStSOSlIn  a study  of  26  patients  with  severe 
dermatoses,  aristocort  was  proved  to  have  potent  anti-inflammatory  and  antipruritic  properties, 
even  at  a dosage  only  % that  of  prednisone.'. . . Striking  affinity  for  skin  and  tremendous  potency  in 
controlling  skin  disease,  including  50  cases  of  psoriasis,  of  which  over  60%  were  reported  as 
markedly  improved^. ..  absence  of  serious  side  effects  specifically  noted. 


Xh©  Aclli©V©ni©nt  in  H]l©uni8itoid  Arthritis  llmpressive  therapeutic  effect 
in  most  cases  of  a group  of  89  patients'*. . .6  mg.  of  aristocort  corresponded  in  effect  to  10  mg.  of 
prednisone  daily  (in  addition,  gastric  ulcer  which  developed  during  prednisone  therapy  in  2 cases 
disappeared  during  aristocort  therapy). 


1.  Rein,  C.  R.,  Fleischmajer,  R.,  and  Rosenthal,  A.  L.:  J.  A.  M.  A. 
165:1821,  (Dec.  7)  1957. 

2.  Shelley,  W.  B.,  and  Pillsbury,,D.  M.:  Personal  Communication. 

3.  Sherwood,  A.,  ^nd  Cooke,  R.  A.:  Personal  Communication. 

4.  Freyberg,  R.  H.,  Berntsen,  C.  A.,  and  Heilman,  L.:  Paper 
presented  at  International  Congress  on  Rheumatic  Diseases,  Toronto, 
June  25,  1957. 

5.  Hartung,  E.  F.t  Personal  Communication. 

6.  Schwartz,  E.:  Personal  Communication. 

7.  Sherwood,  A.,  and  Cooke,  R.  A.:  J.  Allergy  28:97,  1957. 

8.  Heilman,  L.,  Zumoff,  B.,  Kretshmer,  N.,  and  Kramer,  B.:  Paper 
presented  at  Nephrosis  Conference,  Bethesda,  Md.,  Oct.  26, 1957. 

9.  Ibid.:  Personal  Communication. 

10.  Barach,  A.  L.;  Personal  Communication. 

11.  Segal,  M.  S.:  Personal  Communication. 

12.  Cooke,  R.  A.:  Personal  Communication. 

13.  Dubois,  E.L.:  Personal  Communication. 


The  Achievement  in  Respiratory  Allergies:  "Good  to  exceUent”  results 

in  29  of  30  patients  with  chronic  intractable  bronchial  asthma  at  an  average  daily  dosage  of  only 
7 mg.®. . . Average  dosage  of  6 mg.  daily  to  control  asthma  and  2 to  6 mg.  to  control  allergic  rhinitis 
in  a group  of  42  patients,  with  an  actual  reduction  of  blood  pressure  in  12  of  these.’ 

The  Achievement  in  Other  Conditions:  Two  failures,  4 partial  remissions 

and  8 cases  with  complete  disappearance  of  abnormal  chemical  findings  lead  to  characterization 
of  ARiSTOCORT  as  possibly  the  most  desirable  steroid  to  date  in  treatment  of  the  nephrotic  syn- 
drome.®-®. . . Prompt  decrease  in  the  cyanosis  and  dyspnea  of  pulmonary  emphysema  and  fibrosis, 
with  marked  improvement  in  patients  refractory  to  prednisone.^®*  Favorable  response 

reported  for  25  of  28  cases  of  disseminated  lupus  erythematosus.^® 


Triamcinolone  LBDERLE 


—OH 


Depending  on  the  acuteness  and  severity  of  the  disease  under  therapy,  the  initial 
dosage  of  aristocort  is  usually  from  8 to  20  mg.  daily.  When  acute 
manifestations  have  subsided,  maintenance  dosage  is  arrived  at  gradually, 
usually  by  reducing  the  total  daily  dosage  2 mg.  every  3 days  until  the  smallest 
dosage  has  been  reached  which  will  suppress  symptoms. 


Comparative  studies  of  patients  changed  to  aristocort  from  prednisone 
indicate  a dosage  of  aristocort  lower  by  about  Vs  in  rheumatoid  arthritis, 
by  Vs  in  allergic  rhinitis  and  bronchial  asthma,  and  by  14  to  Vi  in  inflammatory 
and  allergic  skin  diseases.  With  aristocort,  no  precautions  are  necessary 
in  regard  to  dietary  restriction  of  sodium  or  supplementation  -with  potassium. 


ARISTOCORT  is  available  in  2 mg.  scored  tablets  (pink),  bottles  of  30; 
and  4 mg.  scored  tablets  (white),  bottles  of  30  and  100. 


LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER  NEW  YORK 
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of  infant  feeding 

Standard  formulas  for  PREMATURES 


Breast  milk  is  satisfactory  for  the  feeding  of 
prematures  in  spite  of  the  low  protein  and 
mineral  and  high  fat  content.  But  eventual 
formula  feeding  should  provide  a high  protein 
and  carbohydrate  to  satisfy  the  rapid-growing 
needs  of  the  premature  and  low  fat  content 
because  of  limited  digestive  capacity. 

Feedings  of  small  prematures  are  most  effec- 
tively administered  by  the  indwelling  poly- 
thene nasal  catheter  and  of  large  prematures, 
by  bottle  with  small  nipples. 

The  first  six  feedings  should  be  a sterile  5% 
solution  of  Karo  Syrup  at  2 to  3 hour  intervals; 
for  subsequent  feedings,  breast  milk  or  for- 
mula should  be  added  in  gradually  increasing 
amounts  according  to  tolerance  and  require- 
ments, as  indicated  in  the  table  below. 


Initial  feeding  schedules 

for  premature  infants 


(Feedings  Started  After  36  Hours  and  Continued 
at  2 to  3 Hour  Intervals) 


FEEDINGS 

COMPOSITION 

QUANTITY 

First  Six 

5%  Karo 

2-5  ml. 

7th  and  8th 

2 parts  5%  Karo 
1 part  breast  milk 
or  formula 

6-10  ml. 

9th  and  10th 

1 part  5%  Karo 
1 part  breast  milk 
or  formula 

8-15  ml. 

11th  and  12th 

1 part  5%  Karo 

2 parts  breast  milk 
or  formula 

10-18  ml. 

Subsequently 

Breast  or  formula  feeding 

12-20  ml. 

ADVANTAGES 

OF  KARO®  IN  INFANT 

FEEDING 

Composition:  Karo  is  a su- 
perior maltose-dextrin  mixture 
because  the  dextrins  are  non-fer- 
mentable  and  the  maltose  is 
rapidly  transformed  into  dextrose 
which  requires  no  further  digestion. 

ConCOntTdt'lOn:  volume  for 
volume  Karo  furnishes  twice  as 
many  calories  as  similar  milk 
modifiers  in  powdered  form. 

Pwrity:  Karo  is  processed  at 
sterilizing  temperatures,  sealed 
for  complete  hygienic  protection 
and  devoid  of  pathogenic  or- 
ganisms. 

Low  Cost:  Karo  costs  l/5th  as 
much  as  expensive  milk  modifiers 
and  is  available  at  all  food  stores. 


Medical  Division 

CORN  PRODUCTS  REFINING  COMPANY 

1 7 Battery  Place,  New  York  4,  N.  Y. 


Relieve  moderate  or  severe 
Reduee  fever 

Alleviate  the  general  malaise  of 
upper  respiratory  infections 


‘TABLOID 


■ 


maximum  codeine  analgesia/optimum  antipyretic  action  ^ : 


■"Subject  to  Federal  Narcotic  Regulations 


BURROUGHS  WELLCOME 


& CO.  (U.S.A.)  INC.,  ' 

■ p';-  ■ 


gmbols 

OF 

PROVEN 

PAIN 

RELIEF 


gr.  1 


gr.  y> 


gr.  ’/. 


gr.% 


Formulas  for  dependable  relief... 


. . .from  pain  of  muscle  and  joint  origin,  simple  headache,  neuralgia, 
and  the  symptoms  of  the  common  cold. 

^TABLOID’ 


EMPIRIN  COMPOUND 


Acetophenetidin gr.  2^/4  , 

Aspirin  ( Acetylsalicylic  Acid) gr.  3^4 

Caffeine  gr.  ^4  ‘ 

i 

1 


...from  mild  pain  complicated  by  tension  and  restlessness. 


Phenobarbital gr.  Vi 

Acetophenetidin gr.  2^4 

Aspirin  (Acetylsalicylic  Acid) gr.  3^4 


•Subject  to  Federal  Narcotic  Regulations 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 


I 


'I 


H6W  for  angina 


(PENTAERYTHRITOL  TETRANITRATe)  (hYOROXYZINE) 


with  a shelter  of 
tranquility 


links 

freedom  from 
anginal  attacks 


In  pain.  Anxious.  Fearful.  On  the  road  to  cardiac 
invalidism.  These  are  the  pathways  of  , 
angina  patients.  For  fear  and  pain  are  inexorably 
linked  in  the  angina  syndrome. 


For  angina  patients— perhaps  the  next  one  who 
enters  your  office— won’t  you  consider  new 
CARTRAX?  This  doubly  effective  therapy  combines 
PETN  (pentaerythritol  tetranitrate)  for  lasting 
vasodilation  and  atarax  for  peace  of  mind. 

Thus  CARTRAX  relieves  not  only  the  anginal  pain 
but  reduces  the  concomitant  anxiety. 


New  York  17,  New  York 
Division,  Chas.  Pfizer  if  Co.,  Inc. 


Dosage  and  supplied:  begin  with  1 to  2 yellow  cartrax 
“10”  tablets  (10  mg.  petn  plus  10  mg.  atarax)  3 to  4 times 
daily.  When  indicated,  this  may  be  increased  for  more 
optimal  effect  by  switching  to  pink  cartrax  “20"  tablets 
(20  mg.  PETN  plus  10  mg.  atarax.)  P'or  convenienee,  write 
“cartrax  10”  or  “cartrax  20.”  In  bottles  of  100. 
cartrax  should  be  taken  30  to  60  minutes  before  me.ds.  on 
a continuous  dosage  schedule.  Use  petn  preparations 
wi,th  caution  in  glaucoma. 

“Cardiac  patients  who  show  significant  manifestations  of 
anxiety  should  receive  ataraclic  treatinent  as  part  of  the 
therapeutic  approach  to  the  cardiac  prohlein."' 

1.  W.aldman,  S.,  and  Poliicr,  L.:  Am.  Pract.  )s-  DIkisI  1 umI.  ,V:10,  > (Inlv)  10.^,. 
•trademark 
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AN  AMES  CLINIQUICK 

CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 


^5* 


f-'i 

‘ * 

m:4 


what  are  the  7 “dont’s” 

of  offiee  psychotherapy? 

(1)  Don’t  argue— let  patient  “talk  out”  his  troubles.  (2)  Don’t  counsel— help 
him  solve  his  own  problems.  (3)  Don’t  be  hostile  — allow  patient  to  express 
hostility  without  reciprocating.  (4)  Don’t  be  unsure— stress  significance  of 
normal  or  abnormal  physical  findings  in  relation  to  symptoms.  (5)  Don’t  be 
too  reassuring— overoptimism  may  suggest  you  take  the  symptoms  too 
lightly.  (6)  Don’t  approve  or  censure.  (7)  Don’t  be  too  credulous— patients’ 
words  may  conceal  hidden  meanings. 

Source — Vlym&n,  M.:  Some  Aspects  of  Psychiatry  in  General  Practice,  GP  76:83 
(Oct.)  1957. 

calmative  NOSTYN* 

Ectylurea,  Ames 
(2-ethyl-c/i-crotonylurea) 

for  tranquil— not  “tranquilized''  patients 

“Anxiety  and  nervous  tension  states  appeared  to  be  most  benefited The  patients 

experienced  and  expressed  a feeling  of  greater  inward  security,  serenity Mental 

depression,  one  of  the  undesirable  side  actions  in  many  other  sedatives,  did  not 
develop  in  any  of  the  patients ”* 

^=Bauer,  H.  G.;  Seegers,  W.;  Krawzoff,  M.,  and  McGavack,  T.  H.:  A Clinical  Evaluation 
of  Ectylurea  (Nostyn®),  in  press. 

dosage:  Children— \5Q  mg.  (Vi  tablet)  three  or  four  times  daily.  Adults— 150-300 
mg.  (Vi  to  1 tablet)  three  or  four  times  daily. 

supplied:  300  mg.  scored  tablets;  bottles  of  48  and  500. 

^ AMES  COMPANY,  INC  • ELKHART,  INDIANA 
Ames  Company  of  Canada,  Ltd.,  Toronto  44253 
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respiratory  congestion 


reiiet  in  minutes . . iasts  tor 


orally 

hours 


In  the  common  cold,  nasal  allergies,  sinus- 
itis, and  postnasal  drip,  one  timed-release 
Triaminic  tablet  brings  welcome  relief  of 
symptoms  in  minutes.  Running  noses  stop, 
clogged  noses  open — and  stay  open  for  6 to 
8 hours.  The  patient  can  breathe  again. 

With  topical  decongestants,  “unfortu- 
nately, the  period  of  decongestion  is  often 
followed  by  a phase  of  secondary  reaction 
during  which  the  congestion  may  be  equal 
to,  if  not  greater  than,  the  original  condi- 
tion. . . The  patient  then  must  reapply 
the  medication  and  the  vicious  cycle  is 
repeated,  resulting  in  local  overtreatment, 
pathological  changes  in  nasal  mucosa,  and 
frequently  “nose  drop  addiction.” 

Triaminic  does  not  cause  secondary  con- 
gestion, eliminates  local  overtreatment  and 
consequent  nasal  pathology. 

•Morrison,  L.  F.;  Arch.  Otolaryng.  69:48-63  (Jan.)  1964. 

Each  double-dose  “timed-release”  triaminic 

Tablet  contains: 

Phenylpropanolamine  hydrochloride  50  mg. 


Pyrilamine  maleate 25  mg. 

Pheniramine  maleate 25  mg. 


Dosage:  1 tablet  in  the  morning,  afternoon,  and 
in  the  evening  if  needed. 


Each  double-dose  **timed-release** 
tablet  keeps  nasal  passages 
clear  for  6 to  8 hours — 
provides  ** around-the-clock** 
freedom  from  congestion  on 
just  three  tablets  a day 


disintegrates  to  give  3 to  4 
more  hours  of  relief 


Also  available:  Triaminic  Syrup,  for  children  and 
those  adults  who  prefer  a liquid  medication. 


® 

Triaminic 

running  noses . . . 4^^  and  open  stuffed  noses 

SMITH-DORSEY  . a division  of  The  Wander  Company  • Lincoln,  Nebraska  • Peterborough,  Canada 


helps  anemic  knights  to  more  vigorous  days 


Dragon-slaying  in  the  days  of  King  Arthur  was  a rugged  task  for  even  Sir  Lancelot!  • Yet  blood-building 
with  iron,  and  iron  alone,  is  often  just  as  difficult... because  a protein  deficiency  frequently  accompanies 
iron  deficiency  anemia.  Without  glycine,  formation  of  the  blood  molecule  cannot  take  place*  and  iron  is 
unsatisfactorily  or  incompletely  assimilated.*  That's  why  Glytinic,  Boyle's  new  Amino  Acid-Iron  Hematinic, 
contains  both  glycine  and  ferrous  gluconate. ..and  that's  why  Glytinic  often  succeeds  in  building  blood 
where  other  hematinics  fail.  Next  time  you're  faced  with  an  iron-deficiency  anemia,  help  him  enjoy  more 
vigorous  days  by  prescribing  Glytinic. ..available  in  100  tablet  or  1 pint  bottles. 

Daily  Dose  (2  tablespoontuls  or  4 tablets)  of  Glytinic  contains:  Ferrous  Gluconate-13.5  gr.;  Glycine-1 .3  Gm.; 
Vitamin  B-12-10.0  meg.;  Thiamine  HCI-7.5  mg.;  Riboflavin-7.5  mg.;  Pyridoxine  HCI-2.25  mg.;  Niacinamide- 
45.0  mg,;  Panthenol-6.5  mg.;  Liver  Fraction  1,  NF-5.0  gr.;  Cobalt-0.05  mg.;  Manganese-5.0  mg. 

BOYLE  & COMPANY  Los  Angeles  54,  California 


•Rest,  Edward  J„  and  Todd,  Wilbert  R.,  Textbook  of  Biochemistry,  2nd  Ed,  (New  York,  Macmillan,  1955),  p.  522;  p.  1074-5. 
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A NEW,  CORTICOSTEROID  MOLECULE  WITH  GREATER  ANTIALLERGIC, 
ANTIRHEUMATIC  AND  ANTI-INFLAMMATORY  ACTIVITY 


far  less  gastrointestinal 
distress 


for  your  patients  tvith 

m BRONCHIAL  ASTHMA,  ALLERGIC  DISORDERS 
■ ARTHRITIC  DISORDERS  ■ DERMATOSES 


Squibb  Triamcinolone 


■ safe  to  use  in  asthma  with 
associated  cardiac  disease; 
no  sodium  and  water  retention. 


■ does  not  produce  secondary 
hypertension— low  salt  diet 
not  necessary 


■ no  unnatural  psychic 
stimulation 


■ often  works  when  other 
glucocorticoids  have  failed 


■ and  on  a lower  daily  dosage 


SQUIBB 


Squibb  Quality— the  Priceless  Ingredient 


Initial  dosage:  8 to  20  mg.  daily.  After  2 to  7 days 
gradually  reduce  to  maintenance  levels. 

See  package  insert  for  specific  dosages  and  precautions. 
1 mg.  tablets,  bottles  of  50  and  500. 

4 mg.  tablets,  bottles  of  30  and  100. 


^KCNACOIT*  n A IQUIBB  TRAOCHARK 


HOCH CH  — N CH, 


CH,0 


if  has  Cl  higle  tiegree  of  clinical 
safety.  . . If  is  considered 
to  be  the  preferred  cmtimalarial  ' 
drug  lor  treatment  of  disorders 
of  connective  tissue^  becciyse 
of  the  low  incidence  of  gastrointestinal 
distress  as  compared  to  that 
with,  chloroquine  phosphate/ 


CH, 

H,C CH  — CHCH=  CH. 


. . . Plaquenit  is  decidedly  less  toxic  and  better 
tolerated  by  the  average  patient,  even  in  high 
dosage,  than  is  chloroquine/^^ 


NHCHCH,{CH,),N(CH,CH,), 


ATABRINE® 


Remar 
effective 


SIDE  EFFECTS  MARKEDfeV  REDUCED 


DOSE;  Initial  - 400  to  600  mg.  (2  or  3 tablets)  Plaquenil  sulfate  daily. 
Maintenance  — 200  to  400  mg.  (1  or  2 tablets)  daily. 

SUPPLIED;  Tablets  of  200  mg.,  bottles  of  100. 


RENCES: 

cherbel,  A.L,»  Schuchter,  S.L.,  and  Harrison,  J.W. ; Cleveland  Clin.  Quart.  24:98,  Apr..  1967. 
Iditorial:  Bull  A.  Mil,  Dermatologists,  The  Shock  Section  5:26,  Non.,  1966, 
ombleet,  Theodore:  Arch.  Dermal.  73:672,  June,  1966. 


Write  for  Bm 


raen 


d'df  Quinncdn^ 


brand  of 


and 


trademar. 


CORRECTS  IRON  DEFICIENCY 
AS  IT  STIMULATES  APPETITE 

Offers  appetite  stimulating  Vitamins  Bi,  Bg,  B12  and  protein- 
upgrading I -Lysine,  fortified  with  a readily  absorbed,  well- 
tolerated  form  of  iron. 

Delicious  cherry  base  designed  to  appeal  to  all  patients. 

PARTICULARLY  FOR  CHILDREN 

Helps  young  appetites  keep  pace  with  the  increased  nutritional 
demands  of  childhood  while  supplying  adequate  amounts  of 
essential  iron. 


Provides  the  follovi/ing  percentages  of  Minimum  Daily  Requirements  per  teaspoonful: 


Child  under  6 

Child  over  6 

Adult 

B. 

2000% 

1333% 

1000% 

Iron 

400% 

300% 

300% 

FORMULA 

EACH  TEASPOONFUL  (5  cc.)  CONTAINS 

l-Lysine  HCI 300  mg. 

Ferric  Pyrophosphate  (Soluble) 250  mg. 

Iron  (as  Ferric  Pyrophosphate) 30  mg. 

Vitamin  B12  Crystalline 25  mcgm. 

Thiamine  Mononitrate  (Bi) 10  mg. 

Pyridoxine  HCI  (Be) 5 mg. 

Alcohol 0.75% 


Average  dosage  is  one  teaspoonful  daily.  Available  in  bottles  of  4 fl.  oz. 

•reo.  u.  s.  pat.  off. 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER,  NEW  YORK 


« 
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EDEMA 


Start  therapy  with  one  or  two  500  mg, 
tablets  of  'diuriu  once  or  twice  a day, 

BENEFITS: 

# The  only  orally  effective  nonmercurial  agent 
with  diuretic  activity  equivalent  to  that  of  the 
parenteral  mercurials. 

# Excellent  for  initiating  diuresis  and  maintaining 
the  edema-free  state  for  prolonged  periods. 

# Promotes  balanced  excretion  of  sodium  and 
chloride— without  acidosis. 

Any  indication  for  diuresis  is  an  me- 
dication for  'DIURIU: 

Congestive  heart  failure  of  all  degrees  of  severity; 
premenstrual  syndrome  (edema) ; edema  and  toxe- 
mia of  pregnancy;  renal  edema— nephrosis;  ne- 
phritis; cirrhosis  with  ascites;  drug-induced  edema. 
May  be  of  value  to  relieve  fluid  retention  compli- 
cating obesity. 

SUPPLIED:  250  mg.  and  500  mg.  scored  tablets  'DIURIL’ 
(chlorothiazide);  bottles  of  100  and  1,000. 

'diuril'  and  'inversine'  are  trade-marks  of  Merck  & Co.,  Inc. 


MERCK  SHARP  & DOHME 

Division  of  MERCK  & CO.,  Inc.,  Philadelphia  1,  Pa. 
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as  simple 

as  l-Z-3 
in 


HYPERTENSION 


2 


INITIATE  DIURIL'  THERAPY 
•DIURIL'  is  given  in  a dosage  range  of  from  250 
mg.  twice  a day  to  500  mg.  three  times  a day. 

ADJUST  DOSAGE  OF  OTHER  AGENTS 
The  dosage  of  other  antihypertensive  medication 
(reserpine,  hydralazine,  etc.)  is  adjusted  as  indi- 
cated by  patient  response.  If  the  patient  is  estab- 
lished on  a ganglionic  blocking  agent  (e.g.,  'IN- 
VERSINE')  this  should  be  continued,  but  the  total 
daily  dose  should  be  immediately  reduced  by  25 
to  50  per  cent.  This  will  reduce  the  serious  side 
effects  often  observed  with  ganglionic  blockade. 


ADJUST  DOSAGE  OF  ALL  MEDICATION 

The  patient  must  be  frequently  observed  and  care- 
ful adjustment  of  all  agents  should  be  made  to 
determine  optimal  maintenance  dosage. 


BENEFITS: 

^improves  and  simplifies  the  management  of  hypertension 
^ markedly  enhances  the  effects  of  antihypertensive  agents 
^ reduces  dosage  requirements  for  other  antihypertensive 
agents— often  below  the  level  of  distressing  side  effects 
^smooths  out  blood  pressure  fluctuations 

INDICATIONS:  management  of  hypertension 


Smoothy  more  trouble-free  manage- 
ment of  hypertension  with  'DIURIL' 


Through  this  theme  the 
American  Dairy  Association  of 
Arizona  will  urge  Arizonans  to 
improve  their  health  . . . by 
drinking  more  "protein- 
packed"  MILK. 


dedicated  to  the  health  of  Arizona's  people 


Three  advantages  of 

glucosamine-potentiated 

tetracycline: 


m: 


Highest,  fastest  tetraegeiine 
ieeels,  with  glucosamine  enhancement.  A screen- 
ing program  involving  84  possible  adjuvants, 
multiple  four-way  crossover  tests,  30,000  blood 
level  determinations  and  more  than  100,000 
assays  proved  glucosamine  to  be  the  enhancing 
agent  of  choice.  d 


Greatest  eonststeney  of  higher 
tetraegetine  btood  levels  Not  only 
does  olucosamine  considerablv  increase 


the  physiologic 
advantages  of  giueosamine^Q 

normal  human  metabolite.  Glucosamine, 
found  widely  in  the  body,  is  nontoxic  and 
does  not  irritate  the  gastrointestinal  tract; 
there  is  evidence  that  glucosamine  may 
favorably  influence  the  bacterial  flora  of  the 
intestine.  Further,  it  is  sodium  free  and  re- 
leases only  four  calories  of  energy  per  gram. 


in  new 


well -tolerated 


ijL 


" The  most  widely  prescribed 
drum  antiMotie 
vith  glw^samfdCy  fhe 
enhancing  ssgen^.  oi 
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Twenty-two  years  devoted  exclusively  to  the  design  and 

production  of  the  world's  choicest  electronic  medical-surgical 
equipment  is  now  culminated  in  the  presentation  of 

this  new — finest  of  all,  electrocardiograph. 


a 

completely  new 
NEW 

electro- 

cardiograph 

by  Birtcher 


THE  BIRTCHER  CORPORATION 

THE 

Department  ARM  — 358 

4371  Valley  Boulevard,  Los  Angeles  32,  California 

BIRTCHER 

Please  send  me  descriptives  detailing 

CORPORATION 

the  19  new  engineering  features  found  exclusively 

in  your  all-new  Electrocardiograph 

Los  Angeles  32,  California 

Dr. 

Address 

Citv  Zone  State 

OFFICE  EQUIPMENT 
1636  NORTH  CENTRAL 

(just  north  of  McDowell) 


WAYLAND 

PRESCRIPTION  PHARMACIES 

TWO  FINE  STORES 

North  Central  Medical  Bldg. 
2021  N.  Central 
and 

Professional  Building 
1 3 E.  Monroe 

Phoenix,  Arizona 

FREE  DELIVERY 


SCH 


ERING  CORPORATION 


BLOOMFIELD,  NEW  JERSEY 


M J US 
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The  non-narcotic  analgesic  with  the  potency  of  codeine 


DARVON  (Dextro  Propoxyphene 
Hydrochloride,  Lilly)  is  equally  as  po- 
tent as  codeine  yet  is  much  better 
tolerated.  Side-effects,  such  as  nausea 
or  constipation,  are  minimal.  You  will 
find  ‘Darvon’  helpful  in  any  condition 
associated  with  pain.  The  usual  adult 
dose  is  32  mg.  every  four  hours  or  65 
mg.  every  six  hours  as  needed.  Avail- 
able in  32  and  65-mg.  pulvules. 


DARVON  COMPOUND  (Dextro  Pro- 
poxyphene and  Acetylsalicylic  Acid 
Compound,  Lilly)  combines  the  antipy- 
retic and  anti-inflammatory  benefits  of 
‘A.S.A.  Compoimd’*  with  the  analgesic 
properties  of  ‘Darvon.’  Thus,  it  is  useful 
in  relieving  pain  associated  with  recur- 
rent or  chronic  disease,  such  as  neural- 
gia, neuritis,  or  arthritis,  as  weU  as  acute 
pain  of  traumatic  origin.  The  usual  adult 
dose  is  1 or  2 pulvules  every  six  hours 
as  needed. 


Each  Pulvule  ’Darvon  Compound’  provides: 


‘Darvon' 32  mg. 

Acetophenetidin 162  mg. 

‘A.S.A.'  {Acetylsalicylic  Acid,  Lilly) 227  mg. 

Caffeine 32.4  mg. 


*'A.S.A.  Compound'  (Acetylsalicylic  Acid  and  Acetophenetidin  Compound,  Lilly) 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6.  INDIANA,  U.  S.  A. 

820260 
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MANAGEMENT  OF  ACUTE  RENAL  OLtGURIA 

By  Joseph  H.  Holmes,  M.D.*— ** 

Denver,  Colorado 


1 N the  past  many  doctors  have  regarded  a ris- 
ing or  remarkably  elevated  NPN  as  a hopeless 
clinical  situation  for  which  further  treatment  is 
useless.  With  greater  knowledge  of  renal  failure 
and  development  of  new  techniques  like  the  ar- 
tificial kidney,  such  an  attitude  is  no  longer  nec- 
essary. Such  patients,  when  they  have  other 
pathological  lesions  should  be  treated  specifical- 
ly for  those  lesions,  and  also  be  given  supportive 
therapy  for  their  uremia.  Some  patients  with 
chronic  renal  disease  may  lead  an  active  life 
either  attending  to  their  business  or  taking  care 
of  six  children  with  a blood  NPN  ranging  from 
70  to  120  mgm.  per  cent. 

While  the  patient  with  chronic  renal  disease 
can  only  be  helped  temporarily  by  the  methods 
now  available,  adequate  treatment  of  the  patient 
with  an  acute  oliguria  gives  most  gratifying  re- 
sults. Such  patients  will,  if  carried  successfully 
through  the  acute  oliguric  phase,  heal  their  renal 
lesion  to  the  state  of  renal  function  existing  prior 
to  the  onset  of  the  acute  oliguria.  This  clinical 
situation  is  usually  labelled,  “lower  nephron 

"Department  of  Medicine  and  Division  of  Laboratory  Medicine 
and  Clinical  Pathology,  University  of  Colorado  School  of 
Medicine,  Denver,  Colorado, 

""The  author  wishes  to  acknowledge  the  help  of  all  members 
of  the  hemodialysis  team,  and  particularly.  Dr.  Peter  Van 
Schoonhoven,  Dr.  William  Robb,  Dr.  Theodore  Richey,  Dr. 
George  Mani,  Dr.  William  Takenda  and  Dr.  Thomas  Hickman. 
Supported  in  part  by  the  Mary  B.  Flynn  and  Mrs.  Corning 
Benton  Funds. 


nephrosis.”  However,  it  does  not  seem  to  repre- 
sent a discreet  renal  picture  beeause  it  may  have 
many  causes  and  the  pathological  pattern  at  post 
mortem  may  be  variable.  One  of  the  most  com- 
mon causes  is  the  shoek  and  associated  anoxemia 
which  may  follow  severe  trauma  or  surgery. 
Next  in  order  of  oeeurrences  are  the  acute  hem- 
olytic diseases,  and  the  toxie  nephroses  which 
may  follow  exposure  to  carbon  tetrachloride,  bi- 
chloride of  mercury,  bromate,  ethylene  glycol  or 
other  toxic  agents.  Acute  oliguria  may  also  oecur 
in  association  with  acute  respiratory  infeetions 
such  as  bronchopneumonia^.  In  addition  there 
are  other  causes  of  aeute  oliguria  whieh  do  not 
seem  to  fall  in  the  above  categories,  as  for  exam- 
ple, the  oliguria  of  hypo-  or  hypernatremia,  that 
of  aeute  nephritis  and  that  sometimes  associated 
with  subacute  bacterial  endoearditis.  The  pa- 
tient with  ehronic  renal  disease  who  develops 
oliguria  following  an  infection,  surgery  or  an  ac- 
cident will  also  be  considered  in  this  paper  be- 
cause the  clinical  management  is  identical  even 
though  the  pathological  picture  and  ultimate 
prognosis  may  be  different.  The  acute  oliguria 
following  overdosage  witli  sulfadiazine  may  rep- 
resent a special  type  of  oliguria  which  is  con- 
sidered secondary  to  extensive  precipitation  of 
crystals  in  the  renal  tubules.  Furthermore,  treat- 
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merit  is  different  beeause  immediate  hemodialy- 
sis may  lower  “sulfa”  blood  levels  to  a point 
where  further  renal  damage  is  kept  to  a mini- 
mum. 

In  many  instanees  the  exaet  reason  for  the  de- 
velopment of  lower  nephron  nephrosis  is  not 
elear.  We  aeeept  readily  enough  the  explanation 
of  renal  anoxemia  seeondary  to  the  severe  shoek 
and  severe  hemorrhage  following,  for  example, 
a hysterectomy2,3.  In  eontrast  the  patient  un- 
dergoing a simple  appendeetomy  with  no  obvi- 
ous drop  in  blood  pressure  throughout  the  oper- 
ative period  and  not  requiring  any  transfusions 
who  suddenly  developed  an  aeute  oliguria,  pre- 
sents a much  more  perplexing  problem.  An 
equally  perplexing  problem  is  the  occurrence  of 
acute  oliguria  following  a “flu-like”  infection  or 
a broncho-pneumonia^  This  problem  has  not 
been  elucidated  by  animal  studies  since  no  con- 
sistent method  for  the  production  of  lower 
nephron  nephrosis  has  yet  been  devised.  Table  I 
shows  the  incidence  of  shock,  administration  of 
blood,  transfusion  reactions  and  other  factors  be- 
lieved responsible  for  causing  lower  nephron 
nephrosis  in  all  the  patients  with  acute  oliguria 
treated  by  dialysis  at  Colorado  General  Hospital 
up  to  March  1957.  While  the  exact  cause  of  the 
acute  oliguria  may  not  be  apparent  in  every  in- 
stance, the  management  of  these  cases  is  identi- 
cal. 

The  treatment  of  a case  of  acute  oliguria  which 
follows  surgery  can  be  divided  into  three  phases, 
the  initial  period  covering  the  first  24  to  48 
hours,  the  remaining  period  of  oliguria,  and 
the  diuretic  phase.  In  the  initial  phase  the  pri- 
mary therapeutic  objective  is  the  treatment  of 
the  cause.  This  may  include  adequate  and 
prompt  restoration  of  blood  volume  in  the  case 
of  shock,  symptomatic  treatment  of  the  trans- 
fusion reaction  and  administration  of  sodium 
bicarbonate,  and  in  the  case  of  acute  nephro- 
toxins,  removal  of  these  agents  either  by  dialysis 
or  exchange  transfusion  if  that  seems  feasible. 
For  example,  recently  a patient  received  50  gms. 
of  sulfadiazine  intravenously.  This  patient  was 
immediately  put  on  the  articifical  kidney.  The 
original  sulfadiazine  level  in  the  blood  exceeded 
80  mg.  per  cent.  At  the  end  of  the  dialysis  period 
it  was  lowered  to  a value  of  20  mg.  per  cent. 
Ureteral  catheters  were  also  passed  to  make  sure 
that  precipitation  of  sulfadiazine  crystals  had  not 
blocked  the  ureters.  The  patient  responded  well 


and  had  only  a short  period  of  oliguria  lasting 
four  to  five  days.  He  then  started  putting  out 
large  volumes  of  urine,  and  subsequent  dialysis 
was  not  needed.  If  there  is  any  doubt  that  the 
ureters  are  blocked  in  any  of  these  cases  this 
should  be  checked  immediately.  Cystoscopic  ex- 
amination is  indicated  when  the  patient  is  not 
excreting  any  urine. 

TABLE  1 

ETIOLOGY  OF  ACUTE  ANURIA 
(Hemodialysis  — 15  Cases) 

Shows  the  possible  etiologic  factors  in  the  last  15  patients 
with  acute  oliguria  or  lower  nephron  nephrosis  which  were  sent 
to  this  hospital  for  dialysis. 

Surgery  9 Blood  Transfusions  6 

Trauma  2 Incompatable  Blood 2 

Shock  7 Acute  Glomerulonephritis  . 2 

Carbon  Tetrachloride 1 

Following  the  initial  period  the  patient  then 
passes  into  a phase  of  prolonged  oliguria  which 
may  last  anywhere  from  four  to  over  20  days 
with  an  average  of  about  eight  to  10  days. 
Our  record  case  was  oliguric  for  29  days.  Good 
management  during  this  phase  is  particularly 
important.  Let  us  consider  some  of  the  important 
features  of  conservative  therapy. 

While  an  indwelling  catheter  is  most  comfort- 
ing to  the  physician  and  allows  him  to  make 
frequent  measurements  of  the  urinary  output, 
it  often  produces  a cystitis.  Thus,  where  possible 
it  may  be  best  not  to  use  an  indwelling  catheter. 

Perhaps  one  of  the  most  important  aspects  of 
therapy  in  these  cases  is  the  administration  of 
fluids.  Years  ago  these  patients  were  given  too 
much  fluid,  sometimes  in  the  hope  of  initiating 
diuresis.  A carefully  kept  intake  and  output 
record  is  most  important  in  following  these  cases. 
The  daily  fluid  requirement  should  include  the 
previous  day’s  output  (urinary  or  other  losses) 
plus  an  allowance  for  insensible  water  loss  — 
usually  about  700  to  1,000  cc.  per  day.  This  latter 
figure  may  vary  with  conditions,  for  example,  in 
summer  more  fluid  is  required  than  in  winter, 
and  if  the  patient  sweats,  an  additional  fluid 
loss  must  be  estimated.  It  seems  ideal  to  keep 
the  patient  mildly  but  not  severely  dehydrated. 
In  the  latter  case  there  appears  to  be  an  in- 
creased danger  of  pulmonary  and  salivary  gland 
complications  resulting  from  the  markedly 
thickened  secretions.  When  the  patient  con- 
tinually complains  of  severe  thirst,  the  mouth 
is  completely  dry,  and  he  is  unable  to  swallow 
adequately  because  of  lack  of  saliva,  then  prob- 
ably more  fluids  are  indicated.  Measurements 
of  salivary  flow  by  the  mouth  breathing  tech- 
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nique  have  been  made  in  many  of  these  patients 
and  have  proved  useful  in  quantitatively  evalu- 
ating the  dryness  of  the  mouth.  It  is  not  suf- 
ficient to  order  the  daily  fluids  in  the  morning. 
One  must  check  at  least  several  times  daily  to 
determine  if  the  patient  is  getting  what  was 
ordered  that  morning  and  also  whether  the  fluid 
e.xchange  has  changed  due  to  increased  urinary 
output,  diarrhea  or  vomiting.  The  patient  should 
be  weighed  daily.  According  to  Merrill(2)  a 
patient  on  intravenous  fluids,  with  no  food  by 
mouth,  should  ideally  lose  about  .3  kilogram 
body  weight  per  day. 

Where  possible  we  try  to  keep  these  patients 
eating  food  by  mouth  throughout  their  hospital 
course.  The  diet  prescribed  is  a low  protein,  high 
carbohydrate,  high  fat  diet  designed  to  supply 
sufficient  calories  as  carbohydrate  and  fat  so 
that  metabolism  of  protein  is  kept  to  a minimum. 
This  tends  to  prevent  a rapid  rise  in  the  blood 
NPN  and  creatinine.  This  diet  is  also  low  in 
sodium  and  potassium.  It  is  not  an  attractive 
diet  but  many  patients  eat  it  well.  The  strictest 
diet  used  has  only  20  gms.  of  protein  per  day. 
When  it  is  possible,  as  diuresis  starts,  to  raise 
the  protein  content  to  30  gms.  per  day  and  per- 
mit salt,  then  the  diet  is  much  more  attractive. 
The  use  of  butter  balls  and  butter  soup  have 
been  disappointing  in  our  experience  since  they 
produce  nausea  and  gastrointestinal  discomfort 
so  that  very  few  patients  will  tolerate  them. 
When  continued  intravenous  therapy  is  required 
calories  can  be  supplied  by  intravenous  fat  and 
glucose  solutions.  In  a patient  with  hemorrhage 
into  the  peritoneal  cavity  or  severe  trauma  the 
NPN  may  rise  as  rapidly  as  30  to  60  mg.  per 
cent  per  day.  In  the  average  uncomplicated  case 
on  a low  protein  diet  this  increase  can  be  kept 
to  a minimum  of  less  than  20  mg.  per  cent  per 
day.  An  anabolic  agent  like  testosterone  may 
also  be  useful  in  preventing  a rapid  rise  of  the 
NPN.  This  is  usually  administered  as  25  mg. 
of  the  proprionate  given  three  times  a week 
for  several  weeks(3)  or  daily  for  a maximum 
of  10  days(2). 

Another  important  aspect  of  therapy  is  the 
control  of  the  electrolyte  concentrations  in  the 
body  fluids.  The  usual  electrolyte  changes  dur- 
ing the  period  of  oliguria  are  a decrease  in  the 
serum  sodium  and  chloride  concentrations,  a 
rise  in  the  serum  potassium,  a decrease  in  the 
serum  bicarbonate,  an  elevation  in  the  serum 


phosphate,  and  no  change  or  a slight  drop  in 
the  serum  calcium.  The  serum  magnesium  may 
be  elevated  but  as  yet  little  clinical  significance 
is  attached  to  this  change.  Serum  proteins  usually 
do  not  change.  However,  in  an  occasional  case 
there  is  a significant  decrease  in  their  concen- 
tration, and  one  should  then  look  for  concomitant 
liver  damage.  The  organic  acid  concentrations 
in  the  serum  which  are  not  measured  directly 
presumably  increase  and  the  extent  of  their  rise 
is  indicated  by  the  rate  of  decline  in  the  serum 
bicarbonate.  The  decrease  in  serum  concentra- 
tions of  sodium  and  chloride  should  be  treated 
only  if  there  are  significant  changes  such  as  a 
sodium  below  133  meq/L  or  a chloride  below 
92  meq/L.  When  the  serum  bicarbonate  is  rela- 
tively normal,  our  choice  of  solutions  for  re- 
storing the  serum  sodium  and  chloride  concen- 
trations is  usually  five  per  cent  chloride  ad- 
ministered intravenously  but  given  very  slowly. 
The  method  used  for  ealculation  of  the  initial 
dose  is  140  (ideal  serum  concentration)  minus 
the  actual  serum  sodium  concentration  in  meq. 
times  25  per  cent  of  the  body  weight  in  kilo- 
grams ( this  represents  the  extracellular  volume ) . 
The  serum  sodium  and  chloride  concentrations 
are  again  checked  the  next  morning  and  if  a sod- 
ium deficit  still  exists  further  salt  is  given  using 
the  same  method  of  calculation.  Usually  after 
such  therapy  there  will  be  a distinct  improvement 
in  the  patient’s  clinical  condition.  Salt  replace- 
ment is  considered  more  urgent  in  the  presence 
of  a falling  blood  pressure.  However  the  five 
per  cent  sodium  chloride  solution  must  be 
given  slowly  (200  cc.  in  six  to  eight  hours)  and 
in  the  presence  of  cardiac  failure  and  edema 
the  patient  watched  carefully  to  prevent  pul- 
monary edema.  When  the  serum  bicarbonate  is 
low  then  up  to  one  third  of  the  total  sodium 
replacement  should  be  given  as  sodium  lactate 
or  bicarbonate  solutions. 

Changes  in  the  patient’s  serum  potassium  con- 
centration may  represent  a serious  threat  to 
life.  Serum  potassium  concentrations  approach- 
ing eight  meq/L  may  cause  major  changes  in 
the  electrocardiogram,  heart  block  and  eventual 
death.  (8,  9)  There  are  several  conservative 
methods  which  may  prove  valuable  in  prevent- 
ing significant  elevation  in  the  serum  potassium. 
First  is  the  intravenous  administration  of  hyper- 
toxic glucose  solutions  and  insulin.  The  insulin 
is  usually  added  to  the  infusion  fluid  at  the  rate 
of  one  unit  for  each  two  to  four  grams  of  glucose. 
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The  concentrations  of  glucose  solution  used  may 
range  from  10  to  25  per  cent  and  the  daily 
amount  administered  is  limited  to  the  total 
quantity  of  fluids  calculated  for  the  specific 
patient. (5)  While  the  more  concentrated  solu- 
tions may  be  somewhat  more  effective  they  also 
are  more  likely  to  produce  thrombosis  and 
phlebitis.  When  glucose  is  stored  in  the  tissues 
as  glycogen,  potassium  and  water  also  enter  the 
cells  thus  reducing  the  serum  potassium.  It  is 
well  established  that  potassium  will  tend  to 
leave  the  cells  in  the  presence  of  an  acidosis 
associated  with  a drop  in  the  serum  bicarbonate 
and  tend  to  re-enter  the  cells  when  the  serum 
bicarbonate  is  raised  or  an  alkalosis  is  in- 
duced. (4)  Therefore  in  patients  with  acute 
oliguria  when  the  serum  sodium  and  bicarbonate 
concentrations  are  reduced,  administration  of 
sodium  bicarbonate  offers  a good  method  for 
lowering  or  controlling  the  serum  potassium 
concentration.  The  usual  preparation  of  sodium 
bicarbonate  comes  in  50  cc.  ampules,  contain- 
ing approximately  40  mEq.  of  each.  This  can 
be  added  to  the  10  per  cent  glucose  to  give 
a replacement  calculated  in  the  same  manner 
as  described  previously  for  sodium.  In  our  ex- 
perience sodium  bicarbonate  is  preferable  to 
sodium  lactate  because  if  the  patient  has  as- 
sociated liver  damage  the  lactate  may  not  be 
metabolized  and  further  increases  the  serum 
concentration  of  organic  acids.  Another  method 
frequently  employed  for  control  of  the  serum 
potassium  is  the  use  of  cation  exchange  resins 
either  in  the  ammonia  or  sodium  form.  When 
used  these  resins  should  be  started  early  in  the 
oliguric  phase.  They  can  be  administered  either 
by  mouth  or  by  rectum  as  a retention  enema.  In 
the  latter  case  one  mixes  50  gms.  of  resin  with 
approximately  100  to  150  cc.  water  in  the  barrel 
of  an  asepto  syringe  and  then  immediately  intro- 
duces the  mixture  into  the  rectum.  In  some 
cases  the  serum  potassium  has  apparently  been 
kept  under  control  by  use  of  these  materials;  on 
the  other  hand  they  have  proved  constipating 
and  frequently  cake  in  the  rectum  when  given 
in  that  form.  Once  the  serum  potassium  reaches 
dangerous  proportions  (above  7.5  mEq/L)  the 
above  methods  are  rarely  effective  in  reducing 
it  immediately.  The  only  method  offering  any 
hope  is  that  of  hemodialysis. 

Significant  early  changes  in  the  electrocardio- 
gram produced  by  a rising  serum  potassium  in- 
clude increase  in  amplitude  and  peaking  of  the 


“T”  wave.  When  changes  in  conduction  occur, 
the  prognosis  is  limited  and  immediate  hemo- 
dialysis is  indicated.  These  changes  may  include 
prolongation  of  the  PR  interval  up  to  a Wenke- 
bach’s  phenomenon,  spreading  of  the  QRS  com- 
plex and  bundle  branch  block.  The  extreme 
changes  noted  in  the  electrocardiogram  shown 
in  Fig.  1 occurred  in  a patient  who  had 
a serum  potassium  of  9 mEq/L.  Unfor- 
tunately there  was  a delay  in  transferring  this 
patient  to  our  institution,  and  he  died  in  shock 
before  he  could  be  put  on  the  artificial  kidney. 
Many  clinicians  have  dropped  the  routine  use 
of  calcium  salts  in  therapy  of  oliguria  unless 
obvious  tetany  is  present  because  it  masks  the 
recognition  of  the  symptoms  and  EKG  changes 
of  hyperpotassemia.  However,  until  the  patient 
can  be  put  on  the  artificial  kidney,  administra- 
tive of  calcium  gluconate  intravenously  as  a 
slow  drip  will  frequently  reverse  the  potassium 
changes  observed  in  the  EKG  and  eliminate 
temporarily  the  heart  block.  Galcium  gluconate 
comes  in  10  per  cent  solution,  10  cc.  per  ampule 
and  can  be  given  up  to  maximum  doses  of  100 
cc.  in  a constant  drip  infusion  spread  over  a 
24  hour  period.  (8,9)  This  procedure  is  usually 
not  effective  for  more  than  12  to  24  hours,  but 
this  provides  time  for  transferring  the  patient 
to  an  artificial  kidney. 

Initially  when  the  serum  potassium  reaches 
concentrations  of  eight  to  nine  mEq/L  and  the 


Fig.  I 
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EKG  shows  only  a sine  wave  pattern  (See  Fig. 
1)  the  patient  feels  so  well  that  many  clinicians 
procrastinate  about  putting  the  patient  on  the 
artificial  kidney.  Suddenly  the  patient  gets  much 
worse  and  dies  within  a matter  of  minutes.  Digi- 
talis should  be  avoided  at  this  time,  especially 
if  use  of  the  artificial  kidney  is  contemplated 
because  as  the  serum  potassium  is  reduced  ap- 
preciably during  dialysis,  the  digitalis  effect 
becomes  exaggerated  and  may  produce  heart 
block  and  ventricular  premature  beats.  EKG 
changes  as  severe  as  those  noted  in  Fig.  1 will 
revert  to  normal  within  45  minutes  after  hemo- 
dialysis is  started. 

Antibiotics  should  be  avoided  unless  specific- 
ally indicated.  We  never  use  streptomycin  be- 
cause of  its  possible  nephrotoxic  effect  and  be- 
cause it  may  change  markedly  the  normal  flora 
of  the  GI  tract.  Most  antibiotics  are  excreted 
by  the  kidney  and  in  some  instances,  as  for  ex- 
ample, penicillin,  the  excretion  is  quite  large. 
Therefore  in  an  oliguric  patient  a smaller  dosage 
of  antibiotic  can  be  used.  In  the  case  of  peni- 
cillin, doses  of  400,000  to  600,000  units  daily 
will  maintain  a high  blood  level  in  these  pa- 
tients. Furthermore,  since  there  is  no  renal  loss 
of  the  antibiotic  one  injection  a day  will  main- 
tain high  blood  levels  throughout  the  24  hour 
period.  Precise  dosage  for  the  other  antibiotics 
in  patients  with  oliguria  are  not  available  but 
one  would  suggest  that  a dosage  from  50  per 
cent  to  75  per  cent  of  the  normal  dose  would 
be  more  than  adequate.  Permitting  the  patient 
to  eat  as  long  as  possible  and  be  up  and  around 
or  sitting  in  a chair  has,  in  our  opinion,  proved 
particularly  useful  in  preventing  respiratory  and 
abdominal  complications. 

Gonvulsions,  when  they  occur,  are  particularly 
disconcerting.  Three  types  of  therapy  have  been 
used  for  their  control.  When  the  blood  pressure 
is  excessively  high,  a large  dose  of  intravenous 
rauwolfia  has  proved  very  useful.  Barbiturates 
are  used,  particularly  sodium  luminal  or  pheno- 
barbital  because  if  the  artificial  kidney  is  to  be 
used,  phenobarbital  will  dialyze  out  much  more 
readily  than  seconal  for  example  and  the  “hang- 
over” effect  will  be  eliminated.  Magnesium  sul- 
fate has  also  proved  useful  but  has  been  given 
rather  empirically.  Some  of  these  cases  have 
an  elevated  serum  magnesium  (up  to  three  to 
four  meq/L),  and  one  wonders  whether  the 
administration  of  further  magnesium  might  be 
wise.  The  patient  should  be  checked  continually 


for  respiratory  complications,  and  these  should 
be  treated  symptomatically.  For  example,  bron- 
choscopic  examination  should  be  done  for  the 
mucous  plugs  and  atelectasis,  antibiotic  therapy 
employed  for  pneumonia,  and  pressure  breathing 
and  morphine  used  for  pulmonary  edema.  When 
the  patient  is  kept  extremely  dry  and  has  no 
salivary  secretion,  infections  of  the  parotid 
gland  do  occur  and  these  glands  should  be 
checked  frequently. 

When  the  urine  volume  begins  to  increase 
it  usually  increases  gradually  for  the  first  four 
to  six  days.  For  example,  the  daily  urine  volumes 
may  be  successively  100  cc.,  200  cc.,  275  cc.,  350 
cc.,  450  ce.,  and  600  cc.  Suddenly  the  urine 
volume  will  start  to  increase  rapidly  and  every 
eight  hour  period  of  urinary  output  will  exceed 
the  preceding  one  until  the  daily  volume  reaches 
four  to  10  liters.  During  this  phase  of  maximum 
diuresis  there  are  two  important  features  of 
therapy:  1)  The  treatment  of  any  infections 
which  appear  and  2 ) replacement  of  the  electro- 
lyte loss  occurring  through  the  urine.  Respira- 
tory complications  or  convulsions  may  occur 
frequently  during  the  early  part  of  the  diuretic 
phase.  The  blood  NPN  does  not  drop  immedi- 
ately and  may  even  continue  to  rise  for  several 
days  after  the  onset  of  maximum  diuresis.  At 
this  time  the  kidneys  are  putting  out  a dilute 
urine  with  fixed  concentrations  of  sodium,  po- 
tassium and  chloride.  These  electrolyte  losses 
can  be  quite  large  as  were  observed  in  the  three 
patients  presented  in  Table  2.  On  the  basis  of 
the  urinary  losses  shown  in  the  table,  in  order 
to  replace  only  the  sodium  chloride,  the  first 
patient  would  require  the  equivalent  of  six 
liters  of  .9  per  cent  saline  daily,  the  second  three 
liters  and  the  third  1.8  liters.  Thus  if  these 
patients  are  not  followed  earefully  a severe 

TABLE  2 

Shows  for  a single  24  hour  period  the  urinary  volume  and 
total  excretion  of  sodium  potassium  and  chloride  in  three  patients 
during  the  diuretic  phase  following  acute  oliguria  (lower  nephron 


nephrosis) 

sodium. 

a liter  of  0.9 

per  cent 

saline  contains 

154  meq.  of 

Patient 

Electrolyte 

Urine  Vol: 

Cone. 

Total 

L 

meq/L 

meq/24  hour 

J.P. 

14.2 

Na 

70 

995 

K 

12.6 

179 

Cl 

69.6 

989 

F.C. 

Na 

7.2 

64.8 

472 

K 

36 

261 

Cl 

69 

505 

E.A. 

Na 

2.2 

117 

258 

K 

25 

55 

Cl 

98 

217 

168 
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hyponatremia  or  hypokalemia  may  occur.  The 
best  replacement  procedure  is  to  determine  the 
electrolyte  concentrations  of  the  urine  in  each 
case  and  then  replace  the  calculated  losses  daily. 
Usually  this  can  be  done  orally  and  Patient  “J  P ” 
in  the  chart  would  drink  as  requested  four  to 
six  liters  of  Ringer’s  solution  daily  instead  of 
water.  If  frequent  urinary  electrolyte  determina- 
tions are  not  possible  a single  study  of  the  con- 
centrations in  a 24  hour  urine  will  be  sufficient. 
These  concentrations  can  then  be  multiplied  by 
the  daily  urine  volume  and  replacement  on  sub- 
sequent days  can  be  based  on  these  figures. 
While  this  will  not  give  a precise  replacement, 
it  will  be  sufficiently  adequate  for  therapy  in 
over  90  per  cent  of  the  cases. 

The  artificial  kidney  has  now  been  developed 
beyond  the  experimental  stage  and  with  new 
equipment,  namely  the  Kolff  Twin  Coil  replace- 
able unit  (5,  6)  has  now  become  a treatment 
to  be  used  when  indicated  just  like  any  surgical 
procedure.  It  should  be  used  in  conjunction  with 
the  treatment  outlined  above  and  not  resorted 
to  as  a last  desperate  measure  when  everything 
else  fails.  The  patient’s  blood  is  pumped  from  a 
polyethylene  catheter  inserted  either  in  the 
radial  artery  or  in  the  vena  cava  and  then  passed 
through  two  cellophane  tubes,  each  10  meters 
long  which  are  interposed  between  layers  of  the 
fiberglass  windowscreen.  Blood  flows  through 
these  tubes  at  the  rate  of  approximately  200  to 
300  cc.  per  minute.  Wash  solution  is  passed 
over  the  window  screening  at  a rate  above  five 
liters  per  minute,  thus  making  it  possible  for 
exchange  of  diffusible  solutes  to  take  place  be- 
tween the  blood  and  the  wash  solution.  Ex- 
change can  take  place  in  either  direction.  Thus, 
if  it  is  desired  to  remove  solutes  from  the  blood 
their  concentration  is  kept  at  low  or  zero  levels 
in  the  wash  solution.  If  it  is  desired  to  transfer 
solutes  from  the  wash  to  the  blood,  concentra- 
tions are  maintained  at  higher  levels  in  the  wash 
solution.  For  example,  a patient  with  a sodium 
concentration  of  124  mEq/L  (normal  140 
mEq/L)  would  be  dialysed  with  a wash  solu- 
tion containing  approximately  148  mEq.  of 
sodium.  Actual  measurements  initially  showed 
that  While  the  blood  entered  the  artifical  kidney 
at  a sodium  concentration  of  124  mEq/L.,  it 
was  returned  to  the  patient  at  a concentration 
of  138  mEq/L.  As  this  process  continued  the 
patient’s  serum  sodium  concentration  would  be 
gradually  restored  to  normal.  It  is  also  possible 


to  remove  large  volumes  of  water  in  the  edema- 
tous patient  or  the  patient  with  acute  cardiac 
failure.  This  is  accomplished  by  raising  the 
osmotic  pressure  of  the  wash  solution  through 
the  addition  of  glucose  and  by  increasing  the 
hydrostatic  pressure  in  the  dialysis  unit.  During 
an  eight  hour  dialysis  we  have  removed  as  much 
as  14-18  pounds  of  fluid. 

It  requires  approximately  800  cc.  of  citrated 
blood  to  fill  the  dialysis  unit  initially.  We  usually 
order  four  to  five  pints  so  that  if  the  patient 
requires  additional  blood,  it  is  available.  If  the 
unit  is  filled  properly  with  blood  there  will  be 
no  change  in  blood  volume  during  dialysis  since 
blood  is  taken  from  the  patient  and  returned 
to  him  at  equal  rates.  The  patient  must  be 
heparinized  usually  at  the  rate  of  one  mg. 
heparin  per  kilogram  of  body  weight.  Ten  mg. 
of  heparin  are  also  added  to  each  bottle  of 
bank  blood  used.  There  is  the  possibility  that 
the  heparinization  will  initiate  bleeding.  How- 
ever, cases  have  been  treated  where  the  patient 
was  bleeding  prior  to  dialysis  and  after  the 
first  two  hours  of  dialysis,  stopped  bleeding. 
Therefore,  we  do  not  consider  hemorrhage  in  a 
patient  as  a contraindication  to  dialysis.  When 
the  dialysis  is  completed  the  remaining  heparin 
is  neutralized  with  protamine  sulfate. 

The  operation  of  the  kidney  requires  a team 
of  five  people,  two  physicians,  a nurse,  a labora- 
tory assistant  and  a medical  technologist.  Initial- 
ly blood  chemistries  were  done  every  two  hours 
during  the  dialysis.  As  the  team  gained  experi- 
ence these  could  be  reduced  to  a minimum  of 
three  blood  chemistries  for  an  eight  to  12  hour 
dialysis.  The  wash  solution  is  changed  every 
hour  during  the  first  four  hours  of  dialysis 
and  every  two  hours  thereafter.  The  composi- 
tion of  the  wash  solution  designed  specifically 
for  each  patient  is  changed  throughout  the 
dialysis  according  to  the  results  of  the  repeated 
chemical  analyses.  Thus  in  most  patients  by 
the  end  of  an  eight  to  10  hour  run  it  is  pos- 
sible to  restore  the  chemical  constitutents  of  the 
blood  to  normal  except  for  the  elevated  NPN 
which  will  be  markedly  reduced  — perhaps  to  a 
minimum  of  60  mg.  per  cent. 

Fig.  2 shows  the  Kolff  twin  coil  dialysis  unit 
in  operation.  The  stainless  steel  tub  contains  the 
100  liters  of  wash  solution  which  is  circulated 
over  the  coil  unit  in  the  center  by  a water  pump 
mounted  underneath  the  tub.  The  blood  from 
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Fig.  2.  Shows  the  Kolff  twin  coil  dialysis  unit  in  actual  operation  at  the  Colorado  General  Hospital. 


the  patient’s  radial  artery  is  pumped  through 
the  cellophane  tubes  in  the  coil  by  the  sigma 
motor  pump  located  on  the  right  side  of  the  tub. 
Steel  fingers  in  the  pump  propel  the  blood  by 
squeezing  on  the  plastic  tubing.  After  leaving 
the  coil  the  blood  passes  through  the  “bubble 
catchers”  hanging  from  the  steel  stand  and  then 
by  gravity  flow  returns  to  the  patient’s  vein. 
A heating  coil  and  thermostat  maintain  the  tem- 
perature of  the  bath  solution.  The  scales  and 
chemicals  used  for  making  the  wash  solution 
are  shown.  Oxygen  and  CO2  are  passed  through 
the  wash  solution  in  order  to  oxygenate  the 
blood  and  to  maintain  the  pH  of  the  wash  solu- 
tion. 

The  accompanying  table,(3)  shows  the 
changes  in  blood  chemistry  which  can  be 
achieved  in  an  eight  hour  dialysis  in  a typical 
patient  with  uremia.  The  NPN  dropped  from 
200  mgm.  per  cent  to  50  mgm.  per  cent  and 
blood  creatinine  from  18.5  mg.  per  cent  to  5.9 
mgm.  per  cent.  The  reduced  serum  sodium  and 


TABLE  3 

Shows  the  changes  in  blood  chemistry  produced  by  eight  hours 
of  hemodialysis  in  a patient  with  chronic  glomeruloneirhritis. 
This  patient,  a white  male,  age  51,  had  been  able  to  work  for 
the  past  several  years  despite  an  elevated  NPN  of  approximately 
100  mgms  per  cent.  He  had  a convulsion  and  was  dialyzed  that 
evening  with  the  resvdts  noted  below. 


NPN 

K 

HCO-3 

Creatinine 

Na 


0 Hours 

200.0  mgm.% 
4.4  meq/L 
10.8  meq/L 
18.5  mgm.% 
134.9  meq/L 


8 Hours 

57.0  mgm.% 
3.3  meq/L 

29.0  meq/L 
5.9  mgm.% 

148.0  meq/L 


bicarbonates  were  raised  to  values  at  the  upper 
range  of  normal. 

The  indications  for  dialysis  are  sometimes 
difficult  to  standardize.  We  have  used  the  fol- 
lowing four  criteria:  1)  when  the  senun  po- 
tassium rises  above  7.0  meq/L.;  2)  when  the 
carbon  dioxide  combining  power  drops  bc'ltiw 
10  meq/L.;  3)  when  the  NPN  rises  abo\('  200 
mgm.  per  cent;  and  4)  when  the  patic'iit  tlt'- 
velops  the  toxic  signs  of  uremia.  Ih  perptitas- 
semia  is  the  most  critical  factor  lor  life  and  in 
the  early  days  of  the  artificial  kidne\  stAcral 
patients  died  because  diahsis  was  not  slarlcal 
earlier.  As  mentioned  pre\ionsK’  wlu'ii  tlu-  IsKCi 
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shows  serious  changes,  one  can  anticipate  a 
inaximuin  life  expectancy  of  24  hours  without 
dialysis.  Dialysis  will  promptly  reduce  serum 
potassium  concentrations  to  levels  of  approxi- 
mately three  inEq/L.  A.  carbon  dioxide  combin- 
ing power  of  10  mEq/L  is  extremely  low  and  is 
frequently  associated  with  respiratory  distress 
which  can  be  relieved  by  dialysis.  The  NPN 
or  BUN  is  not  strictly  indicative  of  the  degree 
of  toxicity.  Some  patients  will  manifest  no 
toxicity  when  the  NPN  is  up  to  300  mgm.  per 
cent.  We  have  adopted  the  policy  however  that 
when  the  NPN  gets  above  200  mgm.  per  cent 
then  dialysis  is  definitely  indicated  in  the  ma- 
jority of  patients.  A very  important  indication 
is  the  clinical  condition.  When  any  signs  of 
toxicity,  such  as  drowsiness,  mental  aberrations, 
nausea  and  vomiting  or  approaching  coma  ap- 
pear, dialysis  is  performed.  In  this  way  the 
patient  is  kept  alert  and  feeling  well  throughout 
the  course  of  oliguria.  In  our  opinion  this  policy 
has  proved  effective  in  preventing  many  com- 
plications such  as  convulsions,  respiratory  infec- 
tions, etc.  It  also  shortens  remarkably  the  period 
of  convalescence.  Even  though  the  patient  may 
be  starting  to  give  evidence  of  diuresis,  dialysis 
is  repeated  if  any  of  the  above  indications  are 
present.  In  our  opinion  the  infections  and  other 
complications  encountered  in  these  patients  are 
minimized  if  a good  clinical  condition  is  main- 
tained and  the  blood  chemistries  are  kept  within 


reasonable  ranges.  For  this  reason,  patients  with 
anuria  should  be  transferred  early  to  centers 
where  an  artificial  kidney  is  available.  Thus  they 
can  be  followed  carefully  and  whenever  dialysis 
is  indicated  it  can  be  done  promptly.  If  the 
artificial  kidney  is  used  as  an  elective  procedure 
and  not  as  a last  resort  measure,  then  we  feel 
many  more  lives  will  be  saved  among  the  uremic 
patients. 

Table  4 shows  all  the  patients  dialysed  by 
our  unit  because  of  acute  oliguria  following 
trauma  or  surgery  up  to  March  of  1957.  It  shows 
the  type  of  surgery  or  injury  proceeding  the 
oliguria,  number  of  dialyses  required,  the  NPN 
and  carbon  dioxide  combining  power  before  and 
at  end  of  dialysis.  The  probable  cause  for  the 
oliguria  for  this  series  of  patients  is  shown 
in  Table  I.  The  term  recovery  indicates  complete 
recovery.  In  many  of  the  fatal  cases  the  dialysis 
was  satisfactory,  but  the  patient  died  during 
the  diuretic  phase  of  complications  such  as  acute 
cholecystitis,  atelactasis,  pneumonia  or  septi- 
cemia. The  deaths  due  to  septicemia  and  pneu- 
monia were  caused  by  organisms  resistant  to 
the  usual  antibiotics.  Perhaps  some  of  these 
deaths  could  have  been  prevented  by  earlier 
and  more  frequent  dialysis. 

The  artificial  kidney  also  has  two  other  impor- 
tant uses  which  will  be  mentioned  briefly.  Excel- 
lent results  are  obtained  by  the  rapid  removal  of 
accidentally  ingested  toxic  materials  which  are 


TABLE  4 

ACUTE  OLIGURIA  (Lower  Nephron  Nephrosis) 

Shows  the  cases  of  lower  nephron  nephrosis  following  trauma  or  surgery  which  were  treated  by  dialyses  at  Colorado  General 
Hospital  through  March,  1957.  It  gives  a general  picture  of  the  age  grouping,  number  of  dialyses  required,  type  of  injury  or  surgery, 
results  and  the  pre-dialyses  and  post-dialyses,  NPN  and  CO-2.  Those  cases  marked  with  an  asterisk  were  done  on  the  Skaggs  Leonard 
unit,  the  others  on  the  Kolff  twin  coil  disposable  unit. 


Patient 

No.  of 
Dialyses 

Age 

Surgery  or  Injury 

NPN  mgm.% 
Before 

After 

CO-2 

Before 

— meq/L 
After 

Outcome 

“M.M. 

1 

35 

Hysterectom.y 

260 

132 

16 

26 

Died 

“R.P. 

1 

42 

Multiple  fractures 

190 

122 

15 

28 

Recovery 

“H.H. 

1 

33 

Repair  atrial  septal  defect 

250 

190 

9 

19 

Died 

“L.A. 

1 

25 

Cesarean  section 

325 

190 

17 

19 

Died 

“F.R. 

I 

28 

Multiple  fractures,  head  injury 

214 

166 

17 

19 

Died 

“G.M. 

1 

59 

TUR  (Prostate) 

230 

- 

11 

22 

Died 

H.B. 

1 

63 

Nephrectomy 

142 

60 

17 

25 

Died 

H.B. 

3 

53 

Aorticthrombosis-Nephrectomy 

230 

105 

19 

26 

““Satisfactory 

W.B. 

3 

62 

Prostatectomy 

123 

71 

8 

20 

Recovery 

R.L. 

1 

19 

Trauma,  head  injury 

240 

108 

18 

28 

Recovery 

C.P. 

1 

29 

Appendectomy 

199 

96 

18 

26 

Recovery 

A.C. 

2 

49 

Hysterectomy 

263 

116 

14 

25 

Died 

A.E. 

1 

60  plus 

Hip  Fusion 

178 

108 

16 

19 

Died 

E.L. 

1 

47 

Cholecystectomy 

250 

126 

10 

20 

Died 

I.M. 

1 

58 

Hip  prosthesis 

108 

62 

20 

34 

Recovery 

D.N. 

1 

21 

Fracture  left  femur 

243 

136 

14 

22 

Recovery 

O.H. 

1 

79 

Prostatectomy 

214 

80 

14 

25 

Recovery 

E M. 

3 

70 

TUR  (Prostate) 

193 

84 

18 

24 

Died 

E.V. 

2 

37 

Hysterectomy 

198 

68 

9 

21 

Home 

* “Death  after  third  dialysis  due  to  improper  medication 
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capable  of  passing  across  the  cellophane  mem- 
brane. (10)  Thus  the  patient  with  acute  bar- 
biturate poisioning  may  be  brought  out  of  coma 
in  a matter  of  eight  hours.  Recently  a patient 
with  Doriden  intoxication  responded  in  a simi- 
larly gratifying  manner.  Salicylates,  bromide  and 
methyl  alcohol  are  also  effectively  removed. 
Hemodialysis  has  also  proved  useful  in  the  man- 
agement of  chronic  renal  disease.  It’s  usefulness 
seems  limited  to  those  cases  where  it  is  known 
that  the  patient  can  put  out  a good  urine  volume, 
and  thus  maintain  the  improvement  achieved 
initially  by  the  artifieial  dialysis.  Some  patients 
have  even  returned  to  work  for  as  long  as  two 
to  six  months  after  dialysis.  A patient  with 
chronic  renal  disease  who  develops  an  infection 
or  requires  surgery  is  an  excellent  candidate  for 
dialysis  with  the  artificial  kidney  as  a supportive 
measure  to  carry  him  over  the  acute  emergency. 

SUMMARY:  Great  strides  have  been  made 
in  the  treatment  and  management  of  the  oliguric 
patient,  and  as  a result  the  mortality  in  this 
group  has  been  markedly  decreased.  The  es- 
sential features  of  conservative  therapy  include 
balanced  administration  of  fluids,  low  protein 


high  caloric  diet,  proper  restoration  of  abnormal 
electrolyte  concentrations,  control  of  the  serum 
potassium  levels  by  the  methods  outlined  and 
good  symptomatic  therapy.  The  artificial  kidney 
offers  a technique  which  has  proved  useful  in 
managing  many  types  of  problems  with  oliguria 
and  acute  uremia.  It’s  early  use  as  an  elective 
procedure  to  keep  the  uremie  patient  in  excellent 
condition  was  advised. 
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THE  ARTIFICIAL  KIDNEY 

By  Kenneth  E.  Johnson,  M.D.,  Phoenix;  George  Hazelhurst,  M.D.,  Phoenix; 
Meyer  Markovitz,  M.D.,  Phoenix,  Arizona 


With  the  availability  of  an  artificial  kidney 
in  Arizona^  there  is  need  for  a brief  review  con- 
cerning its  use.  Three  cases  recently  treated  with 
the  artificial  kidney  are  presented. 

The  presently  available  machine  is  the  Kolff 
disposable  coil  type  kidney  (1,2)  shown  in  Fig. 
1.  Arterial  blood,  usually  obtained  from  the 
patient’s  radial  artery,  is  pumped  by  the  sigma- 
motor  pump  ( E ) into  the  cellophane  tubing  ( B ) . 
Here  the  blood  in  the  cellophane  tubing  comes 
in  intimate  contact  with  the  bath  fluid  ( C ) 
and  dialysis  through  the  semipermeable  cello- 
phane takes  place.  The  blood  is  then  passed 
through  a filter  (F)  and  back  to  the  patient 
through  one  of  the  large  arm  veins.  The  bath 
fluid  (C)  is  circulated  through  the  cellophane 
coil  by  means  of  a pump.  The  contents  of  the 
bath  are  shown  in  Fig.  2.  The  bath  is  maintained 
at  constant  temperature  with  a thermostatically 
controlled  heating  rod.  Oxygen  with  10  per  cent 
carbon  dioxide  (D)  is  bubbled  into  the  bath 
to  maintain  the  pH.  The  dialysis  lasts  five  to 
six  hours  with  changes  of  the  bath  fluid  every 
two  hours.  The  blood  of  the  patient  is  heparin- 
ized. Blood  flow  through  the  machine  is  main- 
tained at  200-400  ml.  per  minute. 

Case  I.  M.  L.  A 39-year  old  Mexican 
American  female  with  no  prenatal  medical  care 
was  admitted  to  Memorial  Hospital  on  June  20, 
1957,  in  a semi-stuporous  state,  for  delivery  of 
her  eighth  pregnancy.  A history  of  untreated 
diabetes  was  elicited  and  a 50  ml.  catheterized 
urine  specimen  revealed  four-plus  sugar.  A 
diagnosis  of  diabetic  acidosis  with  incipient  coma 
was  made.  In  the  next  six  hours,  the  patient  re- 
ceived 1,000  ml.  whole  blood,  1,750  ml.  normal 
saline,  and  220  units  regular  insulin  parenterally. 
The  blood  sugar  fell  in  12  hours  to  76  mg. 
per  cent.  At  this  time,  the  patient  delivered  a 
dead,  full-term,  unmascerated  fetus.  The  blood 
sugar  soon  after  delivery  was  42  mg.  per  cent 
and  the  patient  was  perspiring  profusely.  She 
was  given  hypertonic  glucose  which  terminated 
the  hypoglycemia.  A few  hours  after  admis- 
sion the  patient  was  found  to  be  anuric.  (See 
Fig.  4.)  During  the  first  six  hospital  days,  the 

®St.  Joseph’s  Hospital,  Phoenix 

® "Copied  from  drawing  made  by  Travenol  Laboratories,  Morton- 

grove,  Illinois 

"Sodium  polystyrene  sulfonate  resins  supplied  by  Winthdrop 

Laboratories. 


Fig.  1.  Schematic  diagram  of  the  twin  coil  disposable  artificial 
kidney. 


Composition  of  Rinsing  Fluid  for  Artiju  ial 
Coil  Kidney 


i Cm  / ‘ mEq./L. 

Com^Mnent  joo  L 


100  L. 

Na' 

Ca'" 

Mg" 

Cl- 

HCOi- 

NaCl 

570 

97 

_ 

_ 



97 

— 

NaHCO= 

300 

35 

— 

— 

36 

KCl 

40 

— 

5 

— 

— 

5 

— 

CaCh 

28 

— 

— 

5 

— 

5 

— 

MgCl. 

15 

— 

— 

— ■ 

3 

3 

— 

Total 

133 

5 

5 

3 

no 

36 

Invert  sugar  (Travert)  0.4  per  cent. 
Lactic  acid  to  adjust  pH  to  7.4. 


Fig.  2. 


Fig.  3.  Stationary  disposable  coil  with  2 tubes  of  cellophane  coiled 
and  separated  by  fiberglass  screen. 
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patient’s  status  remained  fairly  stable.  There 
was  a gradual  rise  in  serum  potassium  from 
5.4  to  6.0  meq./l.  The  blood  urea  nitrogen 
slowly  rose  from  20  mg.  per  cent  to  88  mg. 
per  cent  on  the  seventh  hospital  day.  The  blood 
sugar  was  readily  controlled  by  small  doses  of 
regular  insulin.  Fluid  intake  was  restricted  to 
500  ml.  of  fluid  per  day  and  oral  feeding  for 
this  purpose  consisted  of  a high  caloric  glucose- 
olive  oil  mixture  (Bull  diet).  Despite  the  ad- 
ministration of  3,000  ml.  whole  blood,  the  hema- 
tocrit rose  from  18  per  cent  to  only  25  per  cent 
during  the  first  week.  On  the  seventh  hospital 
day,  50  ml.  of  urine  was  obtained,  the  first  urine 
since  admission.  The  patient  then  developed 
pulmonary  edema  following  pulmonary  embol- 
ism which  responded  to  treatment  with  mor- 
phine, Digoxin,  tourniquets,  and  oxygen.  On  the 
ninth  hospital  day,  bradycardia  and  shock  oc- 
curred when  the  serum  K level  was  8.4  mg.  per 
cent.  EKG  showed  a bradycardia,  widening 
QRS  to  0.16  seconds  and  very  wide  T waves, 
diagnostic  of  potassium  intoxication  (see  Fig. 
5).  The  patient  was  given  calcium,  hypertonic 
glucose  and  insulin  intravenously,  following 
which  the  blood  pressure  rose  to  140/90;  the 
pulse  rate  rose  to  100  beats  per  minute.  A re- 
peat EKG  showed  reversion  of  the  above 
changes  to  normal.  After  this  emergency  treat- 
ment for  potassium  intoxication,  the  patient 
was  transferred  to  St.  Joseph’s  Hospital  for 
emergency  dialysis  with  the  artificial  kidney. 
The  first  artificial  kidney  dialysis  was  performed 
on  the  ninth  hospital  day  for  six  hours,  during 
which  the  BUN  fell  from  113  to  41  mg.  per  cent 
and  the  serum  potassium  from  8.4  to  6.0  meq./l. 
The  patient  was  then  maintained  on  oral  fluids 
not  exceeding  500  ml.  per  day  above  the  measur- 
able water  loss.  The  urine  output  remained  less 
than  100  ml.  per  day.  Sulfonate  ion  exchange 
resins***  were  administered  rectally  from  the 
13th  to  the  20th  day  and  seemed  to  control  the 
serum  potassium  (see  Fig.  4).  On  the  21st  hos- 
pital day,  artificial  kidney  dialysis  was  perform- 
ed for  the  second  time  because  of  uremic  intoxi- 
cation. During  dialysis  the  BUN  dropped  from 
145  mg.  per  cent  to  70  mg.  per  cent.  During 
the  following  week,  the  patient  appeared  to  im- 
prove. The  urinary  output  exceeded  500  ml.  for 
the  first  time  on  the  24th  day.  The  output  in- 
creased steadily  and  reached  a peak  of  1,250  ml. 
on  the  29th  day.  Thereafter,  there  was  a gradu- 
al decrease  in  urinary  output:  the  total  on  the 


34th  day  was  600  ml.  During  this  period,  the 
serum  potassium  dropped  to  levels  below  3 
meq./l.  and  parenteral  potassium  was  required. 
The  BUN  rose  from  100  mg.  per  cent  on  the 
29th  day  to  165  mg.  per  cent  on  the  34th  day. 
During  this  time,  the  patient  again  developed 
increasing  uremic  intoxication.  A third  artificial 
kidney  dialysis  was  attempted  on  the  35th  hos- 
pital day.  Due  to  technical  difficulties  in  can- 


Fig.  4 Case  I.  M.L.  A woman  with  postpartum  anuria  and 
diabetes.  Artificial  kidney  dialysis  performed  three  times.  Diuresis 
started  but  was  not  maintained  and  patient  died  on  the  35th  day. 
Autopsy  revealed  eclamptic  renal  changes  and  findings  associated 
with  Kimmelsteil-Wilson  disease. 


Fig.  5.  Case  I M.L.  Above:  3 leads  I,  II  & III  taken  at  time 
s<  mm  notass'um  was  8.4  mcq./L.  Below:  Leads  I.  II  & III 
taken  15  inintues  later  following  administration  of  intravenous 
calcium  gluconate,  glucose  and  insulin. 
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nulating  the  arteries  and  veins,  an  adequate 
dialysis  could  be  maintained  for  only  two  hours. 
While  an  effort  was  being  made  to  insert  can- 
nulas into  different  locations,  the  patient  sud- 
denly went  into  shock.  An  EKG  showed  ven- 
tricular tachycardia  which  progressed  to  ven- 
tricular fibrillation  and  death  despite  treatment 
with  intravenous  procaine  amide. 

At  autopsy,  the  pathologic  changes  were 
limited  to  the  kidneys.  Grossly,  the  cortices  of 
both  kidneys  were  very  thin,  approximately  one- 
third  normal  size.  The  cortices  were  yellow,  yet 
not  necrotic.  Microscopically,  the  renal  lesions 
of  eclampsia  and  Kimmelsteil-Wilson  disease 
were  found. 

Gomment:  This  case  demonstrated  that  the  ef- 
fect of  intravenous  calcium,  hypertonic  glucose 
and  insulin  on  the  symptoms  and  electrocardio- 
graphic changes,  of  severa  hyperkalemia,  is  im- 
mediate and  striking,  and  in  this  case  permitted 
adequate  time  to  transfer  the  patient  from  one 
hospital  to  another  for  emergency  dialysis.  The 
use  of  the  new  sulfonate  ion  exchange  resin 
per  rectum  appears  effective  in  lowering  the 
level  of  serum  potassium  and  may  at  times 
prevent  the  necessity  for  dialysis  for  potas- 
sium intoxication.  The  gradual  diminution  of 
urinary  output  after  beginning  diuresis  is  un- 
usual. It  is  possible  that  the  acute  eclamptic 
changes  in  the  kidneys  were  reversible  but  the 
Kimmelstiel- Wilson  changes  were  not  reversible 
and  became  worse. 

Gase  II.  J.  B.  A 33-year  old  white  male  was 
admitted  to  St.  Joseph’s  Hospital  for  emergency 
artificial  kidney  dialysis  on  Nov.  5,  1957.  An 
orthopedic  procedure  was  successfully  perform- 
ed in  a neighboring  city  on  Nov.  2,  1957.  Shortly 
after  completion  of  the  operation,  he  was  found 
to  be  in  profound  shock.  After  approximately  30 
minutes  of  severe  hypotension,  he  became  nor- 
motensive  with  the  administration  of  whole  blood 
transfusions.  Post-operatively,  he  became  severely 
oliguric  and  produced  50  to  100  ml.  of  urine 
daily.  During  the  two  days  prior  to  transfer  to 
St.  Joseph’s  Hospital,  the  BUN  increased  from 
52  to  170  mg.  per  cent;  the  serum  potassium 
rose  from  6.2  to  8.2  meq./l.,  and  the  GOo 
dropped  from  18  to  9.9  meq./l.  An  electrocardio- 
gram showed  definite  evidence  of  potassium 
intoxication  (tall,  peaked  T waves,  prolonged 
P-R  interval,  slight  widening  of  QRS  in  chest 
leads).  On  the  basis  of  these  findings,  artificial 


kidney  dialysis  was  begun  immediately  and  con- 
tinued over  a five-hour  period.  Ghanges  in 
serum  potassium  and  blood  urea  nitrogen  cor- 
related with  the  dialysis  and  the  ensuing  diure- 
sis are  shown  in  Fig.  6.  The  patient  was  dis- 
charged from  the  hospital  21  days  following  on- 
set of  anuria,  asymptomatic  save  for  slight  resi- 
dual nausea. 

Gomment:  Emergency  dialysis  was  performed 
on  this  patient  for  the  purpose  of  lowering  the 
serum  potassium,  which  had  reached  dangerous- 
ly high  levels.  This  was  successfully  accomp- 
lished. 

Gase  HI.  L.  H.  A 30-year  old  white  carpenter 
suffered  severe  electrical  burns  involving  the 
left  arm,  trunk  and  right  leg,  due  to  the  acci- 
dental grounding  of  a high  tension  wire  on 
Nov.  2,  1957.  He  was  brought  immedi- 

ately to  the  hospital  and  found  to  be  severely 
oliguric  after  passing  some  wine-colored  urine. 
After  the  initial  shock,  the  patient  was  nor- 
motensive.  He  received  1,000  ml.  whole  blood, 
100  ml.  serum  albumin  and  6,700  ml.  intravenous 
electrolyte  fluids  during  the  first  three  days. 
He  was  disoriented  during  the  first  36 
hours  and  then  gradually  became  comatose.  A 
guillotine  type  amputation  of  the  left  arm  at  the 
shoulder  was  performed  on  the  fifth  post-injury 


\ NORMAI. 


Fig.  6.  Case  2.  J.B.  A male  with  post-operative  shock  who  de- 
viL  loped  renal  shutdown  and  serious  potassium  intoxication.  Arti- 
ficial kidney  dialysis  promptly  returned  the  blood  potassium  to 
safe  level. 
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day.  The  BUN  gradually  rose  from  75  mg.  per 
cent  to  242  mg.  per  cent.  The  oral  and  rectal 
sulfonate  ion  exchange  resins  seemed  to  control 
the  serum  potassium  (see  Fig.  7).  Artificial 
kidney  dialysis  was  performed  on  the  sixth 
post-injury  day  because  of  uremic  intoxication. 
The  dialysis  was  complicated  by  bleeding  from 
the  amputation  stump.  A tracheotomy  was  per- 
formed on  the  eighth  post-injury  day.  Because  of 
marked  acidosis  and  uremia,  artificial  kidney 
dialysis  was  performed  for  the  second  time  on 
the  eighth  post-injury  day.  Marked  fever  de- 
veloped at  this  time  with  temperature  ranging 
102  to  105  degrees.  Plans  for  kidney  dialysis  on 
the  11th  post-injury  day  were  made  when 
the  patient  suddenly  went  into  shock  and  died. 
The  death  was  probably  due  to  potassium  in- 
toxication as  shown  by  the  electrocardiogram. 
Autopsy  revealed  extensive  burn  changes  in  the 
right  leg  and  left  shoulder  girdle.  Microscopical- 
ly, the  kidney  showed  the  changes  of  hemo- 
globinuric  nephrosis. 

Comment:  From  the  second  post-injury  day 
until  dialysis  on  the  sixth  post-injury  day,  the 
patient  received  125  grams  of  sulfonate  resin 
orally  and  210  grams  of  sulfonate  resin  rectally 
( administered  as  30  grams  in  100  ml.  of  10 
per  cent  glucose  in  water.)  During  this  time, 
the  BUN  rose  from  75  mg.  per  cent  to  242 


Fig.  7.  Case  3.  L.H.  A 30  year  old  male  with  severe  renal 
insufficienc  following  a severe  electrical  burn.  Death  probably 
due  to  potassium  intoxication. 


per  cent  while  the  serum  potassium  fell  from 
6.2  meq./l.  to  4.7  meq./.  The  new  sulfonate  ion 
exchange  resin  appears  useful  in  controlling  the 
serum  potassium  level.  This  case  demonstrates 
that  with  severe  injury  to  tissue,  there  is  a 
rapid  rise  of  urea  nitrogen  and  potassium  in  the 
blood.  Dialysis  was  needed  every  two  days  to 
prevent  death  from  uremic  or  potassium  in- 
toxication. 

DISCUSSION 

Contraindications  to  the  Use  of  the  Artificial 
Kidney 

Hemodialysis  is  a relatively  safe  procedure  in 
experienced  hands.  Children  weighing  as  little 
as  20  pounds  can  be  successfully  dialysed(3) 
using  a polyvinyl  catheter  in  the  inferior  vena 
cava  as  the  source  of  the  patient’s  blood.  Since 
heparin  is  needed  to  keep  the  blood  from  clot- 
ting, severe  bleeding  may  be  a contraindica- 
tion to  dialysis.  However,  experience  in 
Korea(4)  by  one  of  us  (K.J.)  using  artificial 
kidney  dialysis  following  severe  abdominal 
wounds,  has  shown  that  this  is  usually  of  little 
consequence.  Protamine  sulfate  counteracts  any 
excess  heparin  effect  on  blood  coagulation. 

Indications  for  the  Use  of  the  Artificial  Kidney 

The  artificial  kidney  is  used  to  supplement 
good  medical  management.  It  is  now  being 
used  earlier,  with  less  hesitation,  and  is  not  a 
“last  ditch”  measure.  The  general  management 
of  renal  shutdown  has  been  adequately  pre- 
sented in  other  papers  (3,  4,  5,  6)  and  will  not 
be  discussed  here.  In  general,  the  artificial 
kidney  should  be  used  to: 

1.  Remove  uremic  poisons  so  as  to  negate  their 
severe  metabolic  and  symptomatic  consequences, 
e.g.,  acidosis,  hyponatremia,  hyperphosphatemia, 
hypersulfatemia,  stupor,  asthenia,  convulsions, 
hypoventilation,  absent  cough  reflex  and  death. 

2.  Remove  diffusible  poisons,  such  as  aspirin 
and  barbiturates. 

3.  Prevent  death  from  potassium  intoxication 
following  renal  shutdown. 

Kolff  systematically  lists  the  possible  indica- 
tions for  treatment  with  the  artificial  kidney.  ( 7 ) 
A modified  list  of  indications  is  shown  in  Table 
1.  Dialysis  by  means  of  the  artificial  kidney  may 
be  useful  in  any  of  the  five  classifications  in 
Table  1.  In  the  first  three  classifications  there 
is  renal  damage  which  decreases  renal  function. 
In  these  conditions,  death  often  occurs  because 
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of  renal  insufficiency  complicating  the  primary 
disorder.  In  many  instances,  the  renal  lesion 
can  heal  if  given  enough  time.  The  artificial 
kidney,  therefore,  may  be  used  to  tide  over  a 
patient  until  his  own  kidneys  can  heal  and  per- 
form their  normal  function. 

In  the  fourth  classification  in  Table  I,  the 
artificial  kidney  is  used  to  remove  dangerous 
exogenous  poisons.  (8,  9)  In  cases  of  barbiturate 
poisoning,  mortality  rates  are  quite  low  with  con- 
servative treatment;  however,  the  morbidity  is 
high,  recovery  is  often  slow  and  uncertain.  Arti- 
ficial kidney  dialysis  can  shorten  the  morbidity 
and  hasten  recovery.  At  times,  it  will  be  life  sav- 
ing. Berman(9)  reports  that  in  barbiturate  pois- 
oning, there  is  strong  indication  for  dialysis  if  the 
barbiturate  blood  level  is  over  8 mg.  per  cent 
with  phenobarbital  poisoning  or  over  3.5  mg.  per 
cent  with  Seconal,  Amytal  or  Nembutal  poison- 
ing. As  much  as  9.33  grams  or  37  per  cent  of 
an  ingested  dose  of  barbiturate  has  been  re- 
moved by  artificial  kidney  dialysis.  Aspirin  can 
be  removed  20  times  as  fast  with  artificial  kidney 
dialysis  as  compared  with  ordinary  kidney  ex- 
cretion ( 10). 

Other  miscellaneous  uses  of  the  kidney  are 
not  as  well  defined  as  the  first  four  indications 
in  Table  1.  Cases  of  acute  glomerulonephritis 
with  severe  uremia  have  appeared  to  be  bene- 
fitted.  The  procedure  in  some  instances  appears 
to  be  life  saving.  The  possible  use  of  the  artificial 
kidney  in  chronic  renal  disease  is  poorly  defined. 
It  is  our  belief  at  the  present  time  that  cases  of 
chronic  renal  disease  which  became  suddenly 
worse  because  of  a superimposed,  acute,  rever- 
sible condition,  such  as  sepsis  or  pulmonary  in- 
farction, can  be  helped  by  dialysis.  Dialysis  is  not 
curative  but  will  enable  the  patient  to  live  and 
return  to  the  status  that  was  present  before  the 
superimposed  complication.  As  Kolff(7)  states, 
six  hours  of  dialysis  may  be  the  equivalent  of  six 
weeks  of  difficult,  frustrating  medical  manage- 
ment. Hemodialysis  may  be  useful  in  preparing  a 
patient  with  uremia  for  surgery.  Use  of  the  artifi- 
cial kidney,  while  safe  and  effective,  is  a fairly 
large  undertaking.  Each  time  dialysis  is  neces- 
sary, it  requires  constant  supervision  by  a trained 
team  for  four  to  eight  hours.  It  is  becoming  a 
procedure  used  much  earlier  in  the  course  of 
conditions  requiring  its  use.  When  proper  in- 
dications exist,  it  is  unwise  to  delay  the  pro- 
cedure until  the  situation  becomes  critical  or 
beyond  repair. 


INDICATIONS  FOR  TREATMENT  WITH 
THE  ARTIFICIAL  KIDNEY 

1.  Acute  tubular  necrosis 

following  hypotension  due  to 

trauma 

blood  loss 

bone  fractures 

carbon  monoxide  poisoning 

2.  Hemoglobin  and  myohemoglobinuric 
nephrosis  due  to 

transfusion  reactions 
burns 

hemolytic  anemia 
sickle  cell  crisis 
eclampsia 

hemolysis  following  use  of  water  in 
transurethal  prostatectomy 

3.  Toxins 

bichloride  of  mercury 
alloxan 

carbon  tetrachloride 
cresol 

diethylene  glycol  ( anti-freeze ) 

poisonous  mushrooms 

sulfonamides 

chlorate  ion 

bichromate 

tartrate 

roentgen  contrast  media  ( angiocardiog- 
raphy ) 

bacterial  toxins 

4.  Intoxications  without  primary  renal  damage 

bromides 

acetylsalicylic  acid 

barbiturates 

thiocyanate 

5.  Miscellaneous 

acute  glomerulonephritis 
chronic  renal  disease 
intractable  edema 
overwhelming  diabetic  acidosis 


SUMMARY 

Because  of  the  availability  in  Arizona  of  a 
trained  team  utilizing  the  artificial  kidney  in 
cases  of  acute  renal  insufficiency  or  poisoning, 
the  indications,  contraindications  and  possible 
uses  of  artificial  kidney  dialysis  are  presented. 
Three  cases  of  acute  renal  insufficiency  treated 
with  the  artificial  kidney  are  presented  which 
demonstrate  many  aspects  attendant  on  this  prob- 
lem. Artificial  kidney  dialysis  is  a new,  safe 
weapon  that  can  be  used  in  the  salvage  of  some 
patients  with  renal  insufficiency  or  poisoning. 
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THE  GEOGRAPHIC  DISTRIBUTION  OF  COCCIDIOIDES 
IMMITIS  AND  POSSIBLE  ECOLOGIC  IMPLICATIONS* 


Keith  T.  Maddy, 
INTRODUCTION 

NUMBER  of  interesting  studies  have  shown 
how  the  ecological  requirements  of  various  mi- 
cro-organisms affect  the  geographic  distribution 
of  certain  infections  in  man  and  animals. 

Aitken  ( 1 ) pointed  out  the  relationship  of  soil 
types  in  Iowa  to  the  distribution  of  swine  ery- 
sipelas indicating  that  only  where  the  soil  was 
slightly  alkaline  in  reaction  was  Erysipelothrix 
rhusiophathiae  likely  to  become  established  in 
the  soil.  Van  Ness  and  Stein’s  study(2)  indicated 
that  the  soils  of  the  United  States  that  were  neu- 
tral or  slightly  alkaline,  rich  in  nitrogen,  moist 
and  poorly  drained  were  the  ones  in  which 
Bacillus  anthracis  was  most  likely  to  become  es- 
tablished. 

Zeidberg(3)  has  offered  data  to  show  a cor- 
relation between  a significantly  higher  number 
of  histoplasmin-reacting  persons  and  the  pres- 
ence of  red-yellow  podzolic  soils  in  the  locale. 
Zeidburg  and  Ajello(4)  point  out  the  correlation 
of  large  numbers  of  positive  soil  isolates  of  His- 
toplasrna  capsulatwn  and  collections  of  soil  spec- 
imens from  environments  exposed  to  chickens. 
Zeidberg,  Ajello  and  Webster(5)  report  that 
soils  from  which  H.  capsulatiwi  has  been  isola- 
ted had  a higher  acidity  than  negative  soils. 
They  point  out  that  although  in  the  laboratory 
H.  capsulatum  is  capable  of  abundant  growth 
over  a wide  range  of  pH,  pc  rliaps  under  natural 
conditions,  the  pH  level  is  more  important.  Fur- 
colow  and  Horr(6)  have  outlined  the  area  of 
the  United  States  where  the  average  annual  pre- 
cipitation is  from  35  to  50  inches  and  the  average 
summer  temperature  is  between  70  and  80  de- 
grees F.  The  main  part  of  this  area  is  in  the  mid- 
dle central  and  middle  eastern  states  where  a 
high  level  of  histoplasmin  sensitivity  exists.  They 
further  point  out  that  the  direction  of  the  pre- 
vailing winds  over  the  area  apparently  tends  to 
limit  the  spread  of  the  fungus  to  eastern  and 
northeastern  United  States.  The  area  between 
the  Appalachians  and  the  Atlantic  coastline  is 
only  mildly  endemic  although  temperatures  are 
within  Furcolow’s  and  Horr’s  selected  ranges. 
This  area  is  protected  by  mountains  from  the 
main  endemic  area.  The  prevailing  winds  of  the 
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coastal  area  blow  in  a large  circle  over  this  area. 

Plant  pathologists  have  studied  the  relation- 
ship of  climate  to  certain  fungal  infections  in 
plants.  Some  of  these  studies  have  progressed  to 
the  point  where  epidemics  of  these  infections 
can  be  predicted  from  weather  observations.  (7- 
17)  Furcolow  and  Horr(6)  show  the  signifi- 
cance of  this  in  regard  to  histoplasmosis. 

Smith  (18)  has  shown  where  human  infection 
with  Coccidioides  irnmitis  have  occurred  in  the 
United  States.  ( See  Fig.  1 ) Note  the  close  simi- 
larity of  this  area  with  that  known  as  Lower 
Sonoran  Life  Zone  of  the  United  States.  (See 
Fig.  2) 
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Fig.  I.  Endemic  area  of  cocc’dioidcmycosis  in  United  States  cf 
America  as  des'gnated  by  Smith  in  1951.(18)  (Reproduction  per- 
mission granted  by  California  Medicine.) 


Fig.  2.  Lower  Sonoran  Life  Zone  in  the  United  States. 

LOWER  SONORAN  LIFE  ZONE 
In  1898,  Merriam(19)  classified  the  United 
States  into  several  biological  life  zones,  one  of 
which  is  the  Lower  Sonoran  Life  Zone.  Since 
that  time  there  have  been  numerous  modifica- 
tions and  refinements  of  the  life  zone  concept. 
These  zones  were  first  divided  according  to  the 
sums  of  the  degrees  of  temperature  above  a 
given  temperature  for  a year,  added  to  the  mean 
temperature  for  the  hottest  six  weeks.  This  clas- 
sification was  based  on  the  knowledge  that  plants 
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grow  only  when  the  environment  is  above  a cer- 
tain temperature.  These  zones  were  subdivided 
into  their  humid  and  arid  provinces.  The  plant 
and  animal  life  was  studied  as  to  its  distribution 
within  the  zones.  In  broad  geographic  areas 
these  life  zones  are  useful  in  aiding  general 
studies  in  plant  and  animal  ecology.  Hall  and 
Grinell(20)  have  pointed  out  that  in  small  geo- 
graphic subdivisions,  studies  in  plant  and  animal 
association  are  found  to  be  more  useful  in  ana- 
lyzing the  ecology  of  the  area.  Slope  exposure, 
air  currents,  streams  carrying  cold  water,  evap- 
oration from  moist  soil,  proximity  to  large  bod- 
ies of  water,  influence  of  lingering  snow  banks 
and  of  glaciers,  changes  in  vegetative  covering, 
extent  of  a mountain  area,  rock  surfaces,  and 
other  miscellaneous  local  influences  can  alter 
the  life  zone  in  a local  area. 

The  Life  Zone  concept  is  empirical  and  as 
such,  biologists  do  not  agree  on  the  number  of 
zones  to  use  or  where  to  divide  them.  As 
an  example,  at  the  eastern  end  of  the  Lower  So- 
noran Life  Zone,  there  is  a question  as  to  the 
exclusion  from  this  zone  of  the  Edwards  Plateau 
in  Texas  and  the  exclusion  of  parts  of  northwest 
Texas  and  southwest  Oklahoma.  Biologists  do 
not  agree  as  to  the  value  of  the  Life  Zone  con- 
cept in  the  study  of  plant  and  animal  life;  some 
prefer  to  use  a Biotic  Province  concept  for  these 
studies. 

The  Lower  Sonoran  Life  Zone  is  character- 
ized by  arid  and  semi-arid  climates,  with  hot 
summers  and  few  winter  freezes,  a low  altitude, 
and  an  alkaline  soil.  This  limits  plants  and  ani- 
mals to  certain  types  that  can  survive  in  this  en- 
vironment. This  environment,  and  only  this 
environment,  seems  to  permit  C.  immitis  to  exist 
in  nature.  Presumably  the  fungus  grows  pri- 
marily in  the  soil. 

Possibly  a careful  study  of  the  characteristics 
of  the  Lower  Sonoran  Life  Zone,  its  possible 
subdivisions,  and  the  plant  and  animal  associa- 
tions within  the  zone,  in  relation  to  areas  of  vary- 
ing endemicity  for  coccidioidomycosis,  would 
help  in  better  understanding  the  epidemiology  of 
this  infection.  Such  a study  is  under  way  by  the 
author  in  Arizona. 

ABIZONA 

This  study  began  with  the  observation  that 
the  creosote  bush,  Larrea  tridentata  (See  Fig. 
3),  grew  in  all  those  parts  of  the  state  where 
coccidioidomycosis  was  known  to  be  endemic. 


It  was  observed  that  the  bush  was  not  growing 
in  any  of  the  areas  believed  to  be  non-endemic. 
An  opportunity  presented  itself  to  skin-test  dairy 
cattle  with  coccidioidin  in  the  Verde  Valley. 
(The  development  and  use  of  this  test  by  the 
author  in  animals  will  be  reported  in  a later  pa- 
per.) This  valley,  which  lies  about  100  miles 
north  of  Phoenix,  was  believed  to  be  out  of  the 
coccidioidomycosis  area.  Upon  arriving  in  the 
valley,  the  author  found  creosote  bushes  grow- 
ing in  abundance  and  predicted  that  the  area 
would  be  found  to  be  an  endemic  one.  Tests 
proved  that  a sizable  per  cent  of  the  home-raised 
dairy  cattle  there  were  coccidioidin-positive.  Al- 
though Bullhead  City,  Kingman,  and  Wikieup, 
in  northwestern  Arizona  were  out  of  the  known 
endemic  area,  they  are  in  the  creosote  bush  lo- 
cale( 21,33,23)  (See  Figs.  4 and  5)  and  coccidi- 


Fig.  3.  The  Creosote  bush.  (Larrea  tridentata) 


Fig.  4.  Map  of  the  Natural  Vegetation  of  Arizona.  (The  dark 
areas  of  the  Southwestern  parts  of  the  state  are  the  creosote  bush 
areas.)  (Reproduction  permission  granted  by  University  of  Arizona.) 
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oidin  tests  on  the  eattle  revealed  infection.  Few- 
er infections  were  found  at  the  higher  elevations. 
Just  south  of  Kingman  in  the  Hualpai  Mountains 
a herd  of  cattle  was  tested.  This  was  above  the 
creosote  bush  terrain  and  in  the  Upper  Sonoran 
Life  Zone.  No  evidence  of  infection  was  found 
there  in  the  home-raised  animals.  Some  animals 
brought  up  there  from  Kingman,  and  from  a 
known  endemic  area  northeast  of  San  Diego, 
California,  were  coccidioidin  positive.  About 
this  time  the  author  found  that  the  creosote  bush 
was  used  as  one  of  the  main  indicator  plants  for 
designating  the  Lower  Sonoran  Life  Zone,  ex- 
cepting some  of  the  west  Texas  areas  and  the 
San  Joaquin  and  Sacramento  valleys  of  Califor- 
nia which  receive  more  rainfall  and  gradually 
blend  into  other  life  zones.  The  life  zone  maps 
are  now  found  to  be  useful  in  predicting  where 
endemic  areas  are  likely  to  be  present  or  absent; 
also  altitude  and  rainfall,  ( 24,25 ) and  proximity 
to  the  edge  of  the  Lower  Sonoran  Life  Zone  are 
considered  in  predicting  approximate  infective- 
ness of  the  area. 

The  map  of  the  Lower  Sonoran  Life  Zone  in 
Arizona  (Fig.  6)  (26)  shows  that  an  endemic 
area  could  exist  along  the  Colorado  River  across 
northern  Arizona  to  the  Utah  line.  Future  proj- 
ects will  include  some  skin  tests  of  persons  and 
animals  in  these  areas.  A test  on  persons  and  an- 
imals on  the  Havasupai  Indian  Reservation 
down  in  the  Grand  Canyon  would  be  an  inter- 
esting test.  A test  on  the  mules  that  live  in  the 
Transition  Life  Zone  at  the  south  rim  of  the 
Grand  Canyon  and  make  the  trip  down  to  the 
floor  of  the  canyon  through  the  Upper  Sonoran 
Life  Zone  and  into  the  Lower  Sonoran  Life  Zone 
with  tourists  would  be  of  interest  in  checking 
the  correlation  of  the  life  zone  and  endemic 
areas.  The  United  States  Rureau  of  Reclamation 
plans  to  build  several  dams  on  the  Colorado 
River  in  northern  Arizona;  perhaps  some  of  the 
employees  will  become  infected  in  this  area, 
which  previously  was  considered  to  be  well  out 
of  the  endemic  zone. 

Studies  on  the  Indian  reservations  of  Arizona 
by  Aronson,  Saylor,  and  Parr  (27)  revealed  a 
high  percentage  of  skin-test  positive  persons  on 
the  Papago,  Pirhd  and  San  Carlos  reservations. 
These  reservations,  which  are  located  in  south 
central  Arizona,  are  at  low  altitudes.  At  Fort 
Apache,  at  a much  higher  elevation,  almost  no 
infection  was  detected  by  skin  tests.  Studies  by 
the  United  States  Army  Air  Corps,  the  Army  Epi- 


demiological Board,  and  the  United  States  Air 
Force  revealed  that  Luke  Air  Force  Base  near 
Phoenix,  Williams  Air  Force  Base  near  Chan- 
dler, Gila  Bend  Air  Base  near  Gila  Bend,  and 
Marana  and  Davis  Monthan  Air  Force  Bases 
near  Tucson  were  in  quite  endemic  areas.  (28,29) 
A World  War  II  prisoner-of-war  compound  at 
Florence  was  found  to  be  the  most  infective  area 
known.  Fifty  per  cent  of  the  susceptibles  in  this 
compound  were  converted  to  a positive  skin  test 
within  six  months.  ( 30 ) 

Studies  by  Randolph  and  McMartin(3I)  and 
Emmett  (32)  on  school  children  in  the  Phoenix 


Fig.  5.  Distribution  map  of  the  creosote  bush  (Larrea  tridentata) 
over  part  of  the  southwestern  deserts  of  the  United  States.  (Re- 
production permission  granted  by  University  of  Arizona.) 


Fig.  6.  Map  showing  the  Lower  Sonoran  Life  Zone  in  Arizona. 
(Reproduction  Permission  granted  by  U.  S.  Department  of  In- 
terior.) 
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area  revealed  a high  rate  of  skin  test  positive 
individuals. 

Observations  of  Prehal(33)  and  the  author 
(34)  on  infections  acquired  by  feedlot  cattle 
have  shown  various  areas  of  south  central  Ari- 
zona to  be  endemic.  Skin  tests  are  being  made 
on  a number  of  home-raised  cattle  throughout 
Arizona.  Preliminary  results  show  that  in  areas 
known  to  be  infective  for  man  there  is  also  in- 
fectiveness for  cattle.  (These  studies  will  be 
summarized  in  a later  paper.)  C.  immitis  is  be- 
ing found  in  new  areas  and  the  relative  infectiv- 
ity  of  the  various  areas  is  being  determined. 

Observations  made  during  World  War  II,  and 
more  recent  ones  by  Smith  (35)  reveal  no  en- 
demicity  at  Fort  Huachuca  in  the  extreme  south- 
ern part  of  the  state.  This  fort  is  located  above 
the  Lower  Sonoran  Life  Zone  at  about  5,000 
feet  altitude. 

The  extreme  western,  southeastern,  and  the 
northwestern  parts  of  Arizona  within  the  Lower 
Sonoran  Life  Zone  apparently  have  low  endem- 
icity  levels.  Apparently  the  south  central  part  of 
the  state  is  the  most  infective  area  for  mammals 
in  the  world  known  at  present.  In  attempting  to 
determine  the  factors  that  favor  the  natural  prop- 
agation of  the  fungus,  the  author  noted  the  fol- 
lowing climatic  characteristics  in  south  central 
Arizona.  The  mean  July  temperature  in  the  shade 
is  around  90°F;  the  July  mean  maximum  tem- 
perature is  around  I05°F.  The  mean  January 
temperature  is  around  50° F;  rarely  does  a freez- 
ing temperature  occur  at  the  ground  level  for 
more  than  a few  hours.  The  rainfall  averages 
about  9 inches  per  year;  and  falls  mostly  in  two 
seasons— summer  and  winter.  The  mean  relative 
humidity  at  5:30  a.m.  is  about  59  per  cent  in 
July  and  about  82  per  cent  in  January.  The 
mean  relative  humidity  at  5:30  p.m.  is  about 
30  per  cent  in  July  and  about  51  per  cent  in  Janu- 
ary. The  soil  is  mildly  alkaline  in  reaction.  The 
vegetation  is  quite  typical  of  the  Lower  Sonoran 
Life  Zone  but  is  somewhat  more  abundant  than 
in  other  areas  of  the  Zone  as  the  rainfall  is 
above  average. 

NEW  MEXICO 

A look  at  the  Lower  Sonoran  Life  Zone  in 
New  Mexico (36)  (See  Fig.  7)  shows  that  in- 
fections could  be  expected  to  occur  at  places 
such  as  Lordsburg,  Deming,  Las  Cruces,  Hot 
Springs,  Socorro,  Alamagordo,  Roswell  and 
Carlsbad.  It  is  noted  that  Santa  Fe  and  Albu- 
querque are  out  of  the  Lower  Sonoran  Life  Zone 


and  the  creosote  bush  zone.  Since  Albuquerque 
is  in  the  desert,  some  have  expected  to  see  cocci- 
dioidomycosis acquired  there,  but  none  has  been 
diagnosed.  The  minimum  winter  temperatures  in 
Santa  Fe  and  Albuquerque  are  close  to,  or  are 
possibly  just  below  the  minimum  temperatures 
at  which  C.  immitis  can  exist  in  nature. 

TEXAS 

In  Texas  the  creosote  bush  belt(37)  (Fig.  8) 
extends  down  along  the  Rio  Grande,  beginning 
at  the  south  New  Mexico  line  about  180  miles 
wide.  This  belt  tapers  as  it  follows  the  river 
southward  and  ends  just  south  of  Laredo.  The 
most  endemic  areas  in  Texas  are  within  this  belt. 
The  eastern  extent  of  the  Lower  Sonoran  Life 
Zone  in  Texas  ends  as  the  rainfall  increases.  Al- 
though most  of  eastern  Texas  and  most  of  south- 
eastern United  States  have  just  as  many  units  of 
high  temperature  as  the  Lower  Sonoran  Life 
Zone,  the  rainfall  is  significantly  higher;  this 
area  is  called  the  Lower  Austrial  Life  Zone.  The 
Upper  Austrial  Life  Zone  just  to  the  north  is  al- 


Fig.  7.  Map  of  the  Life  Zones  of  New  Mexico.  (The  Lower  So- 
noran Life  Zone  is  the  grey  area  in  the  Lower  half  of  the  State.) 
(Reproduction  permission  granted  by  U.  S.  Department  of  Agri- 
culture.) 


Fig.  8.  Distr:bution  area  of  creosote  hush  (Larrea  tridentata)  in 
Texas  and  parts  of  New  Mexico.  (Reproduction,  permission  . grant- 
ed by  U.  S.  Department  of  Agriculture.) 
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most  identical  with  the  endemic  area  for  histo- 
plasmosis. A number  of  indicator  plant  and  ani- 
mal species  have  been  selected  for  the  Lower 
Sonoran  Life  Zone  in  Texas. (37,38,39)  (See  Fig. 
9)  The  eastern  limit  of  the  Lower  Sonoran  Life 
Zone  is  almost  identical  with  the  extent  of  the 
coccidioidomycosis  endemic  area  as  indicated 
by  Smith.  ( 18 ) The  limiting  factor  to  the  flora 
and  fauna  at  the  eastern  edge  of  the  zone  is  the 
increased  rainfall  that  permits  other  species  of 
plants,  fungi,  and  animals  to  thrive  better,  thus 
crowding  them  out. 

UTAH 

In  Utah,  the  St.  George  area  in  the  south- 
western corner  is  known  to  be  mildly  endemic. 
Tests  on  school  children  by  AIyers,(40)  and  skin 
tests  on  cattle  by  Palmer,  (41)  reveal  this  area 
to  be  almost  identical  with  that  of  the  Lower 
Sonoran  Life  Zone.  (See  Fig.  10)  Tests  have  not 
been  made  in  the  Lee’s  Ferry  area.  Although 
there  are  other  arid  areas  further  north,  the  two 
places  mentioned  are  the  only  ones  in  Utah 
where  the  minimal  winter  temperatures  stay 
high  enough  to  permit  flora  and  fauna  of  the 
Lower  Sonoran  Life  Zone  to  exist. 

NEVADA 

In  Nevada  some  human  cases  have  been  ob- 
served in  the  Las  Vegas  area.  Skin  tests  by  the 
author  on  dairy  cattle  revealed  the  Logandale- 
Overton  area  (60  miles  north  of  Las  Vegas)  to 
be  endemic.  The  Lower  Sonoran  Life  Zone  in 
Nevada  (See  Fig.  11) (42)  is  roughly  below  a 
line  from  St.  George,  Utah  to  Scottie’s  Gastle  in 
Galifornia’s  Death  Valley.  The  Zone  reaches 
north  in  the  Nevada  valleys  almost  to  Galiente 
and  Alamo,  although  the  upper  areas  of  the  Mor- 
mon, Sheep  and  Gharleston  Mountains  are  out 
of  the  Zone.  The  arid  area  continues  northward 
but  minimum  temperatures  in  the  winter  limit 
the  flora  and  fauna  typical  of  the  Lower  Sonoran 
Life  Zone  to  the  southern  tip  of  the  state. 
GALIFORNIA 

In  Galifornia  the  entire  Mohave  and  Sonoran 
deserts  are  within  the  Lower  Sonoran  Life  Zone. 
(43)  (See  Fig.  12)  Since  relatively  few  people 
live  in  these  desert  areas,  few  studies  have  been 
possible.  Not  all  of  these  two  areas  were  includ- 
ed by  Smith  (18)  in  1951  in  the  areas  of  proved 
endemicity.  Willet  and  Weiss,  (44)  Pfanner,(45) 
Goldstein  and  McDonald,  (46)  and  Plunkett, 
(47)  and  others  have  observed  some  human  in- 
fections apparently  acquired  in  the  areas.  The 
author  (34)  and  other  veterinarians  have  noted 


that  some  feedlot  cattle  fed  in  the  El  Gentro  vi- 
cinity apparently  get  infected  there.  In  any  case, 
the  entire  Mohave  and  Sonoran  deserts  of  Gali- 
fornia are  likely  to  be  only  mildly  or  spottily  en- 
demic, an  assumption  which  is  based  on  the  in- 
dicator flora.  They  receive  the  least  rainfall  of 
the  entire  Lower  Sonoran  Life  Zone  of  the  Unit- 
ed States.  This  averages  only  about  three  inches 
per  year,  and  sometimes  this  may  fall  all  at  one 
time;  some  years  pass  with  no  precipitation.  As 
a result,  vegetation  is  very  sparse  and  soil  fungi 


Fig.  9.  Lower  Sonoran  Life  Zone  of  Texas. 


CZI] 


Fig.  10.  Life  Zones  of  the  northern  Arizona  and  southern  Utah 
area.  The  Lower  Sonoran  Life  Zone  occurs  in  Utah  in  this  area 
only.  (Reproduction  permission  granted  by  the  U.  S.  Elepartment 
of  Interior.) 


Fig.  11.  Life  Zones  of  Nevada.  (The  Lower  Sonoran  Life  Zone 
is  the  dark  area  in  the  southern  end  of  the  state  which  is  largely 
south  of  the  37th  parallel.)  (Reproduction  permission  granted  by 
University  of  California  Press.) 
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are  relatively  rare.  (In  this  desert  area,  especi- 
ally, termites  serve  as  nature’s  main  method  of 
destroying  dead  vegetation.)  Due  to  little  rain- 
fall to  leach  out  the  soil,  the  alkalinity  of  the 
area  remains  almost  as  high  as  when  in  geologic 
ages  past  much  of  it  was  under  the  sea.  This 
high  alkalinity  is  quite  unfavorable  to  the  growth 
of  plants  and  fungi.  This  entire  area  has  the  al- 
most-frost-free  and  arid  climate  apparently  so 
favorable  to  C.  immitis;  but  possibly  the  rainfall 
is  too  scarce  and  the  soil  too  alkaline  for  abun- 
dant fungal  growth,  compared  to  the  apparently 
more  favorable  areas  of  south  central  Arizona 
and  the  southern  end  of  the  San  Joaquin  Valley. 

The  areas  near  the  coast  in  southern  Califor- 
nia, known  to  be  endemic  for  man  and  animals, 
correlate  very  closely  with  the  Lower  Sonoran 
Life  Zone.  The  main  endemic  area  of  the  San 
Joaquin  Valley  fits  almost  exactly  into  the  pat- 
tern of  the  Lower  Sonoran  Life  Zone  there.  Here 
(as  in  Texas  at  the  east  end  of  the  Life  Zone) 
the  creosote  bush  does  not  extend  all  the  way  to 
the  edge  of  the  Zone.  Some  other  indicator  plants 
and  animals  live  there,  as  described  by  Hall  and 
Grinnell.  ( 20 ) It  is  interesting  to  see  how  both 
the  Lower  Sonoran  Life  Zone  and  endemic  areas 
extend  to  a point  just  north  of  the  highway  be- 
tween Tracy  and  Livermore.  Endemic  areas  and 
the  Zone  correlate  very  well  in  the  coastal  val- 
leys. The  northern  end  of  the  Life  Zone  there 
begins  just  south  of  Salinas  and  extends  down 
the  valleys,  including  the  towns  of  Paso  Robles, 
Shandon  and  Simmler.  Neither  the  known  en- 
demic area  nor  the  Lower  Sonoran  Life  Zone 
extends  west  to  San  Luis  Obispo  or  Santa  Bar- 
bara. 

The  Lower  Sonoran  Life  Zone,  as  designated 
by  Grinnell,  ( 43 ) extends  up  the  Sacramento 
Valley  to  Red  Bluff.  Smith(48)  has  noted  sever- 
al isolated  human  cases  of  coccidioidomycosis 
that  apparently  originated  in  Yolo  County  of  this 
area.  The  author  and  some  other  veterinarians 
have  noted  the  infection  in  a few  feedlot  cattle 
which  apparently  were  infected  in  the  Sacra- 
mento Valley.  Although  this  area  was  designated 
as  within  the  Lower  Sonoran  Life  Zone  and  its 
soil  may  possibly  support  the  growth  of  C.  immi- 
tis, it  is  not  nearly  as  suitable  for  the  fungus  as 
south  central  Arizona  or  the  south  part  of  the 
San  Joaquin  Valley.  Throughout  both  the  Sacra- 
mento and  San  Joaquin  Valleys,  the  high  tem- 
perature is  relatively  similar  to  the  ideal  area  in 
Arizona.  The  heaviest  endemicity  in  California 


Fig.  12.  Lower  Sonoran  Life  Zone  in  California.  (Black  area.) 

exists  in  the  southern  part  of  the  San  Joaquin 
Valley,  with  about  25  per  cent  of  the  suscepti- 
bles  becoming  infected  per  year.  ( 29 ) As  rainfall 
increases  in  the  northern  part  of  the  San  Joaquin 
Valley,  the  infection  rates  for  coccidioidomycosis 
fall  off.  In  the  Sacramento  Valley,  the  areas  with- 
in the  Lower  Sonoran  I^ife  Zone  receive  more 
rainfall  than  the  San  Joaquin  Valley  to  the  south. 
It  may  be  that  the  increase  in  rainfall  to  the 
north  permits  other  competitive  flora  to  crowd 
out  C.  immitis. 

DISCUSSION 

In  ages  past,  the  present  southwestern  desert 
areas  of  the  United  States  had  a humid  climate. 
With  the  change  to  an  arid  and  semi-arid  area, 
only  those  organisms  able  to  adapt  to  the  new 
climate  were  able  to  survive.  Aridity  is  said  to 
serve  as  a stimulus  to  plant  evolution.  ( 49 ) Even- 
tually specially  adapted  animals,  plants  and  fun- 
gi likely  evolved.  (Emmons  and  Ashburn(50) 
have  speculated  that  Haplosporangiurn  parvum, 
a fungus  found  in  various  parts  of  the  United 
States  and  Canada,  may  have  mutated  under 
desert  conditions  to  produce  C.  immitis. ) Biolo- 
gists refer  to  the  migration  of  some  of  the  species 
of  plants  and  animals  from  the  main  part  of  the 
southwestern  deserts  (Mohave  and  Sonoran) 
east  over  the  Continental  Divide  into  the  Chi- 
huahuan  Desert  in  southern  New  Mexico  and 
into  western  Texas.  Migration  of  flora  and  fauna 
from  the  main  southwestern  desert  area  into  the 
San  Joaquin  Valley  and  into  some  of  the  coastal 
valleys  of  California  is  said  to  have  occurred. 
Seeds  and  spores  of  plants  and  fungi  are  carried 
on  the  bodies  and  in  the  digestive  tracts  of  ani- 
mals that  migrate  into  areas  suitable  for  their 
existence  and  if  conditions  are  favorable  in  the 
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new  environment,  these  flora  multiply. 

Perhaps  C.  immitis  originated  in  the  area  now 
known  as  central  Arizona  which  seems  most  fav- 
orable for  its  existence.  Through  the  centuries  it 
possibly  has  migrated  to  all  favorable  environ- 
ments in  the  southwest.  Within  the  next  several 
thousand  years,  with  some  adaptive  changes,  it 
may  migrate  farther  east  in  Texas  and  farther 
north  in  California.  In  any  case,  the  spread  of 
the  endemic  area  should  concern  man  very  little 
considering  the  many  years  that  likely  are  nec- 
essary for  such  expansion. 

Studies  on  plague  in  the  United  States  at  one 
time  centered  around  the  San  Francisco  area 
where  human  cases  were  discovered.  Further 
studies  revealed  that  wild  rodents  in  the  area 
were  infected,  Studies  were  then  extended  be- 
yond San  Francisco  over  the  entire  western  Unit- 
ed States.  Thus  to  some  observers,  the  infection 
appeared  to  be  spreading  from  a focus  at  the 
San  Francisco  port.  If  the  wild  animal  studies 
had  been  started  in  western  Colorado  and  had 
been  extended  to  the  Pacific,  it  would  have  ap- 
peared that  the  disease  was  spreading  in  the  op- 
posite direction.  Possibly  plague  has  existed  in 
western  United  States  long  before  the  advent  of 
man. 

Psittacosis  presented  a parallel.  Human  cases 
associated  with  birds  imported  through  the  San 
Francisco  port  were  observed.  Further  studies 
revealed  infections  in  domestic  fowl  and  wild 
birds  in  the  San  Francisco  area.  To  some  this  ap- 
peared to  be  an  imported  disease.  Possibly  this 
virus  had  been  around  for  a long  time. 

The  same  is  true  with  coccidioidomycosis.  Most 
of  the  early  studies  dealt  with  the  San  Joaquin 
Valley.  Many  medically-trained  persons  think  of 
this  infection  when  the  valley  is  mentioned.  As 
other  areas  are  found  to  be  endemic,  the  thought 
that  comes  to  mind  is  that  the  fungus  has  mi- 
grated to  these  “new”  areas.  But  what  is  “new” 
to  man  is  not  necessarily  “new”  in  nature. 

The  endemic  area  of  coccidioidomycosis  ex- 
tends down  into  the  desert  areas  of  Mexico.  ( 51 ) 
There  are  endemic  areas  in  Paraguay,  ( 52 ) Ar- 
gentina, (53)  and  Venezuela.  (54)  It  is  even  re- 
motely possible  that  the  fungus  was  originally 
brought  to  our  deserts  from  these  other  areas  in 
dust  on  the  bodies  of  migratory  birds.  One  of 
the  main  indicator  plants,  the  creosote  bush,  also 
exists  in  the  desert  areas  of  South  America.  (It 
is  in  the  same  genus,  but  some  botanists  say  it  is 
a different  species.)  It  would  be  of  interest  to 


check  other  desert  areas  of  the  world  for  flora 
indicative  of  the  Lower  Sonoran  Life  Zone. 

The  work  of  Emmons  (55)  indicated  that  pos- 
sibly some  of  the  desert-living  rodents  get  severe 
disseminated  infections.  It  has  been  suggested 
that  these  animals  may  play  a role  in  the  main- 
tenance of  the  fungus  in  nature.  Many  species  of 
these  small  mammals  live  entirely  within  the 
I^wer  Sonoran  Life  Zone. 

Egeberg(56)  has  suggested  the  following  to 
be  favorable  for  a coccidioidomycosis  endemic 
area:  very  hot  summer  months,  mild  winter 
weather,  a period  of  precipitation,  a soil  with 
sparse  vegetation  which  results  in  much  dust, 
and  winds. 

Egeberg  and  Ely  (57)  report  that  in  a soil- 
sampling survey  for  C.  immitis  in  an  area  of  the 
southern  San  Joaquin  Valley  of  California,  more 
soil  specimens  were  found  positive  at  the  end  of 
the  rainy  season  than  at  the  end  of  the  dry  sea- 
son. Soil  specimens  taken  in  or  near  rodent  holes, 
especially  at  the  end  of  the  wet  season,  were 
more  likely  to  be  positive  than  samples  taken 
from  soil  sites  at  random. 

Lubarsky  and  Plunkett  (58)  report  that  C.  im- 
mitis grows  better  in  sterilized  soil  than  in  non- 
sterilized  soil,  and  that  it  grows  on  sand  as  well 
as  on  dead  vegetation.  In  the  laboratory  they 
demonstrated  that  soils  from  various  places  in 
the  United  States  supported  the  growth  of  C. 
ijnmitis,  and  that  temperatures  as  high  as  42° 
and  as  low  as  -20°C.  did  not  destroy  the  fungus 
as  long  as  it  was  already  growing  in  a soil  sam- 
ple. They  also  found  that  the  fungus  grows  over 
all  the  pH  ranges  found  in  most  soils. 

Plunkett  (47)  has  pointed  out,  however,  that 
although  the  ideal  conditions  for  maximum 
growth  and  sporulation  of  C.  immitis  can  be  de- 
termined in  the  laboratory,  the  true  ecology  of 
this  fungus  can  be  learned  only  by  studying  the 
organism  in  its  natural  habitat. 

Freidman,  Smith,  Pappagianis,  and  Berman 
( 59 ) studied  the  effects  of  various  temperatures, 
humidities  and  amounts  of  salt  in  the  media  on 
one  strain  of  C.  immitis.  Dry  spores  were  stored 
at  temperatures  from  -I5°C.  to  37°C.  with  rela- 
tive humidities  from  10  to  95  per  cent.  There 
was  little  loss  in  viability  at  any  of  the  tempera- 
tures less  than  37°C,  until  the  sixth  month  at 
which  time  the  count  decreased  not  more  than 
50  per  cent  of  the  initial  count.  Ten  per  cent  hu- 
midity and  37°C.  was  deleterious,  but  all  the 
spores  were  not  killed  until  six  months  had 
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passed.  At  50°C.  all  the  spores  were  dead  in  two 
weeks.  Long  storage  of  dry  spores  followed  by 
subjection  to  e.xtremes  of  temperature  resulted 
in  little  loss  of  viability  unless  followed  by  a 
second  storage  period.  Storage  of  spores  in  phy- 
siologic saline  solution  for  similar  temperatures 
and  time  periods  resulted  in  more  rapid  loss  of 
viability  under  extremes  of  temperature;  at  4°C. 
the  spores  were  just  as  viable  six  months  later. 
Spores  suspended  in  distilled  water  at  4°C.  re- 
mained viable  for  11  months.  In  saturated 
sodium  chloride  solution  at  4°C.  there  was  little 
loss  of  viability  but  at  37° C.  the  rate  of  death 
was  more  rapid.  These  studies  indicate  that  C. 
imrnitis  has  adaptations  that  help  it  to  survive 
in  its  arid  habitat. 

Although  still  too  preliminary  to  summarize 
in  detail,  studies  and  observations  by  the  author 
have  indicated  a number  of  ecological  factors 
regarding  the  growth  and  propagation  of  C.  im- 
mitis.  In  addition  to  man,  many  mammals  in  the 
endemic  areas  eventually  become  infected.  Most 
of  these  mammals  likely  get  infected  from  the 
soil,  the  common  source  of  the  fungus.  In  most 
of  these  mammals  the  fungus  reaches  a dead  end. 

Apparently  the  dog  develops  disseminated  in- 
fections more  often  than  man.  In  a study  of  over 
100  cases  of  naturally-acquired  disseminated 
coccidioidomycosis  in  dogs,  the  author  found 
that  some  of  the  severely  infected  ones  had  spu- 
tum and  urine  with  high  spherule  counts.  Some 
had  draining  lesions  on  the  body  surface;  with 
exudates  with  high  spherule  counts.  When  such 
exudate  or  urine  is  streaked  on  Sabouraud’s  me- 
dia, the  mycelia  grows  out  in  48  hours.  In  one 
group  of  10  dogs  with  dissemintaed  infections, 
smears  were  made  from  a fresh  fecal  specimen 
from  each  dog.  These  were  cultured  on  four 
tubes  of  fortified  Littman’s  ox-gall  media  per 
dog.  C.  imrnitis  was  isolated  (proved  by  mouse 
inoculation  procedure ) from  four  of  these  tubes, 
each  from  a different  dog.  Stools  from  these  10 
dogs  were  placed  on  the  shady  side  of  a building 
for  two  weeks.  All  suspicious  fungi  that  grew  on 
the  stools  during  the  two  week  period  were 
checked.  Two  specimens  from  two  of  the  dogs, 
from  which  direct  smears  had  revealed  the  fun- 
gus, were  proved  by  mouse  inoculation,  to  have 
the  mycelial  form  of  C.  imrnitis  growing  on  the 
stools.  Previous  to  this  study,  soil  samples  from 
this  immediate  area  were  negative  for  C.  immi- 
tis.  Although  infected  animals  possibly  do  con- 
taminate their  environment,  it  is  likely  that  they 


play  a very  minor  role  in  the  over-all  epidemiol- 
ogy of  coccidioidomycosis. 

C.  immitis  in  spherule  form  in  pus  from  a 
granuloma  about  to  break  through  the  skin  of  an 
infected  dog  was  placed  on  fortified  Littman’s 
ox-gall  tubed  media  and  immediately  placed  at 
-10°C.  It  remained  viable  for  three  months, 
about  25  per  cent  of  the  time.  At  5°C.  for  three 
months  it  remained  viable  about  75  per  cent  of 
the  time,  at  35° C.  for  three  months  almost  100 
per  cent  of  the  time,  and  at  45°C.  for  three 
months  0 per  cent  of  the  time.  Further  studies 
are  planned  using  soil  as  a growth  medium. 

Soil  sampling  studies  under  way  by  the  author 
in  co-operation  with  the  Arizona  State  Depart- 
ment of  Health  indicate  that  C.  immitis  is  rarely 
isolated  from  irrigated,  cultivated  soil  in  the  en- 
demic area.  So  far,  it  appears  that  C.  immitis 
can  be  isolated  with  some  eertainty  only  from  in 
and  around  rodent  holes  in  the  desert. 

It  appears  that  C.  immitis  can  grow  only 
where  there  is  a definite  period  of  very  hot 
weather  during  which  there  is  little  or  no  rain- 
fall. During  this  period  of  time  the  surface  soil 
becomes  somewhat  sterilized.  C.  immitis  likely 
remains  viable  just  below  the  sterile  layer  of 
soil,  as  well  as  in  the  moister  and  more  nitrogen- 
rich  environment  of  desert  rodent  holes.  When 
a rain  does  eventually  fall,  the  humidity  in  the 
surface  soil  probably  approaches  the  optimum 
for  the  growth  of  the  fungus.  C.  mimitis  grows 
well  until  other  soil  micro-organisms  interfere 
with  its  growth  or  until  the  soil  dries.  The  fungus 
probably  still  grows  for  a while  down  in  the 
earth  cracks  and  holes  until  the  humidity  in 
these  sites  drops  and/or  other  soil  micro-organ- 
isms interfere  with  its  growth.  At  this  time  the 
environment  is  the  most  infective  with  winds 
picking  up  dust  and  arthrospores  and  carrying 
them  about.  A study  of  prevailing  winds  over 
the  entire  endemic  area  does  not  give  any  over- 
all clue  to  spread  of  this  fungus,  as  was  suggest- 
ed for  histoplasmosis  by  Furcolow  and  Horr. (6) 
Possibly  the  fungus  eannot  remain  viable  for 
long  periods  of  time  when  airborne.  A majority 
of  human  and  animal  infections  seem  to  occur 
during  the  windy,  dusty  weather  following  the 
wet  season.  The  sun  again  begins  sterilizing  the 
surface  soil  and  the  infection  rates  begin  to  drop. 
Infections  can  still  occur  in  the  season  between 
peaks  of  infectivity.  These  are  sometimes  associ- 
ated with  digging  in  the  soil  and  thus  exposing 
viable  spores.  Infections  are  often  seen  in  dogs 
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that  dig  in  rodent  holes  while  hunting  on  the 
desert,  or  are  taken  into  new  home  sub-divisions 
where  the  soil  has  been  graded.  People  too 
sometimes  become  infected  in  these  new  devel- 
opments. An  outbreak  in  a sizeable  group  of  air- 
men who  dug  a ditch  across  an  airbase  near 
Tucson,  (60)  Arizona,  and  an  outbreak  in  stu- 
dents who  excavated  for  a building  foundation 
near  Bylas,  Arizona,  (61)  are  examples,  as  well 
as  others  such  as  the  one  of  a group  of  students 
digging  out  a snake  described  by  Davis,  Smith 
and  Smith,  (62) 

A study  of  various  subclimates  within  the 
Lower  Sonoran  Life  Zone  is  of  interest.  As  an 
example,  the  following  three  areas  may  be  com- 
pared climatically:  1.  St.  George,  Utah  which  is 
just  within  the  northern  limit  of  the  Lower  So- 
noran Life  Zone  in  Utah  and  which  is  mildly  en- 
demic for  coccodioidomycosis  and  is  also  about 
the  northern  limit  for  the  endemic  area  in  that 
part  of  the  country;  2.  Florence,  Arizona  which 
is  apparently  the  most  endemic  area  presently 
known  for  coccidioidomycosis;  and  3.  Yuma, 
Arizona,  a hot  and  quite  arid  area  which  is  ap- 
parently only  mildly  endemic  for  coccidioidomy- 
cosis (See  Table  1.)  Study  of  data  of  this  type 
will  no  doubt  elucidate  the  factors  in  nature  that 
affect  the  growth  of  C.  immitis.  It  appears  that 
the  coldest  area  that  will  support  this  fungus  has 
a mean  minimum  January  temperature  of  about 
25.0°  F.  Arid  and  semi-arid  areas  warmer  than 
this  likely  can  support  the  natural  growth  of  this 
fungus.  Although  the  temperatures  at  Yuma  and 
Florence  are  quite  similar,  there  is  considerably 
more  rainfall  at  Florence.  Gila  Bend,  about  half- 
way between  these  two  places,  has  a mean  an- 
nual rainfall  of  5^2  inches.  Gila  Bend’s  tempera- 


tures are  very  similar  to  those  of  Florence  and 
Yuma.  The  Gila  Bend  area  is  somewhat  endemic 
for  coccidioidomycosis.  Perhaps  about  five  inch- 
es per  year  in  these  high  temperature  areas  is 
just  about  enough  to  create  a substantially  en- 
demic area.  In  the  hot  weather  areas  with  five 
inches  to  20  inches  of  rainfall,  it  appears  that  the 
best  conditions  for  the  growth  of  this  fungus  are 
produced. 

The  exact  rainfall  as  usually  measured  is  ap- 
parently not  as  important  as  the  precipitation  ef- 
fectiveness which  is  determined  by  run-off,  evap- 
oration, temperature,  vapor  pressure  and  other 
factors  such  as  the  season  at  which  the  rainfall 
occurs.  The  suitable  moistening  of  the  topsoil  at 
the  time  of  the  year  or  season  when  the  temper- 
atures are  most  ideal  result  in  the  development 
of  the  most  desirable  humidities  in  the  top-soil, 
that  are  optimum  for  certain  plants,  fungi  and 
bacteria.  ( 68 ) 

The  exact  measured  rainfall  in  the  three 
heavily  endemic  areas  in  the  United  States  is 
different,  but  the  effective  precipitation  appears 
to  be  much  less  different.  ( 68,  24)  The  soil  type 
in  the  area  has  a good  deal  to  do  with  water- 
holding capacity.  The  soil  group  that  is  almost 
synonomous  with  the  Lower  Sonoran  Life  Zone 
is  designated  as  the  “Reddish  soils  of  the  semi- 
arid  to  arid  Southwest.”  This  group  is  made  up 
of  Red  Desert,  Reddish-Brown,  and  Non-calcic 
Brown  soils  with  much  Lithosol.  ( 69 ) In  local 
areas  the  soil  can  vary  considerably  in  type  and 
consistency  and  consequently  in  the  amount 
of  rainfall  necessary  to  maintain  a given  amount 
of  moisture  in  the  topsoil  for  a given  period  of 
time. 

The  three  heavily  endemic  areas  for  coc- 


TABLE  I 


Selected  Climatic  Data  for  U.  S.  Dept,  of  Commerce  Weather 
Arizona  for  the  period  of  1931  through  1952.(63,64,65,66,67)  (All 

Bureau  Stations  of 
temperatures  are 

St.  George,  Utah;  Florence, 
given  in  Farenheit.) 

.\rizona;  and  Yuma, 

Climatic  Factors 

St.  George 
Utah 

Florence 

Ariz. 

Yuma 

Ariz. 

Mean  maximum  temperature  for  July 

101.4 

106.6 

105.5 

Mean  temperature  for  July 

83.4 

90.3 

89.6 

Mean  maximum  temperature— annual 

77.4 

87.3 

87.0 

Mean  temperature— annual 

60.8 

69.8 

69.8 

Mean  maximum  temperature  for  January 

52.5 

66.0 

67.1 

Mean  minimum  temperature— annual 

44.1 

52.3 

52.5 

Mean  temperature  for  January 

38.9 

.50.7 

51.0 

Mean  minimum  temperature  for  January 

25.3 

35.4 

35.0 

Mean  relative  humidity— 5:30  A.M.  July 

61%» 

59%x 

57% 

Mean  relative  humidity— 5:30  P.M.  July 

44% 

30%x 

32% 

Mean  relative  humidity— 5:30  A.M.  January 

82%» 

83%x 

71% 

Mean  relative  humidity— .5:30  P.M.  January 

68%  » 

52%x 

48% 

Annual  rainfall  (inches) 

8.84 

9.73 

3.32 

Mean  number  of  days  above  32 °F.  annual 

210 

345 

362 

Altitude  in  feet  above  mean  sea  level 

2880 

1498 

199 
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cidioidomycosis  in  the  southwest  as  indicated  by 
Edwards  and  Palmer’s  (70)  skin-test  study  in- 
clude Kern  County,  California,  Pima,  Pinal,  and 
Maricopa  counties  in  Arizona  as  well  as  the 
counties  in  Texas  starting  at  the  southeast  corner 
of  New  Mexico  and  running  southeast  to  below 
Laredo.  A study  of  data  from  representative 
weather  stations  in  these  areas  is  of  interest. 
(See  Table  2.) 

More  than  about  25  inches  of  rainfall  per  year 
in  a hot  climate  appears  to  be  undesirable  for 
propagation  of  this  fungus. 

No  doubt,  further  studies  will  shed  more  light 
on  those  ecological  factors  which  determine  the 
growth,  propagation  and  dissemination  of 
C.  immitis  in  nature. 

SUMMARY 

A close  correlation  has  been  observed  between 
the  geographic  areas  of  the  Lower  Sonoran  Life 
Zone  and  the  known  endemic  areas  for  coc- 
cidioidomycosis in  the  United  States.  There  are 
indications  that  only  within  this  life  zone  can 
Coccidioides  immitis  propagate  in  nature.  A 
preliminary  study  reveals  this  likely  reflects 
the  need  of  the  fungus  for  an  arid  or  semi-arid 
climate,  an  alkaline  soil,  relative  freedom  from 
severe  frosts,  and  a very  hot  dry  season  of 
several  months  followed  by  some  rain.  July 
mean  temperatures  from  80° F.  to  about  90°  F., 
January  mean  temperatures  from  39°F.  to  about 
53°  F.,  and  an  annual  rainfall  of  about  5 to 
20  inches  seems  to  be  the  most  ideal  for  the 
propagation  of  the  fungus  in  nature.  The  parts 
of  the  Lower  Sonoran  Life  Zone  with  a more 
arid  or  less  arid  climate,  or  with  lower  summer 


mean  temperatures  are  apparently  less  favor- 
able areas  for  the  fungus  to  propagate. 

Some  areas  of  the  Lower  Sonoran  Life  Zone 
that  had  not  been  delineated  as  endemic  zones 
for  coccidioidomycosis  are  now  so  designated 
by  the  author  who  coccidioidin-tested  cattle 
raised  in  these  areas.  Other  areas  where  Coc- 
cidioides immitis  infections  could  be  expected 
to  occur  have  also  been  designated. 
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VIOFORM®-HYDROCORTISONE  CREAM: 
A CLINICAL  REPORT 

By  Kenneth  C.  Baker,  M.D. 

Tueson,  Arizona 


The  purpose  of  this  report  is  to  relate  the 
results  of  a elinieal  evaluation  of  Vioform®- 
Hydrocortisone  Cream*  in  a group  of  155  pa- 
tients with  various  dermatologieal  disorders.  The 
preparation  used  in  this  study  eontained  Vio- 
form  ( idioehlorhydroxyquin,  U.S.P.,  CIBA) 

three  per  eent  and  hydroeortisone  (as  the  free 
aleohol)  U.S.P.,  one  per  eent  in  a water  wash- 
able base  with  a pH  of  about  6.5. 

Vioform,  a derivative  of  ehlorhydroxy quinoline 
containing  41  per  cent  iodine,  has  been  utilized 
for  over  50  years  to  treat  many  diseases  of  man. 
It  has  gained  wide  acceptance  and  use  as  a 
therapeutic  agent  in  the  practice  of  dermatology 
because  of  its  effectiveness,  the  low  incidence 
of  irritation  and  sensitization  associated  with 
its  topical  use,  its  antibacterial  and  antifungal 
properties,  and  its  compatibility  with  many 
drugs  commonly  used  in  treating  disorders  of 
the  skin.  (4,  5,  7,  9) 

Hydrocortisone  applied  topically  was  first  re- 
ported of  value  in  selected  dermatoses  by 
Sulzberger  and  Witten  in  1952,(10)  and  this 
initial  report  was  soon  followed  by  further  ob- 
servations in  a larger  series  of  patients  ( 11).  It 
has  been  shown  that  hydrocortisone  has  marked 
anti-inflammatory  and  anti-pruritic  effects  at  the 
tissue  level,  the  onset  of  action  is  rapid,  the  free 
alcohol  is  often  more  effective  than  the  acetate, 
and  undesirable,  systemic,  steroid  effects  have 
not  been  observed  with  judicious  topical 
use.  (6,  8,  12,  13) 

Vioform-Hijdrocortisone  — Many  individuals 
in  different  areas  undoubtedly  used  locally  pre- 
pared Vioform  and  hydrocortisone  preparations 
in  dermatologic  therapy  prior  to  the  commercial 
introduction  of  the  presently  available  Vioform- 
Hydrocortisone  Cream.  Allison  first  reported  on 
the  use  of  the  combination  in  the  treatment  of 
seborrheic  dermatitis  in  1954.(1)  Later  the  same 
year,  Arnold  reported  the  combination  to  be 
effective  in  circumscribed  neurodermatitis  and 
stated  the  combination  seemed  superior  in  many 

®Material  for  this  study  was  supplied  by  CIBA  Phamiaccutical 
Products  Inc.,  Summit,  New  Jersey. 


conditions  to  either  of  the  constituents  used 
alone.(3)  In  a subsequent  publication,  Allison 
stated  that  Vioform  and  hydrocortisone  had 
proved  valuable  in  various  dermatqses,,  .particu- 
larly in  seborrheic  dermatitis,  neurodermatitis, 
and  a variety  of  hand  eruptions. (2) 

Results  of  Study  — The  following  table  pre- 
sents the  results  of  treatment  with  Vioform- 
Hydrocortisone  Cream  in  a group  of  155  pa- 
tients. 

Comments  — Vioform-Hydrocortisone  Cream 
was  used  as  an  adjunct,  in  most  cases,  to  x-ray 
and  grenz-ray  therapy  along  with  hypoallergic 
soap  and  cosmetics.  The  most  dramatic  results 
were  observed  in  seborrheic  dermatitis,  chronic 
eczematous  otitis  (external)  and  intertrigo, with 
eczematous  dermatitis.  Sycosis  vulgaris, ; im- 
petiginized  dermatitis,  perleche,;’';  ahd7  )st:^sis 
eczema  also  responded  very  well)  fhb  only  Ob- 
jection being  the  discoloration  on  some  patients 
with  prolonged  use. 

The  preparation  was  notably  free  of  primary 
irritation  and  only  three  patients  showed  sen- 
sitivity of  varying  degree.  One  patient  with 
perleche  developed  sensitivity  to  Vioform;  one 
patient  with  intertrigo  and  eczematous  derma- 
titis (with  associated  severe  sunburn)  had  a 
flare-up  due  to  questionable  sensitivity  and 
gave  a slightly  positive  response  to  patch 
testing  with  Vioform;  and  one  case  of  sycosis 
vulgaris  developed  apparent  sensitivity  although 
the  patch  test  to  Vioform  was  negative.  It  should 
be  pointed  out  that  the  incidence  of  sensitivity 
reactions  to  Vioform-Hydrocortisone  Cream  was 
low,  though  it  can  be  anticipated  in  a small 
percentage  of  cases  with  any  topical  applica- 
tion. 

Summary  and  Conclusions  — Vioform-Hydro- 
cortisone Cream,  used  in  conjunction  with  a good 
dermatologic  regimen,  was  a valuable  adjunct  in 
the  treatment  of  a group  of  155  patients  with  a 
variety  of  skin  disorders. 

Its  topical  application  produced  most  dramatic 
results  in  seborrheic  dermatitis,  chronic  eczema- 
tous otitis  (external),  and  intertrigo  with  ezema- 
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tous  dermatitis.  Sycosis  vulgaris,  impetiginized 
dermatitis,  perleche,  and  stasis  eczema  also  re- 
sponded well. 

Since  this  paper  was  written,  I have  treated 
more  than  137  patients  with  the  cream  and 
lotion  with  good  to  excellent  results  — 61  of 


the  patients  received  the  preparations  along  with 
no  other  modalities.  In  the  majority  of  these 
cases  the  response  was  very  satisfactory.  Four 
patients  developed  a local  sensitivity  and  only  14 
received  no  benefit  or  showed  little  or  no  re- 
sponse. 


DIAGNOSIS 

Anogenital  Pruitis  

Atopic  Dermatitis  

Chronic  Eczematous  Otitis  (External) 

Contact  Dermatitis  

Impetiginized  Eczema  

Intertrigo  with  Eczematous  Dermatitis 

Lichen  Simplex  Chronicus 

Neurodermatitis  

Nummular  Eczema  

Perleche  

Seborrheic  Dermatitis 

Stasis  Eczema  

Sycosis  Vulgaris  . . 

Varicose  and  Idolent  Ulcers  

TOTAL  


NO.  OF  CASES  RESULTS 


12 

Good 

5 

Fair  to  Good 

19 

Excellent 

7 

Fair  to  Good 

9 

Good 

15 

Good  to  Excellent 

3 

Good 

6 

Good 

14 

Good 

8 

Good  to  Excellent 

29 

Excellent 

14 

Good  to  Excellent 

8 

Good  to  Excellent 

6 

Good 

155 
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NOT  ALL  INSECTS  ARE  HARMFUL 

By  Dr.  J.  N.  Roney,  Extension  Entomologist 
Agricultural  Extension  Service,  University  of  Arizona 


I N THIS  wide,  wide  world,  there  are  over  one 
million  identified  insects,  and  possibly  that  many 
more  unidentified. 

Among  those  in  the  identified  group  are  in- 
sects that  attack  crops  — sometimes  the  foliage, 
the  fruit,  the  flowers,  the  roots  or  the  stems. 
Others  feed  on  stored  grain,  household  belong- 
ings, or  food.  Some  feed  on  livestock,  others  on 
human  beings. 

So  you  see,  wherever  we  go,  or  whatever  we 
grow,  there  are  insects.  True  insects  have  six 
legs  — no  more  — no  less. 

If  I should  hold  a balance-type  scale  in  my 
hands,  I could  say  that  I have  all  the  beneficial 
insects  in  one  pan  and  harmful  ones  in  the 
other.  We  know  that  if  we  destroy  all  of  the 
beneficial  insects,  the  harmful  ones  might  de- 
stroy man. 

Incidentally,  it  is  estimated  that  there  are  more 
insects  in  one  square  mile  of  earth’s  surface  than 
there  are  of  all  other  forms  of  animal  life  in  the 
world. 

There  are  two  types  of  beneficial  insects  — 
parasites  and  predators.  Parasites  deposit  their 
eggs  in  or  on  the  harmful  insects  and  the  larvae 
or  maggot  that  hatches  kills  the  insect  when  it 
feeds.  Predators  feed  upon  the  insect  and  destroy 
it  before  our  very  eyes. 

Some  insects  which  are  harmful  to  man  are 
beneficial  to  crops  since  they  pollinate  our 
flowers,  or  fruit  trees,  or  other  plants. 

Now,  let’s  see  just  what  some  of  these  bene- 
ficial insects  are  and  how  they  benefit  mankind. 
Quite  often  we  will  find  heavy  infestations  of 
plant  lice,  or  aphids,  on  flowers,  or  cabbage, 
cauliflower,  radishes,  etc.  These  small,  soft- 
bodied  insects  suck  the  juice  out  of  plants  and 
may  possibly  kill  the  plants. 

Sometimes  when  we  find  our  plants  covered 
with  aphids,  we  also  find  a host  of  small,  red 
insects  with  black  spots  on  their  wings.  These 
are  the  common  convergent  ladybug.  This  lady- 
bug  feeds  on  the  aphids  and  may  clean  up  an 
infestation.  The  adult  ladybug  deposits  small. 


yellow,  oblong  eggs  in  a mass  of  from  15  to  20. 
From  these  eggs  hatch  small  larvae  resembling 
a Gila  monster.  These  larvae  also  feed  upon 
the  aphid. 

There  is  also  a very  small  wasp  that  deposits 
its  eggs  in  aphids  and  as  the  eggs  hatch,  the 
larvae  eats  out  the  inside  of  the  aphid,  thus 
killing  it.  Several  days  later  when  the  larvae  is 
grown,  it  cuts  a hole  in  the  back  of  the  aphid  and 
emerges.  The  dead  aphid  by  this  time  is  a straw 
color. 

The  lacewing  fly  is  a small,  green  insect  with 
wings  shaped  like  a tennis  racket.  It  has  golden 
eyes.  This  fly  lays  its  oval-shaped  egg  on  a little 
hair  and  from  that  hatches  the  aphis  lion.  It  is 
shaped  somewhat  like  a carrot  with  little  clippers 
in  front.  It  feeds  on  many  aphids  as  well  as  on 
other  insects. 

There  are  many  ground  beetles  which  feed 
on  both  soil  and  plant  insects,  in  both  the  adult 
and  larval  stage. 

The  praying  mantis  is  also  very  beneficial 
since  is  feeds  wholly  on  other  insects. 

There  are  also  many  small  beetles,  ( true  bugs ) 
having  only  a hair-like  beak  for  mouth  parts, 
as  well  as  certain  wasps  and  flies  that  kill  worms 
and  adults  of  certain  insects.  Some  in  the  true 
bug  group  are  the  big-eyed  bug,  the  minute 
pirate  bug,  certain  stink  bugs,  and  assasin  or 
kissing  bugs. 

If  we  find  cottony  cushion  scale  on  pittos- 
porum,  we  will  not,  as  a rule,  use  an  insecticide. 
Instead,  some  Vedalia,  or  Australian  lady  bird, 
beetles  are  planted  in  the  infested  shrub. 

This  particular  ladybug  was  found  in  Aus- 
tralia about  1880  and  was  brought  to  California. 
It  was  released  in  infested  citrus  groves  and 
today  still  economically  controls  the  cottony 
cushion  scale  so  often  found  in  citrus. 

So  you  see,  not  all  insects  are  harmfvd,  and 
when  trying  to  control  those  that  do  damage, 
we  must  be  careful  not  to  eradicate  those  that 
do  good  or  the  balance  coidd  be  uiisct. 


a new  era 


in  sulfa  therapy 

ONLY  ONE  TABLET  A DAY 


SULFAMETHOXYPYRIDAZINE  (3-9ULFANILAMIDO-6-METHOXYPYRIDA2INE)  LEDERLE 


New  authoritative  studies  prove  that  Kynex  dosage  can  be  reduced  even 
further  than  that  recommended  earlier/  Now,  clinical  evidence  has  established 
that  a single  (0.5  Gm.)  tablet  maintains  therapeutic  blood  levels  extending 
beyond  24  hours.  Still  more  proof  that  Kynex  stands  alone  in  sulfa  per- 
formance— 

• Lowest  Oral  Dose  In  Sulfa  History— 0.5  Gm.  (1  tablet)  daily  in  the  usual 
patient  for  maintenance  of  therapeutic  blood  levels 

• Higher  Solubility— effective  blood  concentrations  within  an  hour  or  two 

• Effective  Antibacterial  Range— exceptional  effectiveness  in  urinary  tract 
infections 

• Convenience— the  low  dose  of  0.5  Gm.  (1  tablet)  per  day  offers  optimum 
convenience  and  acceptance  to  patients 

NEW  DOSAGE.  The  recommended  adult  dose  is  1 Gm.  (2  tablets  or  4 teaspoon- 
fuls of  syrup)  the  first  day,  followed  by  0.5  Gm.  ( 1 tablet  or  2 teaspoonfuls  of 
syrup)  every  day  thereafter,  or  1 Gm.  every  other  day  for  mild  to  moderate 
infections.  In  severe  infections  where  prompt,  high  blood  levels  are  indicated, 
the  initial  dose  should  be  2 Gm.  followed  by  0.5  Gm.  every  24  hours.  Dosage 
in  children,  according  to  weight;  i.e.,  a 40  lb.  child  should  receive  (4  of  the 
adult  dosage.  It  is  recommended  that  these  dosages  not  be  exceeded. 

TABLETS:  Each  tablet  contains  0.5  Gm.  (JVz  grains)  of  sulfamethoxypyri- 
dazine.  Bottles  of  24  and  100  tablets. 

SYRUP:  Each  teaspoonful  (5  cc.)  of  caramel-flavored  syrup  contains  250  mg. 
of  sulfamethoxypyridazine.  Bottle  of  4 fl.  oz. 

1.  Nichols,  R.  L.  and  Finland,  M.:  J.  Clin.  Med.  49:410,  1957. 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY. 
•Reg.  U.  S.  Pat.  Off. 


PEARL  RIVER. 


NEW  YORK 
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I T WAS  A GREAT  SOURCE  OF  PLEASURE  TO  ME  AND  TO  EVERY  DOC- 
TOR TO  WHOM  I HAVE  TALKED,  THAT  OF  THE  10  OUTSTANDING 
YOUNG  MEN  PICKED  RY  THE  NATIONAL  JUNIOR  CHAMBER  OF  COM- 
MERCE, FIVE  WERE  DOCTORS  OF  MEDICINE.  THESE  AWARDS  WERE 
GIVEN  IN  PHOENIX  JAN.  18,  1958.  WE  HAVE  A RIGHT  TO  BE  PROUD 
OF  OUR  PROFESSION  AND  ITS  YOUNG  MEN  COMING  ALONG  TO  CON- 
TINUE THE  ADVANCES  OF  MEDICINE  AND  SCIENCE. 

THE  CANCER  SEMINAR  HELD  IN  TUCSON  JAN.  23-25  WAS  AGAIN  AN 
OUTSTANDING  MEETING.  THE  ATTENDANCE  WAS  GOOD.  THOSE  OF 
YOU  WHO  MISSED  IT  SHOULD  PLAN  ON  ATTENDING  NEXT  YEAR. 

THE  67TH  ANNUAL  MEETING  OF  THE  ARIZONA  MEDICAL  ASSOCIA- 
TION WILL  BE  HELD  AT  SAN  MARCOS  HOTEL  APRIL  30,  MAY  1,  2 AND 
3.  DOCTOR  MANNING  HAS  AN  EXCELLENT  PROGRAM  OUTLINED.  AN 
INNOVATION  THIS  YEAR  WILL  BE  TO  CUT  THE  LECTURES  AT  1 P.M. 
SECTIONAL  MEETINGS  WILL  FOLLOW.  FOR  THOSE  OF  YOU  WHO 
ARE  SPORTS-MINDED  THE  FACILITIES  OF  SAN  MARCOS  GOLF 
COURSE  WILL  BE  AVAILABLE  EACH  AFTERNOON.  THIS  WILL  ENA- 
BLE ALL  OF  YOU  TO  WARM  UP  FOR  THE  TOURNAMENT  SATURDAY, 
MAY  3.  THIS  SHOULD  BE  AN  EXCELLENT  MEETING.  I URGE  ALL  OF 
YOU  TO  MARK  YOUR  CALENDAR  NOW.  PLAN  ON  BEING  PRESENT  FOR 
ALL  THE  MEETINGS. 


C.  C.  CRAIG,  President 


Arizona  Medical  Association,  Inc. 
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EFFECTIVE,  DEPENDABLE  THERAPY  FOR  VAGINITIS 


Floraquin®  eliminates 
trichomonal  and  mycotic  infection; 
restores  normal  vaginal  acidity 


Leukorrhea  is  by  far  the  most  frequent  symp- 
tom of  vaginitis;  trichomonads  and  monilia  are 
the  most  common  causes.  Many  authors  have 
reported^  trichomonal  protozoa  in  the  vagina 
of  25  per  cent  of  obstetric  and  gynecologic 
patients.  Increased  use  of  broad  spectrum 
antibiotics  has  resulted  in  a sharp  rise  in  the 
incidence  of  monilial  infections. 

Floraquin  effectively  eradicates  both  tricho- 
monal and  monilial  vaginal  infections  through 
the  action  of  its  Diodoquin®  content.  Floraquin 
also  furnishes  boric  acid  and  sugar  to  restore 
the  normal  vaginal  acidity  which  inhibits  patho- 


gens and  favors  the  growth  of  protective  Doder- 
lein  bacilli. 

Pitt^  recommends  vaginal  insufflation  of 
Floraquin  powder  daily  for  three  to  five  days, 
followed  by  acid  douches  and  the  daily  inser- 
tion of  Floraquin  vaginal  tablets  throughout  one 
or  two  menstrual  cycles.  G.  D.  Searle  & Co., 
Chicago  80,  Illinois.  Research  in  the  Service  of 
Medicine. 


1.  Pitt,  M.  B.:  Leukorrhea.  Causes  and  Management,  J.  M. 
A.  Alabama  25:192  (Feb.)  1956. 

2.  Parker,  R.  T.;  Jones,  C.  P„  and  Thomas,  W.  L.:  Pruritus 
Vulvae,  North  Carolina  M.  J.  16:510  (Dec.)  1955. 
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ARIZONA  MEDICAL  ASSOCIATION 
INC.  ANNUAL  MEETING 
APRIL  30  — MAY  1,  2,  & 3,  1958 
CHANDLER,  ARIZONA 

WEDNESDAY  — APRIL  30 


10:00 

Council  Meeting 

2:00 

Blue  Shield 

6:30 

Soeial  Hour 
Buffet 

THURSDAY  — MAY  1 

8:00 

House  of  Delegates 

9:30 

General  Session  Ceremonies 

10:00-10:20 

MacBryde 

Modern  Diagnosis  and  Treatment 
of  Hyperthyroidism 

10:20-10:40 

Pollaek 

Thyroid  and  Thyroid  Caneer 

10:40-11:00 

Nolan 

The  Cytology  and  Treatment  of 
Careinoma  of  the  Cervix 

11:00-11:15 

Question  and  Answer  Period 

11:15-11:30 

Intermission 

11:30-11:50 

Arrowsmith 

Topie  to  be  Announced 

11:50-12:10 

Del  Regato 

The  Treatment  of  Carcinoma  of 
the  Skin 

12:10-12:30 

Byars 

Chronic  Ulceration  of  the  Skin 

12:30-12:45 

Question  and  Answer  Period 

1:00 

Specialty  Luncheons 

2:30-  4:00 

Motion  Pictures 
Clinical  Shock  — 47  min. 
Fractures  — 33  min. 

6:30 

Social  Hour 

FRIDAY  — MAY  2 

9:00-  9:20 

Elkins 

Surgical  Management  of  Hydro- 
eephalus 

9:20-  9:40 

Byars 

Treatment  of  Peripheral-Vascular 
Abnormalities  of  Congenital  Origin 

9:40-10:00 

Deamer 

Some  Problems  Presented  by  Nor- 
mal Puberty 

10:00-10:20 

MaeBryde 

Problems  in  Growth  and  Sex  De- 
velopment 

10:20-10:40 

Question  and  Answer  Period 

10:40-10:55 

Intermission 

10:55-11:15 

Del  Regato 

The  Role  of  Radiotherapy  in  the 
Treatment  of  Caneer  of  the  Breast 

11:15-11:35 

Pollack 

Complications  of  Breast  Surgery 

11:35-11:50 

Byars 

Surgieal  Treatment  of  Cancer  of 
the  Mouth 

11:50-12:05 

Question  and  Answer  Period 

12:30 

Speeialty  Luncheons 
1.  Pediatries  and  Allergy— Deamer 
Further  Luncheons  to  be  An- 
nouneed 

2:30-  4:00 

Motion  Pictures 

Management  and  Mismanagement 
of  Breech  Presentation  — 19 V2  min. 
The  Doctor  Defendant  — 30  min. 
Caneer  Society  Film 
( title  to  be  announced ) 

7:45 

Dinner  Dance 

SATURDAY  — MAY  3 

8:00 

House  of  Delegates 

10:00-10:20 

Nolan 

Carcinoma  of  the  Corpus  Uteri 

10:00-10:20 

Deamer 

Respiratory  Allergy  and  Environ- 
mental Control 

10:40-10:55 

Question  and  Answer  Period 

10:55-11:10 

Intermission 

11:10-11:30 

Griffith 

The  Theories  Regarding  the  Pre- 
vention and  Management  of  Ather- 
osclerosis 

11:30-11:50 

Arrowsmith 

Topic  to  be  Announced 

11:50-12:10 

Griffith 

The  Physieian’s  Responsibility  to 
the  Patient  with  Heart  Disease 

12:10-12:55 

Question  and  Answer  Period 

1:30 

Golf  Tournament 
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FACULTY  FOR 

ARIZONA  MEDICAL  ASSOCIATION 
MEETING 

CHANDLER  — MAY  1958 

Cyril  MacBryde,  M.D.,  634  N.  Grande  Blvd., 
St.  Louis  3,  Missouri,  Associate  Professor  of 
Medicine,  Washington  University,  Director, 
Metabolism  & Endocrine  Clinics,  St.  Louis, 
Mo.,  Washington  University. 

James  Nolan,  M.D.,  1407  S.  Hope  Street,  Los 
Angeles  15,  Calif.,  Gynecologist,  Los  Angeles 
Tumor  Institute,  Asst.  Clin.  Prof,  of  Ob-Gyn, 
University  of  Southern  California. 

William  R.  Arrowsmith,  M.D.,  3503  Prytania 
Street,  New  Orleans,  La.,  Head  of  Depart- 
ment of  Medicine,  Ochsner  Clinic,  Associate 
Professor  of  Clinical  Medicine,  Tulane,  Uni- 
versity. 

Louis  Byars,  M.D.,  100  N.  Euclid  Avenue,  St. 
Louis  8,  Missouri,  Plastic  Surgeon,  Assistant 


Professor  Clinical  Surgery,  Washington  Uni- 
versity, St.  Louis,  Mo. 

William  C.  Deamer,  M.D.,  University  of  Cali- 
fornia, San  Erancisco  22,  California,  Professor 
of  Pediatrics  University  of  California. 

Juan  Del  Regato,  M.D.,  Penrose  Cancer  Hos- 
pital, 2200  N.  Cascade,  Colorado  Springs, 
Colo.,  Radiologist,  Head  of  Penrose  Cancer 
Hospital,  Colorado  Springs,  Colorado. 

George  Griffith,  M.D.,  1200  N.  State  Street,  Los 
Angeles  33,  Calif.,  Professor  of  Medicine,  Uni- 
versity of  Southern  California. 

Charles  Elkins,  M.D.,  2409  East  Adams,  Tucson, 
Arizona,  Neurosurgeon,  Tucson,  Arizona,  For- 
merly Assistant  Clin.  Prof.  Neuro-Surgery, 
Western  Reserve  University  School  of  Medi- 
cine. 

Robert  S.  Pollack,  M.D.,  Suite  2210,  450  Butter 
St.,  San  Francisco  8,  California,  Dept,  of  Sur- 
gery, Stanford  University  School  of  Medicine, 
San  Francisco,  Calif. 


GUEST  SPEAKERS 


Cyril  M.  MacBryde,  M.D. 

CYRIL  M.  MacBRYDE, 
A.B.,  M.D.,  F.A.C.P., 

St.  Louis  Mo. 

Associate  Professor  of  Clinical 
Medicine, 

Washington  University 

Director,  Metabolism  and 
Endocrine  Clinics, 
Washington  University 


CURRICULUM  VITAE 

Dr.  MacBryde  received  his 
A.B.  at  Washington  University 
and  his  M.D.  at  Harvard.  After 
internship  and  residency  at 
Barnes  Hospital  in  St.  Louis  he 
studied  and  did  research  abroad 
in  Vienna  and  Berlin.  He  re- 
turned to  St.  Louis  in  1933  and 
since  then  has  practiced  medi- 
cine and  done  teaching  and  re- 
search at  Washington  University 
School  of  Medicine  and  Barnes 
Hospital.  He  has  been  an  active 
contributor  to  the  literature  on 
metabolic  and  endocrine  sub- 
jects and  serves  on  the  editorial 
boards  of  several  national  medi- 
cal journals. 

His  book  “Signs  and  Symp- 
toms,” a textbook  on  pathological 
physiology  and  medical  diag- 
nosis, is  widely  used  by  medical 
schools,  students  and  practicing 
physicians.  The  third  edition  has 
just  been  published  ( Lippincott, 
1957).  This  book  has  also  been 
published  in  London,  England, 
and  issued  in  Spanish  translation 
(in  Madrid)  and  in  Italian  (in 
Turino). 

Mr.  MacBryde  is  a member 
of  Phi  Beta  Kappa  and  of  Sigma 
Xi.  He  is  a Diplomate  of  the 
American  Board  of  Internal 
Medicine,  and  a Fellow  of  the 
American  College  of  Physicians. 


He  has  been  active  in  the  Ameri- 
can Society  for  Clinical  Investi- 
gation, the  Central  Society  for 
Clinical  Research,  the  Endocrine 
Society,  and  the  American  Dia- 
betes Association. 

MODERN  DIAGNOSIS 
AND  TREATMENT 
OF  HYPERTHYROIDISM 
Symptoms  and  physical  signs 
are  still  the  most  valuable  aids 
in  diagnosis.  Uses  and  pitfalls  of 
the  various  laboratory  aids  will 
be  analyzed:  the  BMR,  the  PBI 
of  serum,  and  the  Ral  uptake. 

Treatment  today  allows  several 
choices  and  involves  judgment 
and  experience.  When  to  advise 
anti-thyroid  drugs,  or  radio- 
iodine therapy  or  operation  will 
be  discussed. 

PROBLEMS  IN 
ADOLESCCENT  GROWTH 
AND  SEX  DEVELOPMENT 
In  the  years  from  12  to  20, 
profound  mental  and  physical 
change  occur;  when  aberrations 
appear,  they  deserve  prompt 
recognition  and  attention.  To 
percieve  deviations,  normal 
limits  must  be  known.  Standards 
and  limits  of  normal  will  be  pre- 
sented for:  statural  growth;  the 
adolescent  growth  spurt;  body 
proportions;  epiphyseal  closure; 
primary  and  secondary  sex 
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characters  at  various  ages. 
Differentiation  of  congenital, 


Robert  S.  Pollack,  M.D. 


ROBERT  S.  POLLACK,  M.D. 

San  Franciseo,  California 

Age,  41,  graduate  of  Dart- 
mouth College,  ’38,  Cornell  Uni- 
versity School  of  Medicine,  ’42, 
Member  the  Department  of  Sur- 
gery and  Teaching  Staff  at  Stan- 
ford University  School  of  Medi- 
cine and  the  University  of  Cali- 
fornia School  of  Medicine.  Con- 
sulting Surgeon  to  the  Veterans 
Administration  Hospital,  Oak- 
land, California  and  the  United 
States  Naval  Hospital,  Oakland, 
California.  Has  eontributed  ap- 
proximately 40  publications  and 
articles  to  surgical  journals.  A 
recent  book  entitled  “Tumor 
Surgery  of  the  Head  and  Neck,” 
published  by  Lea  and  Febiger 
of  Philadelphia;  and  a second 
book  entitled  “Treatment  of 
Tumors  of  the  Breast”  to  be  pub- 
lished during  1958. 


endocrine,  nutritional  and  other 
states  will  be  described,  with 


THYROID  AND 
THYROID  CANCER 

The  wide  differences  in  the 
clinical  manifestations  of  eancer 
of  the  thyroid  gland  have  cre- 
ated considerable  divergence  of 
opinion  as  to  its  true  pathologic 
character,  and  confusion  as  to 
proper  treatment.  Presentation, 
therefore,  of  this  subject  includes 
discussion  of  incidence,  patho- 
logic classification,  the  site  and 
nature  of  metastasis,  diagnosis 
and  use  of  radioactive  iodine, 
the  relationship  of  cancer  to 
adenomas,  and  method  of  treat- 
ment. This  will  inelude  more  re- 
cent surgical  and  medical  inno- 
vations, emphasizing  the  ration- 
ale for  the  procedures  to  be 
recommended. 


COMPLICATIONS 
OF  BREAST  SURGERY 

This  subject  is  best  divided 
into  the  immediate  and  latent 
complieations  which  follow 
radical  breast  surgery.  Factors 
such  as  control  of  hemorrhage, 
infection  and  morbidity  from 
anesthesia,  wound  healing  and 
motion  of  the  arm  will  be  dis- 
cussed under  the  immediate 
group.  In  the  latent  group  com- 
plications such  as  lymphedema 
of  the  arm  and  lymphangiosar- 
coma,  pregnancy,  the  problems 
of  the  opposite  breast  and  the 
management  of  metastasis  will 
be  discussed. 


means  of  diagnosis  and  treat- 
ment. 


James  F.  Nolan,  M.D. 


JAMES  F.  NOLAN,  M.D. 

Los  Angeles,  California 

Age,  43.  Graduate  of  the  Uni- 
versity of  Missouri  ’35,  and 
Washington  University  School 
of  Medicine  1938.  Trained  in  the 
Washington  University  group  of 
hospitals,  now  Assistant  Clinical 
Professor  of  Obstetrics  and  Gyn- 
ecology at  the  University  of 
California.  Chief  of  Service, 
Gynecology-California  Hospital, 
Los  Angeles.  Active  in  the  Man- 
hattan Engineering  Project. 

1.  Gytology  in  the  Treatment 
of  Garcinoma  of  the  Gervix.  This 
is  a study  of  the  material  avail- 
able from  Papanicolaou  smears 
before,  during  and  after  radia- 
tion treatment.  This  is  being 
carried  out  in  order  to  evaluate 
the  possibility  of  assessing  a 
prognosis  by  the  cytological 
means.  More  speeifically,  the 
prime  interest  is  to  determine 
when  radiation  failure  may  be 
diagnosed. 

Garcinoma  of  the  body  of  the 
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uterus.  This  is  an  attempt  to 
evaluate  the  efficacy  of  pre- 
operative radiation  in  stage  1 


(technically  operable  — consti- 
tutionally operable)  lesions.  A 
comparison  of  the  results  of  sur- 


gery with  and  without  pre-oper- 
ative radium  in  an  unselected 
series  will  be  presented. 


Charles  W.  Elkins,  M.D. 


CHARLES  W.  ELKINS,  M.D. 

Tucson,  Arizona 

Western  Reserve  University 
School  of  Medicine,  1937.  For- 
merly Assistant  Clinical  Profes- 
sor of  Neurological  Surgery, 
Western  Reserve  University 
School  of  Medicine. 


SURGICAL  MANAGEMENT 
OF  HYDROCEPHALUS 

Hydrocephalus  may  be  classi- 
fied as  congenital  or  acquired. 
Congenital  hydrocephalus  may 
be  communicating  or  obstruc- 
tive, while  acquired  hydrocepha- 
lus is  usually  the  result  of  ob- 
struction to  the  cerebro-spinal 
fluid  pathways. 

It  is  thought  that  congenital 
communicating  hydrocephalus 
results  from  decreased  absorp- 
tion of  cerebro-spinal  fluid. 
Numerous  shunting  procedures 
have  been  devised  to  divert  the 
flow  of  this  fluid  into  body  cavi- 
ties such  as  the  peritoneum  or 
urinary  tract.  It  is  thought  that 
such  procedures  arrest  the  pro- 
gress of  hydrocephalus  until  nor- 
mal absorptive  processes  func- 
tion. 

Ventriculo-jugular  anastomosis 
has  proved  effective  in  accomp- 
lishing hydrocephalic  arrest. 
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CONTRIBUTORS 

The  Editor  sincerely  solicits  contributions  of  scientific 
articles  for  publication  in  ARIZONA  MEDICINE.  All  such 
conlnlmtions  are  greatly  appreciated.  All  will  be  given  equal 
consideration.  ^ 

Certain  general  rules  must  be  followed,  however,  and  the 
Editor  therefore  respectfully  submits  the  following  suggestions 
to  authors  and  contributors: 

1.  Follow  the  general  rules  of  good  English,  especially  with 
regard  to  construction,  diction,  spelling,  and  punctuation, 
f II  1 general  rules  of  medical  writing  as 

ASSOCIATIW  OP  the  AMERICAN  MEDICAL 

3.  Be  brief,  even  while  being  thorough  and  complete.  Avoid 
unnecessary  words.  Try  to  limit  the  article  to  1500  words. 

and  re-read  the  manuscript  several  times  to  cor- 
especially  for  spelling  and  punctuation. 

■ ¥‘'^""feripts  should  be  typewritten,  double  spaced,  and 
the  original  and  a carbon  copy  submitted. 

b.  Articles  for  publication  should  have  been  read  before 

a hospital  staff  meeting,  or  a 
county  medical  society  meeting.  * 

7.  Exclusive  Publication-Articles  are  accepted  for  publi- 
cation on  condition  that  they  are  contributed  solely  to  this 
Journal.  Ordinarily  contributors  will  be  notifed  within  60 
days  It  a manuscript  is  accepted  for  publication.  Every  effort 
will  be  made  to  return  unused  manuscripts. 

8.  Illustrations  - Ordinarily  publication  of  2 or  3 illustra- 

tions accompanying  an  article  will  be  paid  for  by  Arizona 
by'^IhraiithoT  beyond  this  will  have  to  be  paid  for 


(The  Opinions  expressed  in  original  contributions  do  not  neces- 
sarily express  the  opinion  of  the  Editorial  Board.) 


PR  — ? 

T 

J HE  CRITICAL  spotlight  is  turned  on  the 
medical  profession— it  behooves  us  to  be  alert 
constantly  for  possible  breaks  in  our  public  rela- 
tions. 

It  is  the  practice  of  a few  physicians,  through 
their  answering  services,  to  refuse  all  calls  rela- 
tive to  the  refilling  of  prescriptions.  A few  others 
will  allow  the  telephone  operators  to  screen  the 
calls  for  “important”  medications,  such  as  digi- 
talis and  narcotics.  Some  doctors  will  not  accept 
any  calls  for  refills,  except  during  office  hours. 
A check  upon  the  age  group  of  doctors  who  have 
such  attitudes  reveals  that  these  were  all  young 
physicians  with  one  exception. 

A prescription  and  the  medicament  it  pro- 
cures represents  an  important  link  between  the 
doctor  and  the  patient’s  recovery.  This  is  true, 
irrespective  of  the  ingredients.  To  the  patient,  it 
is  very  important  to  his  recovery.  All  such  medi- 
cations are  essential  for  the  patient,  or  the  trust- 
ed doctor  would  not  have  wasted  the  patient’s 
money,  by  requesting  him  to  procure  it,  and  take 
it. 

It  is  too  bad  that  a few  patients  will  err  in  try- 
ing  to  get  old  prescriptions  refilled  for  new  ill- 
nesses. It  is  also  annoying  that  some  seem  in- 
tentionally to  wait  until  weekends  to  have  their 
medical  needs  refilled.  We  teach  our  clients  that 
we  are  on  call  24  hours  a day  seven  days  a week 
—so  why  should  this  not  also  apply  to  essential 
medications? 

One  physician,  who  was  particularly  distressed 
by  these  needless  calls,”  cited  an  example  of  a 
patient  who,  on  a Saturday  evening,  desired  to 
have  a simple  cough  syrup  refilled.  This  doctor 
taught  him  a lesson  and  refused  to  refill  through 
the  answering  service.  The  doctor  failed  to  prop- 
erly analyze  the  situation.  Yes,-It  was  just  a sim- 
ple stock  cough  syrup— he  did  not  recall  that  the 
patient  had  been  taking  it  for  a long  time,  hence 
it  was  effective;  that  the  patient  had  never  be- 
fore failed  to  call  during  duty  hours;  that  the  pa- 
tient had  severe  emphysema  and  asthma,  and  ir- 
respective of  the  ingredients,  if  the  patient  be- 
lieved it  helped  him,  then  it  was  helpful.  The 
doctor  did  not  visualize  that  had  this  patient  co- 
incidentally come  down  with  pneumonia  during 
the  weekend,  that  the  patient  and  his  family 
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would  have  been  certain  that  the  lack  of  medi- 
cation was  the  cause  of  the  pneumonia.  The  lat- 
ter happening  could  have  easily  paved  the  way 
to  a good  malpractice  suit,  which  I personally 
would  not  like  to  defend  before  a jury. 

If  doctors  have  practices  so  large  that  they 
can  hot  possibly  tolerate  telephone  calls  regard- 
ing prescription  refills,  then  they  have  too  many 
patients,  and  the  doctors  should  cut  their  loads. 


Refusing  to  service  patients,  after  the  doctors 
have  entered  a contractural  relationship,-  is  in- 
deed wrong. 

Yes,  it  is  a poor  policy,  legally  wrong,  and 
very  poor  public  relations  for  phyiscians  to  re- 
fuse to  accept  calls,  any  time,  relative  to  pa- 
tients’ medications.  Our  medical  societies  should 
take  steps  to  right  this  wrong. 

, L.B.S. 


GUEST  EDITORIAL 
FORAND  BILL 

J.  R.  Schenken,  M.  D. 


H R.  9467  WAS  introduced  into  the  last  session 
of  congress  by  Rep.  Aime  Forand  (Dem.  R.  I.). 
It  represents  the  second  major  extension  of  com- 
pulsory social  security,  an  act  which  forms  the 
foundation  of  the  Welfare  State,  U.S.A.  The  first 
extension  was  HR  7225  which  makes  disabled 
persons  past  50  years  of  age  eligible  for  federal 
social  security  benefits. 

The  Forand  bill  provides  for  hospitalization 
and  specified  surgical  benefits,  if  the  surgical 
services  are  performed  by  a board-certified  sur- 
geon or  a member  of  the  College  of  Surgeons. 
(A  nice  built-in  method  of  creating  a schism  in 
the  medical  profession. ) 

About  13  million  Americans  will  be  eligible 
for  its  benefits  and  it  will  be  financed  by  all  per- 
sons who  are  now  on  the  social  security  rolls, 
with  the  employe  and  the  employer  each  paying 
an  additional  2 to  3 per  cent  tax.  Thus,  the  total 
social  security  contribution  will  be  about  9.5  per 
cent  of  the  earned  income  subject  to  social  se- 
curity tax.  It  also  provides  an  increase  of  this 
earned  income  subject  to  social  security  tax  from 
$4,200  to  $6,000  per  year. 

If  this  bill  should  become  law,  socialism  in  the 
United  States  will  be  assured  because  it  is  esti- 
mated that  within  25  years,  30  million  to  40  mil- 
lion Americans  will  be  dependent  upon  the  gov- 
ernment for  their  health  care  and  practically  all 
persons  will  receive  social  security  checks.  The 
Marxian  philosophy  of  individual  dependence 
upon  the  central  government  will  have  been 
adopted  through  the  democratic  processes  of  a 
republic.  No  wonder  Khrushchev  recently  stated 
that  war  and  revolution  were  no  longer  neces- 
sary to  achieve  the  objective  of  communism. 


Organized  medicine  has  much  more  at  stake 
than  the  fear  of  professional  regimentation  under 
socialized  medicine.  Organized  medicine  must 
fear  the  ravages  of  all  of  the  evils  of  socialism  in 
a totalitarian  state. 

Danger  Realized 

The  medical  profession  represents  an  informed 
group  of  professional  persons  who  not  only  know 
that  health  care  under  a regimented  system  of 
government  control  soon  deteriorates  into  an  im- 
personal, unsympathetic  trade-like  service,  but  it 
also  knows  as  a body  of  responsible  citizens,  that 
the  passage  of  the  Forand  bill  would  mean  the 
destruction  of  the  last  vestige  of  individual  re- 
sponsibility. By  this  I mean  that  our  enormous 
inheritance  tax  places  in  the  hands  of  the  gov- 
ernment the  right  to  distribute  a substantial  part 
of  our  personal  lifetime  earnings  to  those  in 
whom  we  have  no  personal  interest  or  who  do 
not  deserve  such  a gratuity;  our  confiscatory  in- 
come tax  destroys  any  possibility  of  accumula- 
ting enough  wealth  which  could  be  used  as  risk 
capital,  the  means  by  which  this  nation  has  de- 
veloped the  highest  standard  of  living  of  any  na- 
tion in  the  world;  and  now  the  proposed  expand- 
ed social  security  act  will  soon  make  the  govern- 
ment largely  responsible  for  the  health  care  of 
this  nation,  as  well  as  the  custodian  of  the  “sav- 
ings” program  for  all  of  its  citizens,  a program 
which,  because  of  its  compulsory  nature,  is  based 
on  the  thesis  that  Americans  are  incapable  of 
taking  care  of  themselves. 

What  To  Do? 

Organized  medicine  has  done  poorly  in  the  na- 
tional political  ring.  It  has  won  only  one  major 
national  political  battle,  the  defeat  of  the  Wag- 
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ner-Murray-Dingell  bill  in  1948.  It  immediately 
broke  training  after  that  victory  and  has  not  won 
a bout  since.  The  worst  defeat  was  the  accep- 
tance of  the  principle  that  health,  education,  and 
welfare  are  close  relatives  and  should  be  com- 
bined under  one  cabinet  post.  Oscar  Ewing  could 
not  have  done  it  better  because  all  one  needs  to 
create  a welfare  state  is  control  of  education  and 
health;  Bismarck,  Lloyd  George,  and  Lenin  all 
proved  that. 

We  must  revitalize  the  force  which  was  mo- 


bilized to  defeat  the  Wagner-Murray-Dingell 
bill.  We  must  join  forces  with  enlightened  groups 
such  as  the  U.S.  Chamber  of  Commerce  and  our 
numerous  voluntary  insurance  carriers  in  the 
United  States.  We  must  tell  the  American  peo- 
ple that  they  are  selling  their  birthright  for  a 
mess  of  pottage.  And,  finally  and  most  important 
of  all,  we  must  make  an  all-out  effort  to  analyze 
the  health  needs  of  the  aging  in  order  to  provide 
on  a voluntary  but  individual  basis  for  the  de- 
ficiencies which  are  present. 


AWARD  TO  ARIZONA  MEDICINE 


RIZONA  MEDICINE,  the  Journal  of  the 
Arizona  Medical  Association,  was  awarded  first 
place  for  general  excellence  among  the  journals 
published  in  this  state.  The  award  was  made  by 
the  Arizona  Newspapers  Association. 


The  plaque  was  awarded  to  John  McMeekin, 
publisher  of  Arizona  Medicine,  by  Mr.  Hartline 
of  the  Butler  Paper  Company. 

At  the  meeting  of  the  Arizona  Newspapers 
Association,  Mr.  McMeekin  was  elected  vice 
president  of  the  association. 


John  McMeekin  (left),  Publisher  of  Arizona  Medicine  is  shown  receiving  the  plaque  for  first  prize  in 
general  Excellence  at  the  annual  contest  of  the  Arizona  Newspapers  Association.  Mr.  Dave  Hartline  of  the 
Butler  Paper  Co.  presented  the  plaque. 
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in  dysmenorrhea 


Pavalrine"  with  Phenobarbital 


125  mg. 


15  mg. 


• relaxes  the  hypertonic  uterus  thus  relieving  pain 

• furnishes  gentle  sedation 

Dosage:  one  tablet  three  times  a day  beginning  three  to  five  days  before  onset 
of  menstruation. 


when  anxiety  and  tension  "erupts” in  the  G.  I.  tract... 

IN  GASTRIC  ULCER 


PATHIBAMATE 

Meprobamate  with  PATHILON®  Lederle 


* 


Combines  Meprobamate  {400  most  widely  prescribed  tranquilizer  . . . helps  control 

the  “emotional  overlay”  of  gastric  ulcer  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . with  PATHILON  {25  mg^.)the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

'Trademark  ® Registered  Trademark  for  Tridihexethyl  Iodide  Lederle 

LEDERtE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 


‘’as  adjunctive  therapy  only 


THE  FIRST  TROGHE  TO  PROVIDE 
THREEFOLD  RENEFITS 


NON-NARCOTIC  ANTITUSSIVE  EFFICACY 
SHOWN  TO  APPROXIMATE  THAT  OF  CODEINE 


\ND  NOW  COUGH  CONTROL  TOO 


With  the  addition  of  a non-narcotic  antitussive 
to  troche  medication,  ‘Pentazets’  provides 
a new  and  extended  therapeutic  advantage  in 
this  convenient  form  of  treatment. 

Treatment  of  the  cough  too,  so  often  a 
troublesome  symptom  of  sore  throat,  combined 
with  wide-range  antibiotic  activity  and 
soothing  analgesic  benefit,  now  offers  threeio\6. 
relief  in  a variety  of  throat  irritations. 


And  ‘Pentazets'  are  pleasant-tasting,  too, 
making  them  highly  acceptable,  especially 
to  children. 


<PENTAZETS’  contains: 

• Homarylamine—a,  new  non-narcotic  antitussive  with  cough 
control  shown  to  approximate  that  of  codeine.  • Bacitracin- 
Tyrothricin-Neomycin  — B,  combined  antibiotic  treatment 
against  many  pathogenic  organisms  with  little  danger  of 
unfavorable  side  effects.  • Benzocaine—a  local  anesthetic  for 
soothing  relief  to  inflamed  tissues.  Being  slowly  absorbed, 
it  is  especially  beneficial  for  prolonged  effect  and  benefit  to 
surrounding  areas. 

Supplied:  Vials  of  12. 


Each  'PENTAZETS'  troche  contains: 


Homarylamine  hydrochloride  20  mgf. 

Zinc  Bacitracin 60  units 

Tyrothricin 1 mg. 

Neomycin  sulfate  6 mg. 

(equivalent  to  3.5  mg.  neomycin  base) 
Benzocaine - 6 mg. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHIUDELPHIA  1,  PA. 


PENTAZETS  is  a trademaFk  of  Merck  & Co.,  Inc. 
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FROM  THE  EDITOR'S  NOTEBOOK 

ARCINOMA  OF  THE  BREAST:  Twenty-five 
thousand  deaths  per  year  from  cancer  of  the 
breast,  or  10  per  cent  of  all  the  deaths  from  ma- 
lignancy, 25  per  cent  of  all  the  cancer  deaths  in 
the  female.  In  6 to  10  per  cent  of  them  it  will  be 
bilateral.  If  the  patient  receives  no  treatment, 
18  per  cent  will  survive  five  years,  10  per  cent 
six  years. 

At  the  time  of  surgery,  40  per  cent  will  have 
the  disease  confined  to  the  breast,  50  per  cent 
will  have  axillary  metastasis,  18  per  cent  distal 
metastasis.  If  the  disease  is  confined  to  the 
breast,  there  is  a 77  per  cent  five  year  survival, 

45  per  cent  if  there  are  axillary  metastasis  and 
only  11  per  cent  five-year  survival  if  there  are 
distal  metastasis. 

Local  recurrence  in  4 to  6 per  cent  of  the 
cases,  a figure  not  particularly  altered  by  the 
thickness  of  the  skin  flaps.  Operative  mortality 
from  radical  mastectomy  is  0.9  per  cent. 

At  the  University  of  Chicago  they  are  noting 
in  Stage  I or  where  the  carcinoma  is  confined  to 
the  breast,  a radical  mastectomy  results  in  75  to 
80  per  cent  five-year  survivals.  This  can  be  ele- 
vated to  a 85  to  90  per  cent  five-year  survival  if 
it  is  combined  with  x-ray  treatment.  Other  stud- 
ies have  not  shown  this  increased  cure  rate  with 
radiation  in  Stage  I lesions.  If  the  disease  is  in 
Stage  II,  or  has  axillary  metastasis,  they  have  a 

46  per  cent  five-year  survival  with  a radical  mas- 
tectomy, with  or  without  deep  x-ray  therapy. 
These  results  would  make  one  wonder  as  to  the 
advisability  or  desirability  of  deep  x-ray  therapy 
in  any  of  the  cases,  in  view  of  the  frequency  of 
radiation  sickness  and  the  increased  incidence  of 
lymph-edema  if  radiation  is  used  in  association 
with  radical  surgery. 

Of  the  factors  influencing  prognosis ; 

1.  If  any  lymph  node  is  involved,  there  must 
be  an  overwhelming  invasion  of  the  nodes 
before  there  is  a marked  alteration  in  the 
five-year  survival  rate.  As  noted  above,  if 
no  nodes  are  involved,  a 77  per  cent  five- 
year  survival  is  noted.  Up  to  20  nodes  in- 
volved, a 63  per  cent  five-year  survival.  From 
20  to  50  nodes  involved,  a 53  per  cent  five- 
year  survival,  and  if  over  50  nodes  are  in- 
volved, a 20  per  cent  five-year  survival. 

2.  Age  of  the  patient  does  not  seem  to  be  a 
statistically  significant  factor.  In  the  overall 


picture,  no  matter  what  the  age,  between  50 
per  cent  and  57  per  cent  five-year  survivals 
can  be  anticipated. 

3.  Duration  of  symptoms  is  of  significance.  If 
the  symptoms  are  of  less  than  one  month 
duration,  a 70  per  cent  five-year  survival  is 
noted.  If  it  is  more  than  six  months  dura- 
tion, 56  per  cent  five-year  survival. 

4.  Location  seems  to  be  a factor  with  the  two 
areas  presenting  the  poorest  prognosis  being 
a central  lesion,  or  a lower  inner  quadrant 
lesion. 

5.  The  most  significant  factor  seems  to  be  the 
size  of  the  tumor.  Under  2 cms.  in  size,  93 
per  cent  five-year  survival;  2-5  cms.  in  size 
there  is  a 60  per  cent  five-year  survival;  5-9 
cms.  in  size  47  per  cent  five-year  survival, 
and  if  it  is  more  than  10  cms.  in  size,  a 10 
per  cent  five-year  survival. 

In  the  postoperative  period  it  can  be  antici- 
pated that  25  per  cent  of  those  who  will  die  of 
cancer  will  die  each  year  during  the  first  three 
years.  That  is,  75  per  cent  by  the  end  of  three 
years.  Ten  per  cent  will  die  after  the  sixth  year, 
and  under  II  years.  Of  those  who  survive  five 
years,  70  per  cent  will  be  clinically  free  of  the 
disease. 

McWhorter’s  results  with  irradiation  show  only 
a 42  per  cent  five-year  survival.  Yet,  the  overall 
surgical  statistics  for  radical  mastectomy  pre- 
sent a 56  per  cent  five-year  survival. 

The  value  of  irradiation  in  cancer  of  the  breast 
is  of  questionable  benefit;  so  questionable  that 
Dr.  Regato  will  concur  in  its  use  only  for  focal 
irradiation  and  not  field  irradiation  in  the  post- 
operative radical  mastectomy  patient. 

The  extended  or  supra-radical  mastectomy  as 
encouraged  by  Dr.  Urban  does  not  seem  to  in- 
crease the  five-year  survival  rate. 

Castration  probably  should  be  deferred  until 
metastasis  occurs  and  then  it  should  be  done 
surgically.  Possibly  adrenalectomy  should  follow 
castration.  It  is  a formidable  procedure  with 
questionable  results,  in  a limited  group  of  pa- 
tients, and  at  best  helpful  only  for  approximately 
nine  months. 

Aspiration  of  cysts  seems  to  be  a misleading 
procedure  and  probably  all  should  be  excised. 

Needle  biopsies  are  to  be  avoided.  Metastasis 
along  the  line  of  aspiration  is  entirely  too  fre- 
quent. 

Dr.  Warren  Cole  has  recently  collected  mate- 
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rial  that  shows  50  per  cent  recurrence  if  there  is 
a delay  between  biopsy  and  radical  surgery. 

Dr.  Ackerman  would  biopsy  all  doubtful 
lumps,  for  palpation  of  any  nodule  is  inaccurate 
in  33  per  cent  of  the  cases.  It  is  his  feeling  that 
a l-to-2-day  delay  between  biopsy  and  radical 
surgery  does  not  alter  the  cure  rate.  The  only 
extensive  series  reported  is  by  Dr.  Clagett  who 
feels  that  the  cure  rate  is  cut  by  25  per  cent  if 
there  is  a delay  between  the  two  procedures,  and 
now  Dr.  Cole  is  stating  that  there  is  a detrimen- 
tal factor  of  50  per  cent. 

Gross  examination  at  the  time  of  surgery  can 
only  be  accurate  in  about  85  per  cent  of  the 
cases,  for  the  confusing  factors  remain  of  a scle- 
rosing adenosis,  fat  necrosis,  fibrosis,  and  gran- 
ular cell  myoblastoma. 

Physical  examination  of  an  axilla  is  notorious- 
ly erroneous.  If  no  nodes  are  palpated,  50  per 
cent  will  be  found  to  contain  malignancy  at  the 
time  of  surgery.  If  nodes  are  palpated,  85  per 
cent  will  be  found  to  be  positive  for  malignancy 
at  the  time  of  surgery. 

Paget’s  disease  is  the  only  skin  lesion  of  the 
breast  that  starts  on  the  nipple  and  extends  to 
the  areola.  When  it  is  biopsied,  a segment  of  the 
nipple,  areola  and  underlying  duct  should  be  re- 
moved. 

If  a breast  lesion  is  in  the  upper  outer  quad- 
rant and  the  axilla  is  negative  for  metastasis, 
there  is  almost  a 100  per  cent  chance  that  the 
supraclavicular  nodes  and  mediastinum  will  not 
show  malignancy. 

As  to  the  supra-radical  mastectomy,  it  is  Dr. 
Ackerman’s  concept  that  dissection  of  the  inter- 
nal mammary  chain  is  not  particularly  helpful. 
He  outlines  it  in  the  following  manner:  If  the 
first  interspace  is  involved,  it  is  hopeless.  If  all 
nodes  or  a high  percentage  of  the  nodes  are  in- 
volved, it  is  hopeless.  If  no  nodes  are  involved, 
the  procedure  was  useless.  He  analyzes  Dr.  Wan- 
gensteen’s series  of  64  patients  with  the  extended 
radical  procedure;  there  were  eight  deaths,  12.5 
per  cent  mortality.  Twenty-seven  of  the  patients 
had  negative  nodes  and  consequently  did  not 
need  the  procedure  anyway.  Thirty-seven  had 
positive  nodes  and  of  these,  25  are  dead.  Of  the 
12  who  are  living,  six  are  living  with  disease.  Of 
the  other  six,  four  are  living  less  than  two  years. 
Of  the  remaining  two,  one  has  had  irradiation, 
so  one  might  attribute  one  survival  to  a proce- 
dure that  has  caused  eight  deaths. 


As  to  McWhorter’s  series.  Dr.  Ackerman  re- 
viewed his  five-year  survivals  which  were  the 
only  cases  McWhorter  would  permit  to  have  re- 
viewed. This  included  over  700  cases.  It  is  Dr. 
Ackerman’s  feeling  that  radiotherapy  was  used 
in  these  cases  in  a rather  “pugilistic  manner,” 
rather  than  “a  once  over  lightly  job.”  The  x-ray 
was  used  as  a cautery.  Of  the  700  survivals,  50 
cases  had  severe  irradiation  effect.  That  is,  ap- 
proximately 7 per  cent,  and  by  severe  irradiation 
effect  is  meant  fractures,  extensive  sloughing  and 
the  necessity  for  amputations.  It  would  seem  to 
be  a treatment  that  is  attractive  to  the  poorly 
trained  surgeon  only. 

Dr.  Ackerman  further  investigated  60  cases  as 
to  the  possibility  of  killing  cancer  cells  in  breast 
tissue  and  found  it  an  extremely  difficult  thing 
to  do.  Of  the  60  cases,  only  seven  were  sterilized 
by  irradiation  and  he  feels  it  is  quite  debatable 
that  malignancy  can  be  sterilized  or  removed  if 
it  once  exists  in  lymph  nodes. 


1—  Dr.  Garrott  Allen— Prof,  of  Surgery,  U.  of  Chicago. 

2—  Dr.  Lauren  Ackerman— Prof,  of  Pathology,  Washington  Univer- 
sity, St.  Louis. 

3—  Dr.  O.  T.  Clagett— Mayo  Clinic. 

4—  Dr.  Warren  Cole— Prof,  of  Surgery,  U.  of  Illinois. 

5—  Dr.  Juan  Del  Regato— Head  of  Penrose  Cancer  Hosp. 

6—  Dr.  J.  A.  Urban— Memorial  Hospital,  New  York,  N.  Y. 

7—  Dr.  O.  H.  Wangensteen— Prof,  of  Surgery,  U.  of  Minnesota, 
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212  W.  Adams  - Ph.  AL  8-0270 
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LETTER  TO  THE  EDiTOR 

Dear  Editor: 

I OR  many  years  past  I have  been  what  might 
be  termed  an  amateur  student  of  medicine.  I 
have  also  been  interested  more  particularly  in 
the  organizations  which  have  taken  upon  them- 
selves the  collection  of  monies  to  be  devoted 
largely  to  the  eradication  of  various  diseases 
which  still  plague  mankind. 

Lately,  this  matter  of  raising  funds  for  research 
looking  to  the  cure  of  some  dread  malady  has  so 
intrigued  me  that  I am  seized  with  an  uncon- 
trollable desire  to  start  a foundation  of  my  own. 
I have  an  impressive  roster  of  sponsors,  includ- 
ing such  well  known  names  as  James  DeWitt 
Rockefeller,  (local  boy),  Horace  Fulham  Whit- 
ney ( an  up  country  lad ) and  many  more  equally 
famous.  I have  had  an  impressive  letterhead  de- 
signed by  a leading  commercial  artist.  I have  an 
exceptionally  fine  mailing  list  of  persons  in  the 
upper  income  brackets. 

My  purpose  in  writing  to  you,  gentlemen,  is  to 
plead  for  your  assistance  in  one  simple  aspect 
of  my  plans,  namely,  won’t  you  select  a good 
disease  for  me?  I have  thought  of  beri-beri,  pel- 
lagra,  elephantiasis,  trichinosis  and  many  others, 
but  when  I look  up  the  words  in  the  dictionary, 

I always  encounter  some  difficulty;  the  first  three 
are  tropical  and  I don’t  want  to  have  to  confine 
my  efforts  to  the  deep  South.  The  fourth  has 
something  to  do  with  pigs  and  certainly  does 
not  have  the  romantic  urge  so  sorely  needed  for 
the  success  of  a project  of  this  kind.  I rather 


fancied  leukemia,  but  only  recently  it  was  taken 
by  another  group.  (I  always  thought  it  was  a 
cancer  of  the  red  blood  cells  but  I guess  I was 
wrong. ) Do  you  think  that  “Auricular  and  Ven- 
tricular Fibrillation”  has  possibilities?  It  has  a 
beautiful  ring  to  it,  a sort  of  poetic,  rhythmic 
cadence  and  even  though  it  is  only  a mild  heart 
condition,  I doubt  that  many  prospective  donors 
would  look  it  up. 

But  I shouldn’t  be  expatiating  on  my  own 
ideas  when  I intend  to  be  guided  solely  by  your 
good  advice  in  the  matter.  Might  I also  suggest 
that  you  name  an  alternate,  since  by  the  time 
your  letter  arrives,  the  first  selection  may  al- 
ready be  taken. 

When  I really  have  my  organization  in  a sound 
financial  position,  I plan  to  underwrite  what 
might  be  termed  an  auxiliary  charity.  With  the 
continuing  success  of  the  Salk  vaccine,  there  will 
undoubtedly  be  many  people  in  that  field  with- 
out jobs  and  I propose  insofar  as  possible  to  ab- 
sorb them  into  my  organization,  thus  avoiding  a 
major  unemployment  problem. 

It  follows,  therefore,  that  the  ailments  you 
suggest  must  present  almost  insurmountable  ob- 
stacles to  the  research  scientists,  since  I do  not 
want  them  to  arrive  at  a successful  conclusion  in 
a mere  matter  of  a year  or  two.  Such  an  unhappy 
contretemps  would  only  necessitate  a fresh  start, 
all  of  which  would  be  demoralizing  to  staff  and 
contributors. 

I await  with  anxiety  your  prompt  reply.  Thank 
you! 


! • ’’''''''’‘^ration  Air  Conditioning 

• Beautiful  New  Building  ^ Utilities 

• • Janitor  Service 

HO  Square  feet  available  all  or  part,  interior  built  to  suit  tenant  — Only  at  $3.75  square  foot  a year 

WINDSOR  PROFESSIONAL  BUILDING 

5115  N.  Central  Avenue  — Phoenix,  Arizona 

Phone  For  Appointment  AM  5-8787 
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FINANCING  MEDICAL 
EDUCATION 

Harold  Kohl,  M.D. 

TOTAL  of  almost  $7  million  has  been  raised 
by  the  American  Medical  Education  Foundation 
and  distributed  to  all  of  the  medical  schools  in 
the  United  States  since  1951.  Although  the  total 
income  of  AMEF  in  1957  was  less  than  it  was  in 
1956  by  $87,481,  it  is  encouraging  to  note  that 
the  number  of  contributors  has  increased.  In 
1956  a total  of  39,892  doctors  contributed  to  med- 
ical education  through  AMEF  while  in  1957  the 
number  was  44,155. 

The  Arizona  Medical  Association,  one  of  the 
organizations  receiving  meritorious  recognition 
in  1957,  contributed  $9,113.50  as  compared  with 
$4,897.87  in  1956.  Of  this  amount,  the  Women’s 
Auxiliary  to  the  Arizona  Medical  Association  is 
credited  with  $600.  The  past  year  was  the  first 
in  application  of  a $10  dues  increase  noted  by 
your  house  of  delegates  at  its  regular  annual  ses- 
sion in  1956,  and  earmarked  for  AMEF.  A sub- 
stantial number  of  members  of  the  association 
contributed  to  medical  education  through  AMEF 
over  and  above  the  $10  dues  increase,  and  many 
more  sent  monies  for  this  purpose  to  their  alma 
mater  alumni  associations.  Most  of  those  doctors 
who  used  AMEF  as  the  channel  for  transmitted 
supplemental  donations  specified  the  medical 
school  that  was  to  receive  the  donation.  These 
gifts  to  medical  education  through  AMEF  reach 
the  medical  schools  IN  TOTO.  Not  one  penny 
of  any  gift  is  spent  for  administration— the  Amer- 
ican Medical  Association  pays  all  expenses. 

Alumni  fund  contributions  from  Arizona  doc- 
tors in  1956  were  $9,220.  The  figures  for  1957 
are  not  yet  available.  At  some  schools  the  alumni 
associations  are  contributing  all  unearmarked 
monies  received  for  medical  education  through 
AMEF. 

The  unrestricted  dollars  which  the  deans  of 
the  medical  schools  receive  from  AMEF  and  the 
alumni  funds  are  the  most  helpful  things  that 
have  been  done  for  medical  education.  Deans  use 
the  funds  variously  for  long-overdue  salary  in- 
creases, needed  equipment  not  available  from 
budgeted  money,  and  to  finance  trips  to  confer- 
ences which  are  sorely  needed  to  boost  the  mo- 


rale of  faculty  members  who  could  not  other- 
wise afford  to  attend.  All  undesignated  gifts 
through  AMEF  are  pro-rated  to  the  82  approved 
medical  schools,  of  which  at  present  78  are  four- 
year  and  four  are  two-year  schools. 

In  the  state  of  Arizona,  as  well  as  in  every 
state  in  the  Union,  the  driving  force  in  raising 
monies  for  medical  education  is  becoming  more 
and  more  the  women’s  auxiliary  to  the  state  soci- 
ety. It  is  difficult  to  overestimate  the  value  of  the 
efforts  that  our  wives  are  making,  and  the  stimu- 
lus that  they  have  added  to  this  outstandingly 
worthy  project.  In  1957,  the  Women’s  Auxiliary 
to  the  American  Medical  Association  sent  a 
check  or  checks  to  AMEF  in  the  amount  of 
$133,540.56.  These  were  not  outright  contribu- 
tions but  were  the  result  of  efforts  which  only 
the  annual  report  of  the  women’s  auxiliary  to 
each  state  association  can  clarify  and  outline. 

Our  own  Jesse  D.  Hamer,  M.D.  of  Phoenix, 
vice  president  of  the  American  Medical  Associa- 
tion 1957-1958,  and  advisory  member  to  the 
American  Medical  Education  Foundation,  wrote 
an  excellent  article  entitled,  “Hippocratic  Giving 
Through  AMEF.”  This  appeared  in  a recent 
alumni  bulletin  of  the  Western  Reserve  School 
of  Medicine,  and  it  is  highly  commended  to  your 
reading. 

Another  excellent  article  which  every  practic- 
ing physician  in  Arizona  and  in  the  United  States 
and  its  possessions  should  read  is,  “Investment 
in  Knowledge.”  This  article  appeared  in  the  Jour- 
nal of  the  American  Medical  Association,  April 
20,  1957,  Vol.  163,  and  emphasizes  the  benefit 
that  the  deans  of  medical  schools  derive  from  the 
unearmarked  funds  which  they  receive  chiefly 
through  AMEF. 

“I  will  look  upon  him  who  shall  have  taught 
me  this  Art  even  as  one  of  my  parents.  I will 
share  my  substance  with  him,  and  I will  supply 
his  necessities,  if  he  be  in  need.  I will  regard  his 
offspring  even  as  my  own  brethren,  and  I will 
teach  them  this  Art,  if  they  would  learn  it,  with- 
out fee  or  covenant.  I will  impart  this  Art  by 
precept,  by  lecture  and  by  every  mode  of  teach- 
ing, not  only  to  my  own  sons  but  to  the  sons  of 
him  who  has  taught  me,  and  to  disciples  bound 
by  covenant  and  Oath,  according  to  the  Law  of 
Medicine.” 
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RX.,  DX.,  AND  DRS. 

Guillermo  Osier,  M.D. 


II 

Here  are  three  paragraphs  on  chest  disease 
topics  from  a recent  meeting  in  San  Diego.  Even 
if  you  are  a nose-and-throater  or  an  orthopod, 
they  might  be  worth  a glance.  . . . Several  medical 
groups  combine  their  support  and  funds  to  pre- 
sent an  afternoon-and-evening  symposium  there 
each  year.  It  now  has  enlarged  to  about  300  phy- 
sicians, and  the  naval  hospital  staff  is  the  host 
group.  . . . This  year  they  had  Drs.  Holmes  of 
Seattle,  Harris  of  Los  Angeles,  Oatway  of  Alta- 
dena,  Maddy  (USPHS,  DVM)  of  Phoenix,  and 
Dr.  Shaw  of  Dallas.  Each  performed  twice  during 
the  day.  . . . The  following  notes  seemed  to  be 
either  new  or  worth  repeating: 

1.  DR.  SHAW  believes  that  it  is  legitimate  not 
to  do  resection  on  closed  negative  disease  with 
nodules.  The  few  relapses  which  occur  are  treat- 
able at  once,  and  the  major  portion  of  the  lung 
has  been  spared  operation,  as  well  as  the  major 
portion  of  the  patients.  . . . He  said  that  he  be- 
lieved cavitative  lesions  should  be  resected  be- 
tween the  fourth  and  sixth  month  after  chemo- 
therapy was  started,  in  most  patients.  . . . "Iso- 
niazid  cysts"  are  hard  to  resect.  He  is  not  sure 
that  they  need  operation;  probably  they  do  need 
resection  when  they  occur  in  lower  lobes,  but  not 
if  bilateral.  He  recommended  continuing  chemo- 
therapy and  observation.  . . . He  believes  that 
the  open  positive  case  should  be  operated,  with 
all  the  protection  of  drugs  possible.  . . . He  re- 
minded the  audience  that  thoracoplasty  is  not 
done  to  prevent  over-extension  but  to  obliterate 
space.  . . . He  quoted  Ahlmstead,  in  one  of  the 
Scandinavian  countries,  who  had  experience  with 
3,500  cases  which  had  tuberculous  nodules  in  the 
past  10  years.  There  was  a 2 per  cent  morbidity 
in  his  series,  and  a 0.05  per  cent  mortality.  He 
believes  that  nodules  may  have  to  be  taken  out 
for  industrial  or  economic  reasons,  and  this  also 
applies  to  "isoniazid  cysts." 

2.  Dr.  Maddy  suggested  that  there  is  coccidio- 
idomycosis infection  in  San  Diego  County,  and 
that  the  skin-test  incidence  is  8 to  10  per  cent  at 
the  age  of  18  years.  This  means  that  25  to  40  per 
cent  of  the  people  are  infected  during  their  lives. 
. . . All  domestic  animals  can  be  infected,  and 
probably  are  occasionally  infected,  as  well  as  the 
animals  in  the  San  Diego  Zoo.  Dogs  develop  dis- 
seminated disease,  but  cattle  do  not  develop  dis- 
seminated disease.  . . . Pinal  County  in  Arizona 
has  the  highest  incidence  of  cocc.  infection  in 
the  world,  and  100  per  cent  of  the  people  living 
there  develop  a positive  skin  test  within  a year’s 
residence.  ...  A major  factor  in  incidence  is  that 
the  rainfall  must  vary  between  a range  of  nine 
to  25  inches  per  year.  Minimal  temperature  in 
January  should  be  around  40  to  50  degrees,  and 


the  maximum  temperature  80  to  90  degrees,  with 
a mean  in  July  of  68  degrees.  Freezing  will  kill 
the  coccidioides,  but  high  heat  is  needed  for  their 
development.  . . . The  costal  belt  about  seven  miles 
inland  from  the  ocean  in  California  is  free  of 
infection.  Further  inland  for  seven  to  10  miles 
is  an  endemic  area.  It  is  variable,  and  is  greatest 
in  the  desert  areas. 

3.  DR.  HOLMES  suggested  that  mental  depres- 
sion is  accompcinied  by  a reduced  adrenal  func- 
tion, and  there  is  a coincident  lowering  of  the 
17-ketosteroid  excretion.  This  is  accompanied  by 
slow  healing,  or  a worsening,  of  tuberculosus  dis- 
ease. . . . Anxiety  is  not  the  same  as  depression, 
and  it  does  not  necessarily  mean  a spread,  even 
with  tension.  Spreads  occur  only  with  the  de- 
pression. . . . He  suggested  that  stressful  events 
can  have  an  effect  on  adrenal  function  (and  there- 
fore on  tuberculosis,  etc.),  and  include  marital  up- 
sets, social  withdrawal,  and  economic  strain.  . . . 
He  said  that  there  was  a definite  difference  be- 
tween depression  (or  even  agitated  depression) 
and  anxiety.  The  former  is  accompanied  by  hope- 
lessness, while  anxiety  is  accompanied  by  a feeling 
of  danger  and  the  need  to  do  something,  whether 
the  person  knows  what  to  do  or  not. 

s|:  * 

Another  step  seems  to  have  been  taken  in  the 
progress  toward  a medical  school  for  Arizona. 
President  Harvill  has  indicated  to  the  regents  that 
the  University  of  Arizona  desires  to  proceed  with 
a two-year  school  of  medicine.  The  time  for  in- 
itiation of  the  proposal  would  be  determined  by 
the  regents  and  consultants.  ...  A two-year  school 
is  a logical  way  to  start.  Clinical  facilities  and 
faculty  will  follow  along  in  sequence,  just  as  they 
have  in  other  cracking  good  schools,  e.g.  Colorado, 
Utah,  Wisconsin,  Kansas,  etc. 

MEDICAL  ECONOMICS  is  a good  bul  not  un- 
duly modes!  mag.  They  recently  quoted  a survey 
of  about  27,000  M.D.s  under  65  by  Medical  Pub- 
lishing Research.  They  got  replies  from  9,132  on 
what  journals  were  found  MOST  HELPFUL.  Med. 
Econ.  came  first,  by  chance;  JAMA  second;  Modern 
Medicine  third,  and  others  also  ran.  The  question 
as  to  which  was  MOST  INTERESTING  also  found 
the  list  headed  by  Med.  Ec.;  the  new  'M.D.'  was 
next;  Modern  Medicine  was  third;  and  the  JAMA 
was  in  the  money  but  fourth.  . . . This  should  cause 
a storm  on  Dearborn  Street,  Chicago.  . . . ARI- 
ZONA MEDICINE  wasn't  on  either  list,  but  that 
is  because  the  research  company  is  in  Connec- 
ticut, and  because  they  only  asked  questions  about 
five  journals.  Just  let  'em  survey  Arizona! 

« ^ 

Maybe  this  is  a cynical  month,  but  the  work  of 
Malek  and  associates  of  Prague  on  lymphotropic 
antibiotics  reminds  us  of  a similar  and  forgotten 
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drug.  They  believe  that  “antibiolymphins”  (salts 
of  certain  antibiotics)  are  absorbed  by  the  lym- 
phatics and  cause  unusually  high  lymph  levels. 
. . . The  unfortunate  similarity  is  to  a type  of 
penicillin  which  was  said  to  concentrate  in  the 
respiratory  tissue.  . . . Maybe  both  trophic  effects 
will  become  valuable  as  time  goes  on;  then  we 
will  smile  again. 

A relatively  NEW  DRUG  FOR  ASTHMA  is 
Elixophyllin,  an  alcohol-water  solution  of  theo- 
phylline (the  parent  drug  of  ammophylline).  It  is 
a palatable  liquid  which  is  given  orally  and  is  said 
to  be  absorbed  from  the  stomach  quite  rapidly.  It 
spells-off  the  ephedrine-containing  drugs. 

❖ ir  ❖ 

Manufacturers  may  combine  drugs  with  the  aim 
of  synergism,  additive  effects,  or  of  using  one  to 
decrease  the  toxicity  or  undesirable  effects  of  the 
other.  This  makes  some  strange  therapeutic  bed- 
fellows. . . . ‘Meprolone’  (Merck  Sharpe  and 
Dohme)  now  contains  an  A1  HO  gel  to  avoid 
that  ulcer  tendency.  . . . ‘Maredox’  (Burroughs 
Wellcome  & Co.)  is  made  of  a cyclizine  and 
pyridoxine.  You  get  the  anti-nausea  effect  plus 
the  counteraction  of  the  tendency  of  Vit.  B de- 
ficiency. . . . ‘Achrostatin  V’  contains  tetracycline 
and  nystatin,  which  Lederle  hopes  will  suppress 
the  monilia  before  they  get  started.  . . . Another 
Lederle  material  is  ‘Pathibamate,’  to  take  care 
of  the  “anxiety  and  tension  in  the  GI  tract.”  It 
has  meprobromate,  a well-known  ‘trankie,’  and 
Pathilon  which  acts  like  belladonna.  . . . Finally 
Lederle  goes  hog- wild  in  naming  ‘Falvin  with 
Autrinic’  for  anemia.  . . . ‘Tridal’  is  a Lakeside 
product  with  obscurely  named  contents  — Dactil 
and  Piptal.  They  are  said  to  be  antispasmotic  and 
anticholinergic.  . . . Wallace  Labs  made  ‘Milpath’ 
out  of  Miltown  and  3-diethyl  amino-l-dyclohexyl- 
1-phenyl-l-propanol-ethiodide  (which  some  printer 
will  need  for  his  indigestion  after  setting  lhat  one). 
. . . Wallace  also  uses  Miltown  plus  conjugated 
equine  estrogens  to  make  ‘Milprem,’  an  ‘advance 
in  menopausal  therapy.’  . . . Pfizer’s  contribution 
to  combinations  is  ‘Lindoxine,’  a mixture  of  linoleic 
acid  (essential  unsaturated  fatty  acid)  and  pyri- 
doxine (the  Vit  B(j  which  is  essential  to  the  utiliza- 
tion of  its  colleague  in  the  body).  The  purpose  is 
modish,  “to  reduce  elevated  blood  cholesterol,  and 
to  help  minimize  the  development  of  atheroscler- 
osis.” . . . We  still  like  the  Oregon  doc’s  “Pilla- 
paraprobs,”  — pills  which  parallel  the  problem, 
and  are  made  in  layers  which  become  available 
as  the  predicted  need  arises. 

* 

Hodgkin's  disease  may  produce  superior  caval 
obstruction  or  spinal  cord  pressure.  Diamond,  of 
the  N.  Y.  Memorial  Center,  has  found  that  radia- 
tion will  clear  50  per  cent  of  such  changes  very 
rapidly  (weeks),  and  RADIATION  AND  CHEMO- 
THERAPY will  cause  90  per  cent  to  regress  with 
a similar  speed  which  may  begin  within  12  hours. 


. . . The  duration?  Don't  ask. 

^ ^ ’r 

There  has  been  a (natural)  tendency  to  sniff 
or  raise  an  eyebrow  when  these  endocrinology 
fellers  talk  about  the  effect  of  stress  on  body 
function.  Selye  has  had  an  ingenious  explanation, 
and  we  all  use  the  term  ‘psychosomatic.’  . . . Well 
sir,  we  now  may  have  to  compromise  a bit  more. 
They’ve  begun  to  show  us  figures  on  stress  and 
ketosteroid  excretion.  Also,  Rosenman  and  Fried- 
man have  reported  to  the  American  Heart  Associa- 
tion that  unusual  emotional  stress  and  tension  (in 
the  seasonal  work  of  accountants)  has  produced 
“significant  increases  of  serum  cholesterol  and 
acceleration  of  the  clotting  time.”  . . . This  could 
mean  that  alteration  of  diet  in  well  persons  may 

be  ineffectual  if  stress  is  the  major  factor. 

❖ ❖ ❖ 

Swarlwelder  and  Frye  of  LSU  in  New  Orleans 
have  announced  ihal  'Dilhiazanine'  is  a potent 
drug  against  four  INTESTINAL  PARASITES.  It 
is  used  orally.  Whipworms,  strongyloides,  large 
roundworms,  and  pinworms  are  destroyed.  Hook- 
worm is  also  affected,  but  their  400  cases  do  not 
yet  show  how  much.  . . . Millions  of  people  have 
one  or  several  of  these  infestations,  chiefly  in 
tropical  countries,  and  the  drug  would  be  miracu- 
lous if  it  does  25  per  cent  of  the  claims. 

A few  more  comments  on  viral  hepatitis  could 
be  made  in  the  interests  of  clarity.  John  R.  Ewan 
of  Washington  helps  a lot.  . . . There  are  two 
types  of  disease.  The  infectious  hepatitis  is  caused 
by  virus  A (the  IH  virus).  The  incubation  period  is 
two  to  six  weeks,  though  carriers  may  have  the 
virus  for  as  long  as  16  months.  Infection  occurs 
through  food,  water,  or  personal  contact.  . . . 
Serum  hepatitis  is  caused  by  virus  B (the  SH 
virus).  The  incubation  is  one  and  a half  to  six 
months,  and  transmission  is  parenteral,  by  way 
of  syringes,  etc.,  though  insects  and  sexual  contact 
may  be  the  mode.  . . . The  differential  diagnosis 
of  viral  hepatitis  is  a lengthy  study.  . . . The 
morbidity  lasts  four  months,  but  the  mortality  is 
only  0.5  per  cent.  . . . The  condition  was  described 
in  the  eighth  century,  was  rife  in  the  Napoleonic 
and  Civil  Wars,  was  frequent  in  World  War  I,  and 
of  high  incidence  in  World  War  II.  Virus  hepatitis 
(chiefly  “infectious”)  was  fifth  most  common  in 
the  USPHS  reports  of  infectious  communicable 

diseases  in  1955.  . . . Thank  you.  Dr.  Ewan. 

^ ^ 

WE  GOT  LOST  DEPARTMENT:  The  science  of 
VECTORCARDIOLOGY  slipped  in  while  we  were 
reading  the  Sal.  Eve.  Posl  one  year.  However,  now 
lhal  il  is  here  we  should  be  careful  lo  have  Ihe 
best  quality  equipment.  First  you  have  to  be  able 
to  talk  the  lanuage,  such  as  "having  an  instrument 
which  will  record  hi-fidelity  tracings  of  any  scalar 
phenomena,  such  as  stethophone,  Frank  Null 
probe,  etc."  ...  I refer  you  to  the  Hart  Electronics 
Company  of  Pasadena  for  translation. 
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DOCTORS  IN  AMERICAN 
POLITICAL  LIFE 

Five  Doctors  Signed  The  Declaration  of  Independence 


1 N 1776,  Josiah  Bartlett  was  47  years  of  age, 
described  by  his  biographer  as  “a  tall  man  with 
a fine  figure  . . . who  . . . wore  his  auburn  hair 
in  a queue.”  He  was  considerably  more  than 
that.  He  was  a distinguished  Massachusetts  phy- 
sician and  an  able  and  ardent  patriot.  He  already 
had  suffered  for  his  interest  in  politics;  he  had 
been  ousted  from  his  post  as  justice  of  the  peace 
by  the  royal  governor  of  Massachusetts,  and  had 
seen  his  home  burned  to  the  ground. 

By  1776  Dr.  Bartlett  clearly  had  made  his 
choice.  So  it  was  natural  that  as  a Massachusetts 
delegate  to  the  Continental  Congress  he  signed 
the  Declaration  of  Independence.  Perhaps  it  was 
only  an  accident,  but  he  was  the  second  person 
to  sign  the  engrossed  document  at  the  formal 
ceremony  on  Aug.  2 of  that  year. 

Dr.  Bartlet  was  not  the  only  physician  to  sign 
the  Declaration.  There  were  four  others:  Drs. 
Lyman  Hall,  Benjamin  Rush,  Matthew  Thornton 
and  Oliver  Wolcott.  All  except  Dr.  Wolcott  were 
in  active  practice  at  the  time;  while  trained  in 
medicine,  he  had  given  it  up  for  law. 

With  all  the  others  who  signed  the  document 
—the  lawyers,  the  statesmen,  the  soldiers,  the 
business  men— these  five  doctors  were  to  achieve 
a degree  of  immortality.  They  are  also  symbolic 
of  the  strong  interest  the  medical  profession  has 
taken  in  national  legislation  over  the  years. 

Doctors  In  Congress  Through  The  Years: 

By  States,  By  Parties 

Dr.  Bartlett  had  been  one  of  four  physician 
members  of  the  Second  Continental  Congress  in 
1775.  The  next  year  the  colonies  sent  eight  doc- 
tors to  the  deliberations.  In  the  critical  years  of 
1783-84,  11  doctors  were  in  the  young  congresses 
that  struggled  to  keep  the  states  united.  It  is  a 
tribute  to  the  versatility  of  the  profession  that  in 
the  181  years  since  1775,  doctors  have  sat  in  ev- 
ery congress. 

Research  by  the  American  Medical  Associa- 
tion carries  down  through  nearly  two  centuries. 


congress  by  congress,  the  story  of  the  medical 
profession  s contribution  to  the  development  of 
the  American  legislature.  Here  are  some  statistics 
on  the  doctors’  participation: 

Total  Representation:  Six  physicians  now  are 
members  of  the  house  of  representatives  of  the 
85th  congress  that  convened  in  January.  Count- 
ing them,  a total  of  359  physicians  have  served 
in  American  congresses  since  1775,  including  35 
senators.  Of  the  359,  11  practiced  another  pro- 
fession—generally  law— as  well  as  medicine,  33 
were  not  active  in  practice  when  elected,  and  18 
had  graduated  in  medicine,  but  never  practiced. 

By  Parties:  A total  ofl65  physicians  were  Dem- 
ocrats. Other  party  representation:  Republicans, 
67;  Whigs,  30;  Federalists,  17;  Jacksonian  Demo- 
crats, six;  American  Party,  five;  National  Repub- 
licans, two;  Independents,  two;  and  one  each 
from  six  other  minor  parties.  There  is  no  record 
of  party  affiliation  for  32  doctors  in  congress, 
and  party  labels  were  not  attached  to  the  27  who 
sat  in  the  Continental  Congress  between  1775 
and  1788. 

By  States:  The  large  states  that  were  members 
of  the  original  13  colonies  naturally  have  sup- 
plied the  most  doctors  to  congress.  Leading  the 
list  is  Pennsylvania  with  52.  Next  are  New  York 
with  48,  and  New  Jersey,  30.  Ohio,  although  com- 
ing into  the  Union  later,  has  sent  26  doctors  to 
congress.  Other  totals:  Georgia,  17;  Kentucky, 
12;  Maryland,  16;  Massachusetts,  13;  Missouri, 
10;  New  Hampshire,  14;  Virginia,  18;  North  Car- 
olina, 11.  Connecticut  has  elected  six  to  congress, 
Delaware  seven,  Illinois  five,  Indiana  seven, 
Louisiana  five,  Michigan  five.  South  Carolina 
five,  Tennessee  eight.  The  following  have  elected 
from  one  to  four  physicians  as  representatives  or 
senators:  Alabama,  Arkansas,  California,  North 
Dakota,  Florida,  Idaho,  Iowa,  Maine,  Minneso- 
ta, Montana,  Nebraska,  New  Mexico,  Oregon, 
Rhode  Island,  Texas,  Utah,  Vermont,  Washing- 
ton, West  Virginia,  Wisconsin  and  Wyoming. 
Puerto  Rico’s  present  resident  commissioner  also 
is  a physician.  Dr.  A.  Fernos-Isern.  He  is  a non- 
voting member  of  the  house. 
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LEGISLATION  COMMITTEE 
ACTION 

MENTAL  COMMITMENT  BILL 
Doctor  Jeffrey,  “The  delay  in  holding 

this  meeting  was  based  on  the  fact  that  the  prin- 
ciple problem  of  legislation  this  year,  the  mental 
commitment  bill,  took  a little  longer  to  finally 
get  completely  redrafted  and  ready.  The  reason 
for  this  was  that  the  medical  association  decided 
it  was  going  to  actually  compile  and  rewrite  this 
entire  thing  as  a medical  association  project, 
rather  than  allowing  the  various  and  sundry 
groups  of  interested  members  of  the  mental 
health  association  to  try  to  get  together  and 
work  something  out,  which  they  probably  could 
never  do.  As  a result,  starting  last  summer,  and 
going  all  the  way  up  through  November,  in  fact 
half  of  December,  Doctor  Wick,  Mr.  Carpenter, 
and  Mr.  Jacobson,  our  legal  counsel,  met  repeat- 
edly and  finally  came  up  with  what  we  think 
is  a pretty  good  bill.  Now  as  you  folks  know,  this 
problem  has  been  kicked  around  for  longer  than 
you  really  care  to  talk  about  and  we  met  in  this 
room  last  year  and  argued  about  a mental  com- 
mitment bill.  There  were  whole  groups  of  things 
that  legislators  specifically  objected  to,  and  it 
was  one  of  my  uncomfortable  jobs  a year  or  so 
ago  to  go  down  to  the  legislature  on  its  last  night 
of  session,  as  they  were  about  to  ram  through  a 
commitment  bill,  and  tell  them  ail  I knew  was 
that  the  medical  association  had  never  seen  the 
bill  that  they  were  about  to  pass;  and  as  a result 
nothing  actually  ever  happened.  Now,  of  course, 
the  mental  health  associations  were  a little  bit 
annoyed,  but  I think  they  were  pacified  for  the 
moment.  This  bill  has  been  culled  out  of  all  the 
various  chapters  ( general  health  code  of  the 
state),  with  specific  changes  and  very  specific 
protection  of  individual  rights.  We  think,  or  I 
should  say  Mr.  Jacobson  and  his  group  that  are 
working  so  hard  on  it,  they  think  that  all  of  the 
legislative  objections  that  had  been  raised  are 
eliminated  in  it.  Now,  I am  sure  someone  is  go- 
ing to  come  up  with  some  quibbling  over  some 
of  the  points.  However,  this  present  bill  (tenta- 
tive bill)  has  been  reviewed  by  Judge  Lockwood, 
Maricopa  County  Superior  Court,  president  of 
the  judges’  association;  and  she  herself  went  over 
this  thing  carefully  and  corrected  some  legal 
verbiage  here  and  there  and  brought  up  a few 
points  that  superior  court  judges  usually  have 
trouble  with,  and  she  is  taking  it  upon  herself  as 


her  own  personal  problem  to  get  a specific  ap- 
proval of  each  individual  superior  court  judge, 
so  that  when  this  bill,  if  and  when  presented  to 
the  legislature,  we  will  have  the  backing  of:  (1) 
the  medical  association;  (2)  the  psychiatrists; 
(3)  superior  court  judges;  and  we  trust  the  men- 
tal health  association.  Now,  we  have  to  do  this 
a little  bit  backwards  and  I have  to  apologize 
for  the  timing  element,  but  this  tentative  bill 
was  presented  to  our  own  council  before  it  was 
presented  to  the  legislation  committee.  Now, 
this  is  backwards,  and  I know  it,  and  there  is 
nothing  I can  do  about  it,  except  that  the  fact 
was  that  the  council  was  meeting  in  November 
and  I wasn’t  sure  exactly  when  they  might  meet 
again;  and  I wanted  council  to  endorse  this  be- 
fore the  legislature  actually  convened.  Council 
approved  this  basically  and  in  principle  as  to 
the  bill  itself,  subject  to  final  approval  by  the 
legislation  committee.” 

Doctor  Jeffrey  reviewed  with  the  committee 
a summary  of  the  mental  commitment  bill  as 
prepared  by  Mr.  Jacobson.  Discussion  ensued. 

It  was  moved  by  Doctor  Farness,  seconded  by 
Doctor  Sprague  and  unanimously  carried  that 
we  approve  of  this  mental  commitment  bill  for 
the  submission  for  legislative  action. 

INDUSTRIAL  RELATIONS  COMMITTEE  - 
INDUSTRIAL  RELATIONS  ACT-REVISION 

Doctor  Jeffrey  read  a letter  addressed  to  him 
from  the  industrial  relations  committee  dated 
Nov.  26,  1957,  as  follows:  “The  Industrial  Rela- 
tions Committee  of  the  Arizona  Medical  Associa- 
tion, Inc.,  has  been  instructed  by  council  of  the 
association  to  call  to  the  attention  of  the  legisla- 
tion committee  certain  sections  of  the  Industrial 
Commission  Act.  Complaints  of  physicians  have 
directed  the  attention  of  our  committee  to  two 
particular  sections  of  the  Industrial  Commission 
Act.  The  first  of  these  is  Section  59a,  which  pro- 
vides that  an  employer  or  the  employer’s  insur- 
ance carrier  has  the  right  to  designate  a physi- 
cian in  the  case  of  an  injured  workman.  There 
has  been  some  feeling  that  this  constitutes  a con- 
travention of  the  general  medical  principle  of 
free  choice  of  physician.  The  second  section  to 
which  objection  has  been  raised  is  that  section 
of  the  act  giving  so-called  elections  in  cases  of 
employes  injured  through  the  negligence  of  a 
third  party  not  in  the  employ  of  the  employer. 
Election  2 under  this  portion  of  the  act  is  so 
worded  that  it  amounts  to  giving  the  industrial 
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commission  fee  schedule  to  private  insuranee 
carriers.  It  is  to  this  specifically  that  objection 
has  been  made.  I assume  that  your  committee 
will  proeeed  with  independent  study  of  these 
matters.  If  there  is  any  assistance  which  can  be 
given  by  the  industrial  relations  committee  or 
by  me  specifically  as  its  chairman,  please  do  not 
hesitate  to  call  upon  me.”  Signed,  Lindsay  E. 
Beaton,  M.D.,  Chairman,  Industrial  Relations 
Committee.  Discussion  ensued. 

It  was  moved  by  Doctor  Farness,  seconded  by 
Doctor  Hamer  and  unanimously  carried  that  it 
is  the  opinion  of  this  committee  that:  (1)  this 
problem  certainly  bears  deep  investigation  and 
possible  future  legislation;  that  it  involves  in- 
trinsic problems  within  the  industrial  commis- 
sion and  its  rule;  and  that  Rule  59a  is  a rule  and 
not  a law;  (2)  the  problem  might  consist  of 
more  or  less  a negotiated  rule  change  rather  than 
one  of  legislation;  and  (3)  that  the  industrial 
relations  committee  should  submit  any  proposed 
revision  that  suggests  legislation. 

PATIENT  STERILIZATION  - ARIZONA 
STATE  HOSPITAL 

By  referral  from  couneil  of  this  association  the 
legislation  committee  considered  the  possibility 
of  a change  in  the  statutory  requirements  on 
sterilization  of  inmates  at  the  Arizona  State  Hos- 
pital on  petition  of  the  superintendent  and  a 
hearing  by  the  board  of  medical  examiners.  The 
question  was  raised  by  the  board  of  medical  ex- 
aminers as  to  whether  some  more  appropriate 
body  might  be  designated  to  hold  such  hearings, 
and  especially  that  such  body  include,  among 
others,  psychiatrists.  Further,  the  possibility  of 
obtaining  for  the  board  of  medical  examiners  a 
reasonable  appropriation  from  the  state  legisla- 
ture to  cover  the  expense  involved  in  such  pro- 
cedures was  discussed. 

DOCTOR  JEFFREY:  “Shall  we  go  along  with 
this  and  offer  no  particular  concrete  proposal 
and  so  advise  council?” 

MR.  CARPENTER:  “Maybe  we  can  confer 
with  Doctor  Wick  and  request  him  to  prepare  a 
program  suitable  to  him  for  a referral  in  here.” 
No  action  taken. 

HR  250  (2SRD  ARIZONA  LEGISLATURE) 
EDUCATION  - USE  OF  SCHOOL  MONIES 

Doctor  Jeffrey  referred  to  a bill  presented  last 
year  by  Representative  Holsclaw  in  the  house  of 
representatives,  Arizona  State  Legislature  (HR 
250)  regarding  the  use  of  school  monies  to  pro- 


vide medical  and  dental  services  for  regularly 
enrolled  sehool  children  in  the  public  schools. 
Discussion  ensued. 

By  motion  regularly  made  and  unanimously 
carried,  the  committee  recommended  to  council 
that  we  should  not  endorse  any  legislation  grant- 
ing the  use  of  school  monies  to  provide  medical 
and  dental  services  for  school  children. 

ARIZONA  STATE  DEPARTMENT  OF 
HEALTH  MEASURES 

Doctor  Jeffrey  referred  to  several  measures  to 
be  presented  in  the  23rd  Arizona  Legislature  by 
the  state  department  of  health:  (a)  deficiency  ap- 
propriations for  the  state  tuberculosis  sanatorium, 
($4,100  personal  services);  (b)  deficiency  ap- 
propriation for  the  state  tuberculosis  sanatorium 
($5,000  improvements);  (c)  establishing  a divi- 
sion of  mental  health  and  appropriating  funds; 
( d ) prescribing  functions  of  state  department  of 
health  — regulation  of  semi-public  swimming 
pools;  (e)  prescribing  method  of  publication  of 
proposed  changes  or  repeals  of  regulations,  and 
preseribing  area  in  which  board  may  make  and 
amend  rules  and  regulations;  (f)  providing  for 
pure  food  control;  ( g ) and  declaration  of  public 
nuisances  dangerous  to  public  health— ext entions. 
By  motion  regularly  made  and  unanimously  car- 
ried, the  committee  recommended  to  council  that 
these  are  the  internal  affairs  of  the  state  health 
department  and  no  action  is  called  for  at  this 
time. 

STUDY  OF  AIR  POLLUTION  PRORLEMS 
IN  ARIZONA 

It  was  reported  that  another  bill  to  be  pre- 
sented the  23rd  legislature  would  be  to  provide 
funds  for  the  study  of  air  pollution  problems  in 
Arizona. 

Doctor  McKhann,  chairman,  air  pollution  com- 
mittee of  our  association,  was  asked  to  review 
this  and  give  us  his  comments,  whieh  follow: 
“The  proposed  act  relating  to  air  pollution  study 
and  education  of  the  state  health  department  has 
been  studied  and  discussed  with  several  inter- 
ested parties.  It  is  my  opinion  that  no  harm  can 
come  from  such  an  act  and  that  much  good  may 
result,  and  I see  no  reason  why  the  medical  pro- 
fession should  not  support  it.  Sooner  or  later  we 
in  Maricopa  County  at  least  must  have  more 
than  study,  if  we  want  to  keep  our  air  clean,  and 
some  type  of  control  will  become  a necessity. 
Ideally,  it  seems  to  me  that  study  and  control 
should  be  under  the  same  general  agency,  else 
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study  reports  are  apt  to  get  lost  and  result  in  no 
aetion.  If  you  have  any  further  questions  (I) 
shall  try  to  answer  them.”  Signed,  George  G. 
McKhann,  M.D. 

No  aetion  taken. 

COMPACT  FOR  WESTERN  REGIONAL  CO- 
OPERATION IN  HIGHER  EDUCATION 
The  legislation  eommittee  was  requested  by 
the  medieal  sehool  committee  to  consider  recom- 
mendations to:  (1)  reduce  residency  require- 
ments under  the  WIGHE  program  from  10  to 
five  or  less  years;  and  (2)  reasonably  downgrade 
the  financial  repayment  clause. 

By  motion  regularly  made  and  unanimously 
carried,  the  committee  is  favorably  disposed  to 
the  recommendations  of  the  medical  school  com- 
mittee and  that  the  education  committees  of  the 
Arizona  house  and  senate  be  so  informed. 

MATTRESS  AND  BEDDING  RE-USE-PIN AL 
COUNTY  MEDICAL  SOCIETY 
By  request  of  the  component  Pinal  Gounty 
Medical  Society,  the  committee  considered  leg- 
islation regarding  the  re-use  of  mattresses  and 
other  bedding. 

It  was  reported  that  Ghapter  36,  Paragraph 
626  ABS  1956  refers  to  mattress  and  other  bed- 
ding and  directed  that  the  Pinal  County  Medical 
Society  be  so  informed,  referring  the  matter  to 
the  state  department  of  health.  No  further  action 
indicated. 

STATE  MEDICAL  EXAMINERS  SYSTEM  VS. 
STATE  CORONERS  SYSTEM 
The  question  of  a state  medical  examiners  sys- 
tem versus  existing  state  coroners  system  was 
again  presented  for  consideration  of  the  legisla- 
tive committee.  Discussion  ensued. 

The  committee  by  motion  regularly  made  and 
unanimously  carried  recommends  to  council  the 
possibility  of  the  State  of  Arizona  undertaking 
a survey  as  to  the  need  therefor. 

ARIZONA  POISONING  CONTROL 
PROGRAM 

Resolution  No.  3,  passed  by  the  house  of  dele- 


PRESIDENTS BUDGET  AS  IT 
RELATES  TO  HEALTH  AND 
WELFARE  FIELDS 

T HE  PRESIDENT’S  budget  requests  now  are 
before  congress  for  final  decisions. 

For  the  first  time  in  many  years,  the  President 
has  asked  congress  to  reduce  a significant  num- 


gates of  this  association  on  April  13,  1957,  re- 
solved in  part  that  the  need  for  legislation  be 
determined  and  action  taken  by  the  committee 
on  legislation  toward  providing  legal  require- 
ments for  the  registration  of  toxic  constituents 
and  antidotes  for  all  poisonous  commercial  prod- 
ucts marketed  in  Arizona. 

The  committee  by  motion  regularly  made  and 
unanimously  carried,  determined  that  this  mat- 
ter be  referred  to  the  board  of  health  ( state ) for 
review  and  possible  recommendation  or  sugges- 
tions as  to  how  it  should  be  done. 

The  committee  reviewed  the  problem  of  lead 
poisoning  from  paint  from  children’s  toys.  Since 
the  manufacturer  and  importer  of  such  toys  has 
agreed  to  eliminate  lead  content  finishes,  no  ac- 
tion seemed  indicated. 

PAUL  R.  HOFFMEISTER,  PH. D. -PSYCHOL- 
OGIST-PRACTICE  OF  HYPNOTHERAPY 
At  the  request  of  Paul  Singer,  M.D.,  the  com- 
mittee studied  the  problem  pertaining  to  the 
practices  of  a Paul  R.  Hoffmeister,  Ph.D.,  a 
psychologist,  reported  to  be  practicing  hypno- 
therapy. 

The  committee  determined  that  this  was  a 
matter  for  investigation  by  the  Board  of  Medical 
Examiners,  State  of  Arizona.  No  action  indicated. 

HR  9467-85TH  U.  S.  CONGRESS-HOSPITAL 
AND  SURGICAL  CARE  (FORAND  BILL) 
Doctor  Jesse  D.  Hamer,  reported  on  the  pro- 
posed HR  9467,  Forand  bill,  in  the  85th  United 
States  congress  and  the  potential  of  such  legis- 
lation. On  direction  of  council  of  the  association, 
the  secretary  has  corresponded  with  all  of  Ari- 
zona’s congressmen,  expressing  the  views  of  the 
doctors  of  medicine  in  the  State  of  Arizona.  Both 
on  the  national  level  (AMA),  and  on  the  state 
and  county  levels  an  active  vigorous  campaign 
is  indicated  and  being  planned. 

Leslie  B.  Smith,  M.D., 
Secretary 
By:  Robert  Garpenter, 
Executive  Secretary 


ber  of  health-welfare  appropriations.  Also,  Mr. 
Eisenhower  hopes  to  set  on  a new  course  in 
federal-state  relations;  not  only  does  he  say  that 
states  and  communities  should  shoidder  more 
responsibilities  in  health  and  welfare  fields  — 
something  that  has  been  said  often  before  — 
but  he  picks  out  specific  areas  where  he  belie\'es 
the  U.  S.  should  reduce  or  end  its  activities. 
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PRESrDENT  REQUESTS  $2.79 
BILLION  FOR  HEALTH, 
EDUCATION,  WELFARE 

The  administration  wants  $2,794,412  to 

run  all  programs  of  the  department  of  health, 
education,  and  welfare  for  the  12  months  starting 
next  July  1.  This  compares  with  $2,747,717,212 
in  funds  appropriated  by  the  last  session  or  to 
be  requested  in  supplemental  appropriations  for 
the  rest  of  this  fiscal  year.  The  new  total  planned, 
according  to  HEW  Secretary  Folsom,  represents 
“sound  and  prudent  investments  in  human  re- 
sources” and  “will  make  possible  further  pro- 
gress in  these  fields.” 

President  Eisenhower,  in  his  budget  message 
submitted  Jan.  13,  outlined  a long-range  plan 
for  gradual  reduction  in  grants-in-aid  programs 
of  the  federal  government  and  more  reliance  on 
the  states.  It  would  start  with  hospital  construc- 
tion, then  spread  to  public  assistance.  Eventual- 
ly vocational  education  and  waste  treatment 
plant  construction  would  be  turned  over  to  the 
states.  Under  his  proposals,  some  of  the  pro- 
grams would  be  acted  on  this  year,  others  con- 
sidered in  1959  and  1960.  Budget  highlights 
follow ; 

Hill-Burton  — With  the  authorizing  legislation 
expiring  June  30,  1959,  and  in  view  of  progress 
aheady  made  toward  meeting  community  hos- 
pital requirements  for  general  beds,  “the  federal 
program  should  be  modified  to  meet  only  the 
most  urgent  needs,  with  emphasis  on  specialized 
needs.”  For  the  next  fiscal  year,  $75  million  is 
requested  as  against  $121  million  for  this  year. 

Public  Assistance  — U.  S.  spending  for  public 
assistance  programs  continues  to  mount.  These 
programs  are  now  well  established  and  indi- 


vidual states  have  gained  experience  on  levels 
of  assistance.  Legislation  will  be  submitted  to 
gradually  reduce  federal  participation  in  public 
assistance,  effective  in  1960.  Total  requested 
for  next  year:  $1,806,400,000,  including  unspeci- 
fied amount  for  vendor  medical  payment. 

Medical  Research  — Because  of  space-age 
emphasis  on  science,  there  would  be  additional 
funds  for  basic  research  in  life  sciences.  Total 
spending  for  National  Institutes  of  Health 
would  remain  at  same  level  as  curent  year, 
$211,183,000,  although  there  are  some  adjust- 
ments among  the  seven  institutes. 

Medical  School  Aid  — Congress  should  enact 
legislation  for  federal  construction  grants  to 
build  medical  school  classrooms  in  order  to 
aid  in  meeting  medical  and  dental  manpower 
needs.  No  money  was  requested.  But  for  the 
laboratory  research  facilities  program,  the  regu- 
lar $30  million  is  requested. 

Social  Security  — “The  rapid  growth  of  federal 
programs  for  maintaining  individual  or  family 
incomes  and  the  numerous  piecemeal  liberah- 
zations  in  the  applicable  laws  suggest  the  need 
for  appraising  these  activities  as  a whole.  The 
advisory  council  on  social  security  financing 
is  studying  some  of  the  problems  of  retirement 
and  disability  insurance  financing.  . .” 

Veterans’  Administration  — The  President  said 
he  would  send  a message  soon  on  changing  com- 
pensation, pension  and  related  programs  for 
veterans  because  of  fundamental  changes  in  our 
society  in  the  last  several  decades.  In  this  con- 
nection the  message  notes  the  high  proportion 
of  non-service  connected  cases. 

Food  and  Drug  Administration  — This  agency 
would  receive  only  1 per  cent  more  than  the 
current  year,  or  a total  of  $10,664,500. 


Large  second  office  equipped  with  x-ray  and  laboratory  in 
Phoenix.  To  sublet  or  share  with  doctor  or  laboratory  technician. 
Will  consider  hiring  either  one  on  percentage  basis.  Could  also 
be  used  for  private  medical  practice.  Phone  AL  3-3806. 


Vol  15,  No.  3 


Arizona  Mrotctne 


219 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract., , 


IN  DUODENAL 


ULCER 


PATH  I BAM  ATE 

Meprobamate  with  PATHILON®  Lederle 


Combines  Meprobamate  {400  mg.)ihe  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  duodenal  ulcer  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  , . . with  PATHILON  (25  7tig.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.L  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 


‘Trademark  ® Registered  Trademark  for  Tridihexethyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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NEW  LEGISLATION  IN  CONGRESS 

Tax  Deductions  . . . Veterans’  Benefits  . . . 

Social  Security  . . . Proposed  Conference 
to  Study  Problems  of  Aged. 

Taxation  - Rep.  Boggs  (L.,  La.)  in  HR 

9633  would  raise  the  limit  on  medical  deductions 
for  income  tax  purposes  to  permit  disabled  tax- 
payers over  65  and  their  spouses  to  take  up 
to  $20,000  annually  in  deductions  for  medical 
expenses.  ...  To  help  in  financing  education, 
Senator  Frear  (D.,  Del.)  proposes  to  allow  an 
additional  exemption  of  $600  per  year  for  tax- 
payer, spouse  or  dependent  while  they  are  at- 
tending an  institution  of  higher  learning.  Senator 
Frear’s  bill  is  S.  2938. 

Additional  exemptions  for  medical  expenses 
also  would  be  allowed  for  those  qualifying  as  a 
student  under  this  bill.  The  Frear  bill  is  S.  2938. 
...  A similar  bill,  HR  10026  by  Rep.  Sikes  ( D., 
Fla.),  would  allow  an  additional  $600  exemp- 
tion for  each  child  who  is  a student  above  the 
12th  grade.  ...  In  HR  9971,  Rep.  Ikard  (D., 
Texas)  would  allow  deduction  from  taxable 
income  of  money  paid  to  institutions  of  higher 
learning  for  tuition,  fees  or  books  on  behalf 
of  the  taxpayer  or  his  dependents.  . . . Rep. 
Teller  (D.,  N.Y. ) has  the  same  idea  in  HR  10030, 
which  would  credit  all  additional  expenses  above 
the  present  $600  exemption  for  taxpayer’s  de- 
pendent who  is  attending  college. 

Union  Welfare  Funds  — S.  3044  by  Senator 
Mundt  (R.,  S.  D. ) proposes  to  require  that  union 
welfare  funds  (medical  and  hospital  as  well  as 
pension,  life,  etc.)  open  their  books  for  inspec- 
tion by  the  treasury  department’s  comptroller 
of  currency.  It  would  prohibit  the  National  Labor 
Relations  Board  from  acting  on  the  complaint 
of  any  labor  organization  that  could  not  certify 
that  its  books,  and  records,  and  those  of  its 
affiliated  labor  organizations,  as  well  as  its  wel- 
fare plan,  had  been  examined  by  the  comptroller. 
The  comptroller  would  be  required  to  ascertain 
if  the  fund  had  been  investing  its  money  prop- 
erly, and  if  its  money  was  being  administered 
for  the  purpose  for  which  it  was  collected.  If, 
after  notification,  the  union  did  not  discontinue 
the  improper  practices,  the  comptroller  would 
be  authorized  to  publish  a report  on  the  situa- 
tion and  to  make  the  facts  known  to  the  ap- 
propriate law  enforcement  officer  if  there  is 
evidence  of  law  violation.  The  bill  would  re- 


move the  tax  exemption  of  any  union  not  meeting 
requirements,  and  any  union  employe  found 
guilty  of  embezzlement  would  be  subject  to  a 
$5,000  fine  or  five  years  imprisonment,  or  both. 

Veterans  — A bill  by  Rep.  Aspinall  ( D.,  Colo. ) 
would  extend  from  two  to  three  years  the  period 
of  presumption  of  service  connection  following 
separation  for  “chronic  functional  psychoses” 
and  multiple  sclerosis  developing  to  a 10  per 
cent  degree  of  disability.  The  presumption  would 
apply  for  compensation  purposes;  under  present 
law  a veteran  receiving  compensation  for  a 
service-connected  disability  is  entitled  to  hos- 
pitalization for  that  disability.  The  number  is 
HR  9896.  . . . Chairman  Teague  (D.,  Texas)  of 
the  house  veterans’  affairs  committee  in  HR 
10028  would  forbid  the  veterans’  administration 
to  close  any  hospital,  domiciliary  home,  medical 
center  or  regional  office  unless  it  gives  his 
committee  90  days’  advance  notice.  If  a con- 
gressional session  ends  before  the  expiration 
of  the  90  days,  a new  90-day  notification  period 
would  start  at  the  opening  of  the  next  session. 
. . . Another  Teague  bill  (HR  10029)  would 
provide  a two-year  period  for  presumption  of 
service  connection  for  heart  disease  10  per  cent 
disabling;  law  now  allows  a minimum  one  year 
period  for  certain  chronic  diseases,  including 
heart  disease,  unless  by  special  legislation  that 
period  has  been  increased. 

Rep.  Rogers  (R.  Mass.)  introduced  HR  9717 
as  a means  of  technically  correcting  HR  1264, 
which  passed  the  house  last  year  and  is  pending 
in  the  senate.  The  objective  is  to  grant  the  status 
of  “permanently  and  totally  disabled”  for  pension 
purposes  to  veterans  suffering  from  active 
pulmonary  tuberculosis  while  they  are  hospital- 
ized. The  latter  bill  was  drawn  up  as  an  amend- 
ment to  part  of  the  VA  statutes,  which  them- 
selves were  consolidated  in  the  last  days  of  the 
first  session;  the  former  bill  corrects  the  statutory 
reference.  . . . The  consolidation  mentioned 
above  brought  together  all  VA  laws  relating 
to  compensation,  pensions,  hospitalization  and 
burial  benefits;  Rep.  Teague  (D.,  Texas)  is 
proposing  to  consolidate  all  VA  laws  and  at 
the  same  time  extend  certain  benefits  to  fringe 
groups,  such  as  military  cadets  and  national 
guard  members  while  on  inactive  duty.  The 
Teague  bill  is  HR  9700.  . . . Rep.  Smith  (D., 
Miss.)  believes  that  if  a veteran’s  condition  has 
been  rated  as  service-connected  for  10  years  or 
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more,  he  should  have  the  security  of  a permanent 
designation  of  service-connection  for  the  con- 
dition, even  if  in  the  meantime  the  condition 
has  been  rehabilitated.  The  Smith  bill  is  HR 
9726. 

Social  Security  — A bill  introduced  by  Rep. 
Roosevelt  (D.,  Calif.)  would  increase  the  wage 
base  on  which  social  security  taxes  are  collected 
from  the  present  first  $4,200  of  income  to  the 
first  $10,000.  Also,  the  limit  would  go  up  $500 
each  year  that  the  consumer  price  index  rises 
five  points,  and  would  remain  at  the  higher 
level  as  long  as  any  part  of  the  index  gain  is 
retained.  The  monthly  social  security  benefits 
also  would  be  increased  under  a new  formula. 
Under  this  bill  a self-employed  individual  with 
an  income  of  $10,000  would  pay  at  least 
$637.50  in  social  security  taxes  alone.  The  num- 
ber is  HR  9834.  . . . Mr.  Roosevelt,  in  HR  9835, 
would  make  social  security  coverage  compulsory 
for  all  physicians.  . . . Another  Roosevelt  bill 
(HR  9836)  would  liberalize  requirements  for 
disability  benefits  both  under  the  social  security 
disability  payments  program  and  the  disability 
“freeze”  by  a less  strict  definition  of  time  the 
recipient  has  spent  in  covered  occupations.  It 
would  make  another  important  change  by  speci- 
fying that  an  applicant  would  be  eligible  for 
benefits  if  unable  to  obtain  employment  in  an 
occupation  similar  to  the  work  he  formerly  en- 
gaged in;  under  present  law  the  benefit  is 
allowed  only  if  the  applicant  is  physically  unfit 
for  any  substantial  gainful  employment.  Further- 
more, a statement  from  a governmental  agency 
that  the  applicant  qualifies  as  disabled  under 
its  regulations  would  be  sufficient  evidence  of 
disability  under  the  social  security  program. 

Rep.  Fino  (R.,  N.Y. ) wants  to  raise  the  ceiling 
on  income  to  be  taxed  under  the  social  security 
system  from  the  present  $4,200  to  $6,000  and 
increase  OASDI  monthly  maximum  payments 
to  individuals  from  $108.50  to  $138.50  and  the 
maximum  family  payment  from  $200  to  $250. 


Now  Available  In  Mesa 

Two  individual  5 room  suites  suitable  for  M.D. 
or  Dentist  in  established  Medical  Center  in 
excellent  location.  Moderate  Rent. 

Reply  to: 

Box  1976  — Phoenix,  Arizona 


NEW  REGULATIONS  FOR 
PHYSICIANS  WITH  MEDICARE 
PATIENTS 

0 FFICE  for  Dependents’  Medical  Care  has 
some  new  and  clarifying  regulations  dealing 
with  Medicare  patients  and  ancillary  medical 
personnel.  They  are: 

Hospital  Accommodations  — Dependents  are 
eligible  for  semi-private  accommodations  (two 
or  more  beds ) and  pediatric  cases  may  be 
handled  in  wards.  For  private  accommodations, 
the  following  should  be  kept  in  mind:  (1) 

when  this  arrangement  is  believed  necessary  by 
the  doctor,  the  patient  pays  25  per  cent  of  the 
difference  between  the  private  room  fee  and 
the  weighted  average  of  semi-private,  (2)  when 
the  patient  or  sponsor  only  insists  on  private 
room,  the  patient  pays  the  full  difference,  and 
(3)  when  the  hospital  has  only  private  rooms, 
the  Medicare  patient  pays  10  per  cent  of  the 
daily  charge  for  the  room,  or  the  total  daily 
hospital  charge,  less  $15,  whichever  is  the 
greater. 

Independent  Ancillary  Personnel  — Nurse 
anesthesists  and  physical  therapists  who  work 
on  an  independent  basis  can  now  be  paid  direct 
if  ( 1 ) the  attending  physician  cerifies  on  form 
DA-1863  that  the  services  were  authorized  by 
him  and  (2)  the  amount  charged  does  not  ex- 
ceed the  normal  charge  to  the  public  having  an 
annual  income  of  $4,500. 

Maternity  Case  Fees  — If  pregnancy  termi- 
nates in  premature  delivery,  the  doctor  is  en- 
titled to  full  fee  if  he  has  rendered  continuous 
antepartum  care  beginning  in  the  first  eight 
weeks  of  pregnancy.  Should  a maternity  patient 
consult  a physician  in  a locality  away  from 
that  of  her  attending  doctor  or  clinic,  the  doctor 
consulted  is  entitled  to  fee  for  a home  or  office 
visit. 


ADMINISTRATION  OFFERS  PAY 
RAISE  BILL  FOR  VA  MEDICAL 
PERSONNEL 

T HE  VETERANS’  administration  has  drafted 
and  sent  to  congress  legislation  raising  the  pay 
scale  of  physicians  and  other  personnel  in  the 
VA  department  of  medicine  and  surgery.  The 
administration  proposal  would  raise  pay  in  a 
range  from  6 per  cent  to  18  per  cent  with  the 
higher  salaried  getting  the  larger  percentage 
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increase.  VA  estimates  its  proposal  would  cost 
another  $10  million  a year,  as  against  $6  million 
for  a somewhat  similar  bill  by  Rep.  Long  (D., 
La.).  Unlike  the  Long  bill  which  is  now  pending 
in  the  house,  the  administration  draft  does  not 
elevate  optometrists  to  the  same  professional 
status  as  physicians  within  VA.  In  the  last  ses- 
sion, the  VA  indicated  support  of  pay  raises  for 
medical  personnel,  but  the  budget  bureau  did 

PRESIDENT  INVITES  RUSSIA  TO 
POOL  MEDICAL  EFFORTS 

P RESIDENT  Eisenhower  wants  Russia  to  join 
with  the  U.  S.  and  other  nations  in  a world- 
wide, co-operative  effort  to  promote  medical 
research  and  the  control  of  diseases.  In  his  State 
of  the  Union  message,  the  President  issued  an 
open  invitation  to  the  Soviets  to  participate  in 
the  pooling  of  research  skills  to  learn  more  about 
“diseases  that  are  the  common  enemy  of  all 
mortals  — such  as  cancer  and  heart  disease.”  He 
also  asked  Russia  to  join  in  the  campaign  now 
under  way,  through  the  World  Health  Organi- 
zation, “to  eradicate  from  the  face  of  the  earth 


FEB.  1,  1958,  PROGRESS  REPORT 
FROM  THE  ARIZONA  POISONING 
CONTROL  INFORMATION  CENTER 
AT  THE  UNIVERSITY  OF  ARIZONA 
COLLEGE  OF  PHARMACY 

National  Clearing  House  for  Poison  Control 
Centers  Trade-Name  Products  Card  File 

The  national  clearing  House  for  Poison 
Control  Centers  has  provided  the  Arizona 
Poisoning  Control  Information  Center  with  443 
trade-name  product  cards  which  provide  infor- 
mation concerning  toxic  ingredients,  degree  of 
toxicity,  clinical  findings  in  poisoning,  and  rec- 
ommended treatment.  An  additional  30  to  50 
new  cards  will  be  received  from  the  national 
clearing  house  each  month.  This  information 
file  will  undoubtedly  prove  to  be  invaluable, 
since  it  considers  only  trade-name  products  that 
are  not  listed  in  toxicological  and  pharmaco- 
logical references. 

AM  A Drafts  Model  Chemical  Label  Law 
It  is  well-known  that  inadequate  labeling  of 


not  favor  the  idea  then.  Meanwhile,  a house 
veterans’  affairs  subcommittee  has  approved  a 
bill  designed  to  consolidate  all  VA  laws  and 
regulations,  following  consolidation  last  year  of 
those  dealing  with  compensation,  pensions,  hos- 
pitalization and  burial  benefits.  Disabled  Ameri- 
can Veterans,  Amvets,  the  Veterans  of  Foreign 
Wars  and  the  American  Legion  all  favor  the 
bill. 


that  age-old  scourge  of  mankind:  malaria.” 
The  President  said:  “If  people  can  get  to- 
gether on  such  projects,  is  it  not  possible  that 
we  could  then  go  on  to  a full-scale  co-operative 
program  of  science  for  peace?  ...  A program 
of  science  for  peace  might  provide  a means  of 
funneling  into  one  place  the  results  of  research 
from  scientists  everywhere  and  from  there  mak- 
ing it  available  to  all  parts  of  the  world.” 

Mr.  Eisenhower  did  not  offer  any  framework 
around  which  to  build  the  new  program,  pre- 
sumably leaving  the  next  step  to  Russia.  His 
message  did  not  mention  any  specific  health 
objectives  in  domestic  legislation,  but  he  said 
subsequent  messages  would  take  up  subjects 
not  covered. 


potentially  harmful  chemicals  has  been  a major 
handicap  to  a successful  attack  on  the  problem 
of  accidental  poisoning.  The  committee  on  toxi- 
cology of  the  American  Medical  Association  has 
formulated  a model  law  which,  if  adopted,  would 
permit  uniform  legislation  for  the  precautionary 
labeling  of  hazardous  substances  in  commereial 
household  and  industrial  chemical  products.  The 
law  would  (I)  require  labeling  of  all  chemical 
products  containing  hazardous  substances  which 
are  not  now  regulated,  (2)  require  identifica- 
tion and  warnings  for  strongly  sensitizing  chemi- 
cals which  cause  allergic  of  inflammatory  reac- 
tions in  living  tissue  on  contact,  (3)  require  the 
same  labeling  standards  to  apply  to  chemicals 
for  export  as  those  for  domestic  consumption, 
thereby  obviating  the  common  complaint  that 
less-than-standard  products  are  sold  to  foreign 
customers,  and  (4)  prohibit  re-use  of  food  and 
drug  containers  bearing  their  original  labels. 
Notes  on  Promising  New  Antidotes 

Penieillinase  is  a purified  injectable  enzyme 
obtained  from  cultures  of  B.  cereus  and  is  cap- 
able of  inactivating  circulating  penicillin.  It  has 
been  found  especially  useful  in  counteracting 
the  allergic  urticarial  and  serum  sickness-hke 
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reactions  which  may  occur  one  hour  to  several 
hours  after  an  injection  of  penicillin.  The  product 
does  not  act  rapidly  enough  to  protect  those 
few  patients  who  suffer  immediate  acute  ana- 
phylactic reactions  from  penicillin.  The  usual 
dose  is  800,000  units,  intramuscularly.  It  is  avail- 
able from  Schenley  Laboratories  under  the  trade 
name,  Neutrapen. 

Megimide  ( B-methyl-B-ethyl  glutarimide)  (Be- 
megride ) has  been  introduced  into  medical 
practice  for  the  treatment  of  acute  barbiturate 
intoxication  and  is  at  present  the  focus  of  much 
active  clinical  and  pharmacological  research. 
The  drug  accelerates  considerably  recovery  of 
respiratory  function,  corneal  reflexes,  and  oro- 
pharyngeal and  somatic  reflex  responses.  It  has 
little  specific  effect  on  full  recovery  of  con- 
sciousness, although  it  does  diminish  the  depth 
of  unsconsciousness.  The  usual  method  of  ad- 
ministration is  either  by  slow  intravenous  in- 
fusion or  by  intermittent  doses  of  50  mg.  each, 
with  a time  interval  of  three  to  five  minutes. 
Recent  studies  with  experimental  animals  have 
revealed  that  the  drug  is  also  effective  against 
other  central  depressants  such  as  glutethimide 
(Doriden)  and  various  monoureides  (Bromural, 
Carbromal ) . The  drug  is  not  at  present  available 
commercially  in  the  United  States,  but  has  been 
made  available  for  investigational  use  by  Abbott 
Laboratories. 

Methylphenkhte  (Ritalin)  injectable  has  been 
found  useful  in  reducing  the  respiratory  depres- 
sion and  in  elevating  the  severely  lowered  blood 
pressure  of  patients  suffering  from  acute  over- 
dosage of  barbiturates.  Intravenous  injection 
of  30  to  50  mg.,  repeated  every  30  minutes,  is 
recommended.  Ritalin  injectable  is  available  in 
multiple  dose  vials  from  Ciba  Pharmaceutical 
Products. 

Penicillamine  ( B,B-dimethylcysteine ) is  a che- 
lating agent  which  is  being  studied  in  Europe 
for  the  treatment  of  heavy  metal  poisoning.  It 
is  more  effective  than  dimercaprol  ( BAL ) and 
Edathamil  calcium-disodium  for  treating  hepa- 
tolenticular degeneration  resulting  from  heavy 
metal  toxicity.  It  has  been  shown  to  produce 
a rapid  diuresis  of  copper,  lead,  and  iron  in 
poisoning  with  these  metals,  and,  thus,  should 
prove  valuable  in  the  treatment  of  heavy  metal 
intoxications  other  than  the  one  mentioned 
above.  The  drug  is  administered  by  mouth  0.3 
gm.  three  times  a day  one-half  hour  before  meals. 


This  dose  has  been  administered  for  as  long  as 
14  days  with  safety. 

Cyanide  Antidote  Package:  The  efficacy  of 
amyl  nitrite  or  sodium  nitrite,  or  their  combina- 
tion with  thiosulfate  in  the  treatment  of  cyanide 
poisoning  has  been  confirmed  experimentally 
and  clinically.  Eli  Lilly  and  Company  supplies 
a “Cyanide  Antidote  Package”  which  contains 
two  ampuls  sodium  nitrite  (0.3  gm.  in  10  ml.), 
two  ampuls  sodium  thiosulfate  (12:5  gm.  in 
50  ml.),  and  12  perles  amyl  nitrite. 

Statistics  of  Thirty -Nine  Poison  Cases  Reported 
Since  the  December  1,  1957  Progress  Report 


Age:  Per  Cent 

Under  5 71.8 

6-15  5.1 

16-30  10.3 

31-45  5.1 

Over  45 2.6 

Unknown  5.1 

Nature  of  Incident: 

Accidental  92.3 

Intentional  7.7 

Outcome: 

Recovery 100.0 

Eatal  0.0 

Time  of  Day: 

Between  6 a.m.  & noon 25.6 

Between  noon  & 6 p.m 45.8 

Between  6 p.m.  & midnight 13.3 

Between  midnight  & 6 p.m 5.1 

Unknown  10.2 

Causative  Agents: 

Aspirin  preparations 36.3 

Other  medication  ( antibiotics, 

antihistimines,  sedatives,  & boric  acid) . 10.1 
Solvents  ( kerosene,  paint  thinner,  ete. ) . 7.6 

Household  bleaches  5.1 

Cosmetics  (perfume,  finger  nail 

polish,  etc.)  5.1 

Paint  5.1 

Ornamental  plants  (castor  bean)  5.1 

Miscellaneous  (shoe  polish, 

wall  plaster,  insecticides,  carbon 
tetrachloride,  food  poisoning  25.6 
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when  you  encounter 

• respiratory  infections 

• gastrointestinal 
infections 

• genitourinary 
infections 

• miscellaneous 
infections 


for  all 

tetracycline-amenable 
infections, 
prescribe  superior 


s 11  "a  ir©  i ii 

Squibb  Tetracycline  Phosphate  Complex 


Squibb 


Squibb  Qualitij— 
the  Priceless  Ingredient 


In  youi'  'patients,  sumycin  produces: 

1.  Superior  initial  tetracycline  blood  levels— faster  and  higher 
than  ever  before— assuring  fast  transpoi’t  of  adequate  tetra- 
cycline to  the  site  of  the  infection. 

2.  High  degree  of  freedom  from  annoying  or  therapy-inter- 
rupting side  effects. 

Tetracycline  phosphate 
complex  equiv.  to 

Supply:  tetracycline  HCl  (mq.)  Packaging: 

Sumycin  Capsules  (per  Capsule)  250  Bottles  of  16  and  100 

Sumycin  Suspension  (per  5 cc.)  125  2 oz.  bottles 

Sumycin  Pediatric  Drops  100  10  cc.  dropper  bottles 

(per  cc.— 20  drops) 


'SUMYCIN*  IS  A SQUI03  TRAOEMARK 
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IS  MEDICINE  IN  THE 
'INSURANCE  BUSINESS"? 

More  than  70  medical  society-sponsored  Blue 
Shield  Plans  are  serving  nearly  one-fourth  of  the 
people  of  the  United  States,  and  underwriting 
about  40  per  cent  of  all  the  basic  surgical  in- 
surance and  about  50  per  cent  of  all  the  basic 
medical  (non-surgical)  insurance  now  in  force. 
The  rest  is  underwritten  by  more  than  800 
private  insurance  companies  and  independent 
local  plans. 

Is  medicine  — by  its  sponsorship  and  control 
of  Blue  Shield  - in  the  “insurance  business”? 
Let’s  remember,  first,  that  the  medical  profession 
organized  these  Plans  at  a time  when  the  insur- 
ance industry  said  it  couldn’t  be  done.  And 
they  were  right.  Medical  care  prepayment 
couldn’t  be  organized  and  offered  by  an  in- 
surance company.  It  had  to  be  done  by  medicine 
itself. 

Blue  Shield  succeeded  because  America’s  doc- 
tors were  behind  it.  They  accepted  less  than 
normal  schedules  for  their  services;  they  agreed 
to  accept  (and  in  many  areas  they  have  actually 
accepted)  pro-rated  portions  of  those  fees  when 
the  local  Plan  has  been  unable  to  pay  the  full 
schedule.  Medicine’s  leaders  have  accepted  the 
responsibility  for  guiding  and  directing  their 
local  Blue  Shield  Plans  — a job  that  accounts 
for  an  incalculable  number  of  unremunerated 
hours  on  the  part  of  hundreds  of  the  country’s 
busiest  physicians. 

Have  the  members  of  the  profession  accepted 
these  duties  and  responsibilities  in  order  to  put 
medicine  “in  the  insurance  business?”  Certainly 
not!  Medicine  is  in  the  business  of  providing 
medical  care  — nothing  else.  The  profession  has 
always  been  concerned  with  the  ways  and  means 
by  which  patients  pay  for  medical  care  and 
provide  for  future  medical  needs,  and  the  pro- 
fession quite  naturally  wants  to  control  the  basic 
economy  of  medical  practice. 

Medicine  is  not  in  the  insurance  business. 
But,  through  Blue  Shield  the  profession  is  in  the 
business  of  helping  patients  pay  for  their  doctor’s 
services.  And  in  the  final  analysis,  the  pat:‘ent 
alone  profits  through  participation  in  Blue 
Shield. 


R.  R.  RINEHART 


LOCATION  OPPORTUNITIES 

Ashfork  — Pop.  700  — North  centrally  located 
— Railroad  center  — Contact  the  Women’s  Club, 
Ashfork,  Ariz. 

Benson  — Excellent  opportunity  for  GP  — 
This  David-Benson  trade  area  has  about  5,000 
population  with  only  one  doctor  available.  A 
small  sleep-in  hospital  can  be  set  up  very  easily. 
Hospital  25  miles  away.  Chamber  of  commerce 
will  furnish  telephone  answering  service,  nine 
to  five.  Contact  Bernard  Fisher,  D.D.S.,  Medical 
Committee  of  the  Chamber  of  Commerce,  Ben- 
son, Ariz.,  or  James  M.  Hesser,  M.D.,  6th  and 
Huachuca  streets,  Benson,  Ariz. 

Camp  Verde  — Located  in  the  heart  of  a large 
farming  and  ranching  area  on  the  Verde  River. 
Approximately  100  miles  north  of  Phoenix.  Badly 
in  need  of  a medical  doctor.  Contact  Ivy  N. 
Moser,  R.N.,  Camp  Verde,  Ariz. 

Flagstaff  — Pop.  17,500  — Largest  city  in  the 
north  central  Arizona  trading  area.  One  pedia- 
trician is  needed  (as  there  are  a number  of 
general  practitioners  who  would  gladly  refer 
work  to  him. ) Excellent  opportunity  for  an 
EENT  doctor  and  a general  practitioner.  Contact 
K.  O.  Hanson,  M.D.,  Secretary,  Coconino  County 
Medical  Society,  5 N.  Leroux,  Flagstaff,  Ariz. 

Gila  Bend  — Pop.  2,500  — 80  miles  west  of 
Phoenix  — Nearest  town  to  the  Painted  Rock 
Dam  Project  — Good  opportunity  for  general 
practitioner.  Cattle,  cotton  and  general  farming. 
Office  and  equipment  available.  $150  monthly 
income  from  board  of  supervisors.  Contact  Mrs. 
J.  F.  Allison,  Box  485,  Gila  Bend,  Ariz. 

Holbrook  — Population  above  7,000.  Located 
in  the  heart  of  the  northeastern  pine  country  of 
Arizona  on  U.  S.  Route  68.  Need  services  of  gen- 
eral practitioner.  For  full  details,  contact  Donald 
F.  DeMarse,  M.D.,  Box  397,  Holbrook,  Ariz. 

Miami  — Opportunity  for  GP  — Industrial 
hospital  staffed  by  approximately  seven  doctors, 
who  care  for  personnel  and  families  of  those  who 
work  for  the  three  principal  mining  companies. 
This  community  is  served  by  numerous  small 
mining  and  ranching  interests.  Contact  Robert 
V.  Horan,  M.D.,  Miami-Inspiration  Hospital, 
Miami,  Ariz. 

Morenci  — Mining  community  located  near 
New  Mexico-Arizona  border  — Pop.  10,000  — 
Has  vacancy  at  hospital  for  GP.  Contact  Carl  H. 
Cans,  M.D.,  Morenci  Hospital,  Morenci,  Ariz. 

Phoenix  — Good  opportunity  for  associate 
radiologist  in  Phoenix  area.  Contact  Ernest  Price, 
M.D.,  9112  N.  Second  Street,  Phoenix,  Ariz. 
(WI  3-3491). 

Safford  — In  need  of  GP  — Pop.  6,000  — Has 
ideal  year  around  climate  with  good  schools, 
park,  swimming  pool,  golf  course,  Elks  Club. 
Private  hospital,  open  staff.  Surgical  privileges 
after  six  months  if  qualified.  Completely 
equipped  office  for  rent  and  equipment  for  sale. 
Contact  M.  T.  Sandeno,  M.D.,  803  Se\enth 
Street,  Safford,  Ariz. 
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churches  of  all  denominations.  Complete  office  !l 
and  equipment  for  GP  available  on  reasonable 
term  lease  or  purchase.  Contaet  Mr.  Peter  Folbo,  || 
president,  chamber  of  commeree,  9112  West  Van 
Buren  St.,  Tolleson,  Ariz.  | 

Tucson  — The  VA  hospital  is  in  urgent  need 
of  an  orthopedie  surgeon.  They  prefer  someone 
who  is  board  certified,  but  would  take  someone 
who  has  had  special  training,  as  they  have  the 
local  men  in  this  field  available  for  consultation 
service.  State  license  is  necessary  but  not  neces- 
sarily an  Arizona  license.  Contact  S.  Netzer,  | 
M.D.,  director,  professional  service,  VA  hospital, 
Tueson,  Ariz. 

Yoimgtown  — Pop.  130  — Loeated  16  miles 
from  Phoenix  and  just  a few  miles  from  several  i 
small  towns,  each  a potential  field  of  practice.  | 

Most  residents  are  60  years  of  age  or  older  I 

and  are  in  need  of  medical  care.  Office  space 
is  eurrently  provided  at  no  rental.  A medical 
center  is  being  planned.  Interested  doctors  may  . 

contact  Mr.  Sid  Lambert,  Box  61,  Marionette,  I 

Ariz.  j; 

FOR  INFORMATION  ON  OPPORTUNITIES  I 

IN  THE  FIELD  OE  INDUSTRIAL 

MEDICINE,  CONTACT:  I 

Harold  J.  Mills,  M.D.,  Phelps  Dodge  Hospital,  i 

A jo,  Ariz.  I 


TAKE  A LOOK  AT 
NEW  DIMETANE 
THE  UNEXCELLED 
ANTIHISTAMINE 


Show  Low  — Pop.  1,500  — Trading  center  for 
some  10,000  people.  Summer  and  winter  recrea- 
tion area,  cool  climate  and  beautiful  forest  coun- 
try. At  present  there  is  no  M.D.  in  Show  Low 
and  it  wishes  to  locate  a doctor  there  who  would 
help  establish  a hospital.  The  town  is  anxious 
to  locate  a doctor  and  promises  full  co-operation. 
Contact  either  Mary  and  Eric  Marks,  Paint  Pony 
Lodge,  Show  Low,  Ariz.,  or  Donald  F.  DeMarse, 
M.  D.,  Box  397,  Holbrook,  Ariz.,  or  Mr.  Mitchell 
Bushman,  Show  Low,  Ariz. 

Sprmgerville  — Need  for  general  practitioner 
(private  practiee,  to  be  associated  with  Doctor 
Browning).  Good  hospital  facilities.  Has  draw- 
ing population  of  6,000.  Would  like  to  obtain 
a doctor  as  soon  as  possible.  Contact  Ellis  V. 
Browning,  M.D.,  Box  390,  Springerville,  Ariz. 

St.  Johns  — Seriously  need  a doctor  of  medi- 
cine, preferably  a general  practitioner,  to  locate 
in  this  east  central  Arizona  community.  Popu- 
lation is  approximately  1,500  with  several  other 
small  towns  in  the  general  area.  About  20  miles 
from  New  Mexico  in  the  beautiful  rim  country 
of  Arizona.  Contact  Donald  E.  DeMarse,  M.D., 
Box  397,  Holbrook,  Ariz. 

TolIeso7i  — In  need  of  GP  — Serves  a trading 
population  of  from  12,000  to  15,000.  Ten  miles 
west  of  Phoenix.  Elementary  and  high  schools. 
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Carl  H.  Cans,  M.D.,  Phelps  Dodge  Hospital, 
Morenci,  Ariz. 

Ira  E.  Harris,  M.D.,  Miami-Inspiration  Hos- 
pital, Miami,  Ariz. 

Charles  B.  Hiiestis,  M.D.,  Box  928,  Hayden, 
Ariz. 

Elvie  B.  Jolley,  M.D.,  Copper  Queen  Hospital, 
Bisbee,  Ariz. 


H.  W.  Einke,  M.D.,  Magma  Copper  Company 
Hospital,  Superior,  Ariz. 

John  Edmonds,  M.D.,  Kennecott  Copper  Cor- 
poration Hospital,  Bay,  Ariz. 

Erancis  M.  Finley,  M.D.,  San  Manuel  Hos- 
pital, San  Manuel,  Ariz. 


LOCATSON  INQUIRIES  RECEIVED 
DURING  MONTH  OF  JAN.,  1958 

BLENDERMAN,  ALBERT  D.,  M.D.,  7244 
Beverly,  Overland  Park,  Kan.;  Or;  1943  gradu- 
ate of  University  of  Vermont  School  of  Medi- 
cine. Interned  at  the  Beverly  Hospital,  Beverly, 
Mass.,  and  is  now  completing  an  orthopedic 
residency  at  the  VA  Hospital,  Kansas  City,  Mo. 
He  is  licensed  in  the  state  of  Iowa  and  has 
served  his  military  obligations.  Desires  clinic 
or  associate  type  practice.  Available  July  1,  1958. 

BOSSLER,  DAVID  W.,  M.D.,  Clinic  Hospital, 
Shelton,  Wash.,  GP;  graduated  from  Northwest- 
ern University  Medical  School  1952  and  interned 
at  LDS  Hospital,  Salt  Lake  City,  Utah.  Is  li- 
censed in  the  state  of  Washington  and  holds 
national  boards  certification.  Has  completed  his 
military  obligations.  Prefers  clinic  or  associate 


practice  with  opportunity  for  surgery  and 
anesthesia.  Available  April  or  May  1958. 

BURNSIDE,  HOWARD  B.,  M.D.,  20403 
Stratford,  Detroit,  Mich.,  R;  graduated  from 
Wayne  University  1931  and  interned  at  Henry 
Ford  Hospital,  Detroit.  Has  served  residencies 
at  Detroit  Receiving  Hospital  and  University 
Hospital,  Little  Rock,  Ark.  Is  licensed  in  the 
states  of  Michigan,  Illinois,  Ohio  and  Arkansas. 
Is  board  certified  as  of  1955.  Has  completed  his 
military  obligations.  Is  available  now. 

CARROLL,  C.  WALLACE,  M.D.,  2838  South 
Ninth  Street,  Kansas  City,  Kan.;  GP;  1957  gradu- 
ate of  the  University  of  Kansas;  interned  at  St. 
Mary’s  Hospital,  Kansas  City,  Mo.,  and  is  li- 
censed by  the  state  of  Kansas.  Desires  clinic 
or  associate  type  practice.  Available  July  15, 
1958. 


TJNFXrFI  I ED 
UNSURPASSED  THERAPEUTIC 
INDEX  AND  RELATIVE  SAFETY.  MINIMUM 
DROWSINESS  AND  OTHER  SIDE  EFFECTS. 
A.  H.  ROBINS  CO.,  INC,  RICHMOND,  VIR- 
GINIA. ETHICAL  PHARMACEU-  I 
TICALS  OF  MERIT  SINCE  1878 
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CASKEY,  JOHN  H.,  M.D.,  Second  General 
Hospital,  APO  180,  New  York,  N.  Y.;  GP;  is 
now  working  in  the  Army  General  Hospital  and 
currently  on  active  duty.  Desires  to  leave  mili- 
tary service  and  has  completed  his  military 
obligations.  Is  a 1954  graduate  of  Baylor  Uni- 
versity College  of  Medicine  and  served  his  in- 
ternship at  the  Brooke  Army  Hospital,  San  An- 
tonio, Texas.  Is  licensed  in  the  state  of  Texas. 
Is  interested  in  group  or  associate  type  prac- 
tice. Available  July  1958. 

CHAMBERS,  WILLIAM  R.,  M.D.,  3053 
Rodenhaven  Drive,  N.  W.,  Atlanta,  Ga.;  NS; 
is  a 1932  graduate  of  the  University  of  Cin- 
cinati  Medical  College.  Served  his  internship 
at  Cincinati  General  Hospital  and  residencies 
at  Hartford  Hospital,  Hartford,  Conn.,  Henry 
Ford  Hospital,  Detroit,  Mich.,  and  the  Lahey 
Clinic,  Boston,  Mass.  Is  a dlplomate  of  the 
American  Board  of  Neurological  Surgery.  Is 
licensed  in  numerous  Eastern  and  Midwestern 
states.  Desires  clinic  or  associate  type  practice 
and  is  available  now. 

CHRISTIE,  ROBERT  WILLIAM,  M.D., 
11810  Seven  Locks  Road,  Rockville,  Md.;  Path; 
is  a graduate  of  the  State  University  of  New 
York,  College  of  Medicine  at  New  York  City, 
1951;  and  served  internship  at  Hitchcock  Hos- 
pital, Hanover,  N.  H.  Is  licensed  in  the  states 
of  Vermont  and  New  York.  All  military  obliga- 
tions fulfilled.  Desires  group  or  associate  type 
of  practice,  but  also  indicates  interest  in  di- 
recting laboratories  of  several  small  rural  hos- 
pitals. Available  Oct.  1,  1958. 

FAILOR,  HARLAN  JOHN,  M.D.,  427  Fourth 
St.,  S.W.,  Rochester,  Minn.;  /;  is  a 1954  graduate 
of  the  University  of  Wisconsin  and  interned  at 
Detroit  Receiving  Hospital,  Detroit,  Mich.  Is 
now  serving  residency  at  the  Mayo  Foundation 
in  internal  medicine.  Is  licensed  in  the  states 
of  Wisconsin  and  Minnesota.  Service  require- 
ments are  fulfilled.  Desires  associate  practice 
and  is  available  August  1958. 

FARRAR,  MAURICE  C.,  M.D.,  4222  Waban 
Hill,  Madison  5,  Wis.;  ObG;  is  a 1953  graduate 
of  the  University  of  Wisconsin  and  interned  at 
St.  Joseph’s  Hospital,  Phoenix,  Ariz.  Served 
residency  training  at  Crawford  W.  Long  Hos- 
pital, Atlanta,  Ga.  Desires  clinic  or  partnership 
type  practice  and  is  available  now. 

GOLDSMITH,  MELVIN  LOWELL,  M.D., 
2929  S.  Ellis  Ave.,  Chicago  16,  111.;  GP;  is  a 1957 
graduate  of  the  University  of  Illinois  and  is  now 
serving  internship  at  the  Michael  Reese  Hos- 
pital, Chicago,  111.  His  military  status  has  been 
deferred  until  June  1959.  Desires  clinic  type 
practice  and  indicates  interest  for  obstetrical 
and  gynecology  experience.  Is  available  fune 
30,  1958. 

HAGGAR,  DAVID  K.,  M.D.,  Hawarden,  Iowa; 
GP;  a 1943  graduate  of  the  Univers'ty  of  Ne- 
braska; interned  at  Hurley  Hospital,  Flint,  Mich. 
Has  been  practicing  for  past  10  years  in  Iowa. 


Has  completed  his  military  obligations.  Desires 
clinic  or  associate  type  of  practice.  Available 
June  1,  1958. 

HOFFMAN,  GEORGE  TREYMANN,  M.D., 
John  Sealy  Hospital,  Galveston,  Texas,  NS;  a 
1944  graduate  of  the  Marquette  University 
School  of  Medicine,  and  interned  at  the  Youngs- 
town Hospital,  Youngstown,  Ohio.  Is  now  finish- 
ing a neurosurgical  residency  at  the  John  Sealy 
Hospital.  Is  licensed  in  the  states  of  Wisconsin, 
Texas  and  California.  Has  fulfilled  his  military 
obligations.  Desires  clinic  or  associate  type  prac- 
tice. Available  July  15,  1958. 

MERTZ,  GEORGE  H.,  M.D.,  Wayne  County 
General  Hospital,  P.  O.  Box  211,  Eloise,  Mich.; 
GS,  a 1953  graduate  of  the  University  of  Colo- 
rado and  served  internship  at  Wayne  County 
General  Hospital,  Eloise,  Mich.  Is  licensed  in 
the  states  of  Colorado  and  Michigan.  Is  presently 
in  fourth  year  of  general  surgery  residency.  De- 
sires clinic  or  associate  tvpe  practice.  Is  available 
July  10,  1958. 

REEVES,  HENRY  GRAY,  JR.,  M.D.,  Uni- 
versity Hospital,  Baltimore  1,  Md.;  S;  is  a 1951 
graduate  of  the  University  of  Maryland  and  is 
now  finishing  a surgical  residency  at  University 
Hospital,  Baltimore.  Has  completed  his  military 
obligations.  Desires  a clinic  or  associate  type 
practice  and  is  available  July  1,  1958. 

SKUDDER,  PAUL  ALBERT,  M.D.,  L300 
University  Ave.,  Madison,  Wis.;  S;  is  a 1953 
graduate  of  the  Cornell  University  School  of 
Medicine  and  interned  at  the  New  York  Hos- 
pital-Cornell  University  Medical  Center,  New 
York  City.  Is  presently  completing  a residency 
in  surgery  at  the  University  of  Wisconsin  Hos- 
pitals, Madison.  Is  licensed  in  the  states  of  New 
York  and  Wisconsin.  Has  fulfilled  his  military 
obligations.  Desires  clinic  or  associate  type  prac- 
tice. Available  July  1,  1958. 

STANDIFER,  JOHN  JAMES,  M.D.,  1972 
Meadowbrook,  Youngstown,  Ohio;  GP;  a 1953 
graduate  of  the  University  of  Oklahoma  School 
of  Medicine  and  interned  at  Bremerton  Navy 
Hospital,  Bremerton,  Wash.  Is  presently  com- 
pleting residency  training  in  general  surgery 
at  the  Youngstown  Hospital  Association,  Youngs- 
town, Ohio.  Has  fulfilled  his  military  obliga- 
tions. Desires  general  practice  with  associate. 
Available  July  1958. 

SULLIVAN,  JOHN  JOSEPH,  M.D.,  1122 
North  State  St.,  Appleton,  Wis.;  ObG;  1945 
graduate  of  the  Loyola  University  Medical 
School.  Interned  at  U.  S.  Naval  Hospital,  Long 
Beach,  Calf,  and  received  residency  training 
in  Lewis  Memorial  and  Mercy  Hospitals,  Chica- 
go, 111.  Is  a diplomate  of  the  American  Board 
of  Obstetrics  and  Gynecology  and  is  licensed 
in  several  Midwestern  states.  Has  fulfilled  his 
military  obligafrns.  Desires  associate  type  prac- 
tice. Available  Miy  1958. 

TRIPP,  RICHARD  C.,  M.D.,  1412  Plum  St., 
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Iowa  Sity,  Iowa;  OALR;  1952  graduate  of  George 
Washington  University.  Interned  at  the  Orange 
Memorial  Hospital,  Orange,  N.  J.  and  did  resi- 
dency training  at  University  Hospitals,  Iowa 
City,  Iowa.  Is  a diploinate  of  National  Board 
of  Medical  Examiners.  Has  completed  his  mili- 
tary obligations.  Desires  a two-  or  three-man 
specialty  group  or  a clinic  with  all  specialties 
represented.  Available  July  I,  1958. 

VAN  RIET,  R.  W.,  M.D.,  412  I5th  Ave.  Ful- 
ton, 111.;  Ob-GP;  1953  graduate  of  University 
of  Amsterdam  and  interned  at  Englewood  Hos- 
pital, Chicago,  111.  Is  presently  in  general  prac- 
tice with  emphasis  on  obstetrics.  Prefers  group 
type  of  practice  and  is  available  now. 
WALLACE,  EDWARD  REILLY,  M.D.,  5201 


EXAMINATION  PRIOR  TO 
ISSUANCE  OF  MARRIAGE  LICENSE 

Opinion  No.  58-9 

Requested  Bii:  Arizona  State  Department  of 
Health. 

Opinion  By:  Robert  Morrison,  The  Attorney 
General. 

Question:  What  is  required  under  ARS  Sec. 
25-103.01  for  the  issuance  of  a marriage  license? 

Conclusion:  See  body  of  opinion. 

ARS  Sec.  25-103.01  reads  as  follows: 

“A.  Before  any  person,  who  is  or  may  here- 
after be  authorized  by  law  to  issue  marriage 
licenses,  shall  issue  any  such  license,  each  appli- 
cant therefore  shall  file  with  him  a certificate 
from  a duly  licensed  physician  which  certificate 
shall  state  that  the  applicant  has  been  given 
such  examination,  including  a standard  sero- 
logical test,  as  may  be  necessary  for  the  discovery 
of  syphilis,  made  not  more  tha^i  30  days  or  less 
than  48  hours  prior  to  the  date  of  issuance  of 
such  license,  and  that,  in  the  opinion  of  such 
physician,  the  person  either  is  not  infected  with 
syphilis,  or  if  so  infected,  is  not  in  a stage  of 
that  disease  which  is  or  may  become  communi- 
cable to  the  marital  partner. 

“B.  Any  person  who  by  law  is  validly  able 
to  obtain  a marriage  license  in  the  State  of 
Arizona  is  validly  able  to  give  consent  to  any  ex- 
aminations and  tests  required  by  this  article.  . .” 

The  intent  of  this  legislation  is  to  prevent  the 
spread  of  syphilis  in  the  community,  and  for 
the  protection  of  the  public  welfare.  Ex  Parte 


60th  St.,  Sacramento,  Calif.;  GP;  1954  graduate 
of  Georgetown  University.  Interned  at  Sacra- 
mento County  Hospital,  Sacramento,  Calif,  and 
is  licensed  in  California.  Has  fulfilled  his  mili- 
tary obligations.  Desires  a clinic  or  associate 
type  of  practice.  Is  available  July  I,  1958. 

WU,  WILLIAM  L.  S.,  M.D.,  245  Poplar  Ave., 
Redwood  City,  Calif.;  I;  is  a 1946  graduate  of 
Stanford  University;  and  interned  at  State  Uni- 
versity of  Iowa  Hospitals,  Iowa,  and  Lincoln 
General  Hospital,  Lincoln,  Neb.  Instructor  in 
internal  medicine  at  Tulane  University  1950- 
1954.  Is  licensed  in  the  states  of  California  and 
Louisiana.  Has  fulfilled  his  military  obligations. 
Became  a naturalized  citizen  1955.  Prefers  clinic 
or  associate  type  practice  and  is  available  now. 


Woodruff,  (1949)  210  P.2d  190,  197.  Where  a 
statute  is  plain  and  unambiguous  there  is  no 
room  for  construction.  Automatic  Registering 
Machine  Company  v.  Pima  County,  (1930)  36 
Ariz.  367,  285  Pac.  1034;  State  v.  Borah,  51  Ariz. 
318,  76  P.  2d  757. 

Under  the  terms  of  the  statute,  the  applicant 
for  a marriage  license  shall  file  with  the  person 
authorized  to  issue  such  license  a certificate 
from  a duly  licensed  physician. 

The  certificate  from  the  physician  must  state: 

1.  That  the  applicant  has  been  given  an  ex- 
amination, including  a standard  serological  test, 
for  the  discovery  of  syphilis. 

2.  The  date  of  the  examination. 

3.  That,  in  the  opinion  of  the  physician,  the 
person : 

a.  Is  not  infected  with  syphilis,  or 

b.  Is  infected  with  syphilis  but  is  not  in  a 
stage  of  the  disease  which  is  or  may  be- 
come communicable  to  the  marital  partner. 

With  respect  to  the  extent  of  the  examination 
by  the  physician,  the  only  requirement  of  the 
statute,  in  addition  to  the  serological  test,  is 
“such  examination  ...  as  may  be  necessary  for 
the  discovery  of  syphilis.” 

The  extent  of  the  examination  meets  the  re- 
quirement of  the  statute  so  long  as  it  includes 
the  serological  test  and  enables  the  physician 
to  certify  that  the  person  has  been  given  an 
examination  for  the  discovery  of  syphilis. 

ROBERT  MORRISON 
The  Attorney  General 
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REPORT  ON  LEGAL  ACTIONS 
AGAINST  THE  HOXSEY  CANCER 
TREATMENT 

By  George  P.  Larrick 
U.  S.  Commissioner  of  Food  and  Drugs 

T HE  GOVERNMENT  has  now  been  successful 
in  all  pending  federal  court  actions  involving 
the  “cancer  remedies”  known  as  the  Hoxsey 
treatment. 

At  Pittsburgh,  on  Oct.  2,  1957,  U.  S.  District 
Judge  John  L.  Miller  ordered  the  Hoxsey  Cancer 
Clinic,  Inc.,  of  Pennsylvania  to  stop  dispensing 
to  out-of-state  patients  the  Hoxsey  treatment 
or  any  other  drugs  represented  to  be  the  Hoxsey 
treatment  for  internal  cancer. 

During  the  seven-day  trial  of  this  case,  the 
government  for  the  third  time  presented  evi- 
dence that  the  Hoxsey  treatment  is  worthless 
for  internal  cancer  and  results  in  harm  to  persons 
who  rely  upon  it  while  neglecting  to  obtain 
competent  medical  treatment.  Evidence  was  also 
presented  that  the  Portage,  Pa.,  clinic  since  last 
June  had  been  treating  out-of-state  cancer  pa- 
tients with  other  simple  medicines  such  as  fig 
juice,  vitamin  pills,  brewers’  yeast  tablets  and 
antacid  preparations,  along  with  a prescription 
for  saturated  solution  of  potassium  iodide.  The 
latter  is  available  without  a prescription  from 
any  drugstore. 

The  Pennsylvania  clinic  and  its  officers  agreed 
to  drop  their  appeal  from  a previous  jury  verdict 
that  the  Hoxsey  pills  were  falsely  represented 
for  cancer.  They  agreed  to  pay  the  $14,000  costs 
in  that  case  and  to  dismiss  a suit  in  Washing- 
ton, D.  C.,  aimed  at  stopping  further  govern- 
ment investigations  of  the  clinic. 

We  believe  the  Pennsylvania  injunction  will 
effectively  stop  interstate  distribution  of  the 
Hoxsey  cancer  medicines  from  that  state.  Any 
action  against  distribution  within  Pennsylvania 


will  have  to  be  undertaken  by  the  state  authori- 
ties. 

At  Washington,  D.  C.,  on  Oct.  11,  1957,  Fed- 
eral Judge  Alexander  Holtzhoff  dismissed  a 
suit  by  Harry  M.  Hoxsey  calling  for  withdrawal 
of  a public  warning  against  the  Hoxsey  treat- 
ment which  has  been  displayed  in  U.  S.  post 
offices  and  other  public  buildings  throughout 
the  country.  This  suit  alleged  that  the  public 
information  section  of  the  Food,  Drug,  and  Cos- 
metics Act  was  unconstitutional  because  there 
was  no  provision  for  a hearing  before  issuance 
of  a public  warning  and  this  destroyed  the  plain- 
tiff’s business  without  due  process  of  law.  The 
court  held  that  the  law  is  constitutional  and  that 
even  without  specific  statutory  authority,  the 
secretary  of  health,  education,  and  welfare  and 
the  FDA  had  the  right  and  the  duty  to  warn 
the  public  in  cases  like  this. 

The  FDA  intends  to  seek  vigorous  enforce- 
ment of  both  the  Pennsylvania  injunction  and 
the  1953  injunction  issued  by  the  federal  court 
of  Dallas. 

The  public  should  know,  however,  that  such 
actions  will  not  end  the  menace  of  this  treat- 
ment, since  the  federal  government  does  not 
have  the  power  to  stop  a clinic  in  any  state  from 
treating  cancer  patients  within  that  state  with 
the  nostrums  which  comprise  the  Hoxsey  treat- 
ment. Millions  of  copies  of  false  promotional 
literature  are  still  in  circulation;  much  of  it 
reporting  cures  of  persons  who  are  now  dead. 

It  is,  therefore,  of  the  utmost  importance  that 
cancer  patients  and  their  families  who  may  be 
planning  to  try  the  Hoxsey  treatment  wherever 
it  is  available  acquaint  themselves  with  the  facts 
about  it.  Again  we  urge  all  such  persons  to 
secure  a copy  of  the  public  warning  which  was 
issued  by  the  food  and  drug  administration. 

They  may  do  this  by  writing  to  the  Food  and 
Drug  Administration,  Washington  25,  D.  C. 


HOSPITAL  EXPENSE  INSURANCE 

ENEFIT  payments  to  persons  covered  by 
hospital  expense  insurance  policies  through  the 
nation’s  insurance  companies  have  increased 
more  than  500  per  cent  since  1948,  the  Health 
Insurance  Council  reported  today. 

Designed  to  help  pay  for  hospital  bills,  these 
benefits,  according  to  the  council  have  risen 
at  a faster  rate  than  the  cost  of  hospital  care 


in  the  United  States.  During  the  period  from 
1948  to  1956,  hospital  charges  have  increased 
125  per  cent. 

In  a projection  of  1956  totals  reported  by  in- 
suranee  eompanies  writing  health  insurance  poli- 
cies, the  council  estimates  that  more  than  $1 
billion  in  benefits  will  be  paid  in  1957  under 
hospital  expense  insurance  plans,  as  compared 
to  some  $150  million  received  by  patients  con- 
fined in  hospitals  in  1948.  During  1956  alone, 
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some  $900  million  was  paid  in  hospitalization 
benefits,  added  the  council,  a 500  per  cent  in- 
crease in  nine  years.  These  figures  represent 
payments  made  to  help  cover  the  cost  of  hos- 
pital expenses  only,  and  do  not  include  benefits 
paid  by  insurance  companies  through  other 
types  of  policies  to  cover  the  expenses  of  medical, 
surgical,  and  major  medical  care,  and  for  loss 
of  income  expense  insurance. 

Evaluating  the  report,  the  council  said  that 
the  “growth  in  benefit  payments  reflects  both 
the  greater  proportion  of  hospital  expenses  being 
financed  through  insurance  company  policies,  in- 
cluding practically  every  type  of  charge  for  hos- 
pital care,  and  the  record  expansion  of  these 
voluntary  health  insurance  programs.” 

In  this  connection,  the  council  noted  that 
nearly  40  per  cent,  or  over  8 million  people, 
of  the  21  million  who  entered  a hospital  last 
year  had  insurance  company  policies  to  help 
pay  for  the  cost  of  illness  or  accident.  By  the 
end  of  1956,  a record  66.3  million  Americans 
were  protected  against  the  cost  of  hospital  care, 
both  through  individual  and  family  health 
policies,  and  under  group  insurance  programs. 
This  represents  a 155  per  cent  increase  in  the 
number  of  people  thus  covered  since  1948. 

In  concluding  its  report  of  the  rise  in  benefit 
payments  in  the  last  nine  years,  the  council 
also  noted  that  there  has  been  a decrease  in 
the  time  a patient  remains  in  the  hospital.  Ac- 
cording to  the  American  Hospital  Association, 
the  average  length  of  time  in  short-term  general 
hospitals  in  1948  was  8.1  days  per  patient.  At 
the  end  of  1956,  due  to  the  advance  in  medical 
care  and  treatment,  this  average  was  reduced 
to  7.7  days. 


AEC  MAKES  GRANTS  FOR  NUCLEAR 
TRAINING  IN  MEDICINE 

S IX  MEDICAL  schools  have  received  grants 
from  the  Atomic  Energy  Commission  to  help 
them  obtain  specialized  radiation  equipment 
and  teaching  aids.  They  would  be  used  to  stimu- 
late study  of  radiobiology  and  uses  of  radio- 
isotopes. This  is  the  second  group  of  grants  in 
this  field  since  October.  The  schools  and  their 
grants:  University  of  Pittsburgh,  $25,520;  Uni- 
versity of  North  Carolina,  $15,100;  University  of 
Washington,  $12,600;  Washington  University, 
$14,425;  Vanderbilt  University,  $15,000;  Uni- 
versity of  Chicago,  $8,000. 
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HEALTH  AND  THE  SEXES 

HEALTH  INFORMATION  FOUNDATION 

W OMEN  in  the  United  States  today  live  con- 
siderably longer,  on  the  average,  than  men.  In 
1956,  for  example,  the  life  expectancy  of  females 
at  birth  was  over  six  years  higher.  In  addition, 
the  age-adjusted*  mortality  rate  for  males,  9.6 
per  1,000  population,  exceeded  the  correspond- 
ing rate  for  females  by  well  over  50  per  cent. 

This  better  record  of  women  results  from  the 
more  rapid  decline  of  their  mortality  since  1900, 
rather  than  from  any  increase  in  the  death  rate 
among  men.  While  the  male  death  rate  dropped 
from  1900  to  1956  by  almost  one-half,  the  corre- 
sponding decline  for  females  was  much  larger- 
just  under  two-thirds.  The  mortality  differential 
between  the  sexes  is  now  wider  than  at  any  time 
in  the  history  of  this  country. 

In  1900  the  age-adjusted  death  rate  for  fe- 
males stood  at  17.0,  while  the  corresponding  rate 
for  males,  18.6,  was  about  10  per  cent  higher. 
As  the  mortality  for  both  sexes  declined  with 
time,  the  gap  widened  somewhat,  only  to  nar- 
row again  immediately  after  the  great  influenza 
epidemic  of  1918.  Thereafter  the  long-term  de- 
cline in  mortality  resumed,  with  women  once 
again  benefiting  more  from  medical  progress. 

In  1956,  there  were  228,000  excess  male  deaths 
in  this  country  — 896,500  deaths  among  males 
compared  to  668,500  among  females,  according 
to  preliminary  estimates  by  the  National  Office 
of  Vital  Statistics.  The  annual  differential  has 
numbered  over  100,000  since  well  before  1933 
and  over  200,000  since  1950.  The  excess  would 
currently  be  even  greater  except  that  today  many 
more  women  than  men  are  alive  at  the  older 
ages,  when  the  mortality  risk  is  greatest. 

The  extent  to  which  females  have  benefited 
more  than  males  from  mortality  decline  varies 
widely  by  age.  Even  at  the  turn  of  the  century 
males  had  a less  favorable  record  than  females 
at  all  ages,  but  the  margin  was  not  large  through- 
out much  of  the  life  span.  The  excess  was  high- 
est among  infants— almost  one-fourth;  and  at 
ages  35-64— about  one-seventh. 

The  differential  had  widened  considerably 
since  that  time  at  all  ages  except  infancy  and 
at  85  and  over.  (At  these  oldest  ages  there  has 
even  been  a slight  narrowing  of  the  margin.) 
Currently,  male  mortality  exceeds  female  by  140 

“The  age-adjusted  death  rate  is  used  when  mortality  is  com- 
pared over  a period  of  years,  because  it  allows  for  changes  in 
age  composition  of  the  population. 


per  cent  at  ages  15-24,  where  the  margin  was 
formerly  narrowest,  and  by  87  per  cent  at  55-64. 
Disease  Pattern  Changes 

Excess  male  mortality  is  characteristic  of  near- 
ly all  leading  diseases;  but  the  widening  of  the 
differential  has,  to  a considerable  extent,  been 
associated  with  a shift  in  the  leading  causes  of 
death,  from  the  communicable  diseases  at  the 
turn  of  the  century  to  the  degenerative  diseases 
today. 

In  1900  pneumonia  and  influenza,  tuberculo- 
sis, and  diarrhea  and  enteritis— three  of  the  five 
leading  causes  of  death,  accounting  for  nearly  a 
third  of  the  total— resulted  in  excess  male  mor- 
tality of  only  2,  9,  and  9 per  cent,  respectively. 
By  1955  the  importance  of  these  diseases  had  de- 
clined; although  their  excess  male  mortality  had 
risen  sharply  in  the  interim,  their  effect  on  the 
sex  ratio  for  all  deaths  was  almost  negligible. 

Heart  disease  in  1900  caused  an  excess  male 
mortality  of  only  11  per  cent.  But  after  1920  the 
differential  rose  steadily,  reaching  78  per  cent 
by  1955.  This  rise  was  associated  with  a decline 
in  the  infectious  and  rheumatic  forms  of  the  dis- 
ease, and  a corresponding  increase  in  arterio- 
sclerotic heart  disease,  especially  diseases  of  the 
coronary  arteries.  Male  mortality  from  heart  dis- 
ease is  currently  more  than  twice  the  female  rate 
over  the  entire  age  range  35-64. 

Because  of  the  importance  of  heart  disease  in 
today’s  mortality  picture  (nearly  40  per  cent  of 
all  deaths  in  1956  were  ascribed  to  this  cause)  a 
considerale  proportion  of  the  current  excess  of 
male  deaths  is  accounted  for  by  this  disease 
alone.  It  causes  more  than  half  the  total  disparity 
at  ages  40-74;  thereafter  the  proportion  declines, 
and  is  just  under  one-sixth  at  85  and  over. 

At  the  upper  ages,  in  addition  to  heart  disease, 
malignant  neoplasms  (cancer)  account  for  a siz- 
able proportion  of  the  excess  male  deaths.  Can- 
cer was  a relatively  minor  factor  in  the  mortal- 
ity picture  around  1900,  causing  about  4 per  cent 
of  all  deaths.  At  that  time  female  deaths  from 
this  disease  exceeded  male  by  65  per  cent.  By 
1955  cancer  accounted  for  16  per  cent  of  all 
deaths,  and  there  was  an  excess  inale  mortality 
of  20  per  cent. 

The  male  death  rate  from  cancer  currently 
exceeds  the  female  rate  from  birth  through  the 
ages  of  25-29  and  at  55  and  over.  After  the  early 
20s,  a large  proportion  of  fatal  malignancies  in- 
volve the  female  breast  and  genitals. 
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At  the  older  ages,  the  digestive  system  is  the 
most  common  site,  accounting  for  over  40  per 
cent  of  all  cancer  deaths.  Males  are  most  vulner- 
able, with  their  toll  exceeding  that  of  females  by 
about  50  per  cent  at  ages  60-74.  The  largest  male 
excess  in  cancer  mortality  involves  the  respira- 
tory system;  the  number  of  such  deaths  has  in- 
creased spectacularly  in  recent  years. 

Male  Accident  Toll  High 

By  far  the  highest  excess  of  male  deaths  among 
the  leading  causes,  especially  at  the  younger 
ages,  occurs  among  accidents.  This  cause  alone 
accounts  for  over  four-fifths  of  the  excess  male 
toll  from  all  causes  of  death  at  ages  10-24,  and 
nearly  three-fourths  at  25-34.  The  male  excess  is 
greatest— over  500  per  cent— at  20-24.  (Never- 
theless, even  if  accidents  could  be  eliminated  as 
a cause  of  death,  the  excess  male  mortality  would 
still  be  considerable. ) 

Accidents  are  unique  among  the  leading  causes 
of  death  in  that  the  relative  excess  of  male 
deaths,  although  still  far  larger  than  among  the 
diseases,  has  declined  since  1900.  Much  of  this 
is  due  to  the  drop  in  importance  of  fatal  work 
accidents,  which  take  male  lives  almost  exclu- 
sively. 

Even  before  birth  there  is  a pronounced  dif- 
ference between  the  sexes  in  the  ability  to  sur- 
vive. The  fetal  death  (stillbirth)  rate  for  males 
is  12  per  cent  higher  than  for  females.  The  dis- 
parity rises  to  almost  30  per  cent  in  the  rate  for 
deaths  occurring  within  24  hours  after  birth. 

Prior  to  the  present  era  of  medical  progress, 
maternal  mortality  was  so  high— about  20,000  in 
1900*  in  the  United  States— that  it  represented 
a significant  counterweight  to  excess  male  mor- 
tality. In  addition,  women  often  experienced  the 
effects  of  childbirth  years  later  in  severe  illness 
and  impaired  vitality,  particularly  when  large 
families  were  the  rule  rather  than  the  exception. 
But  within  recent  years,  maternal  mortality  has 
declined  to  such  low  levels— just  under  1,600  in 
1956— that  it  no  longer  represents  a significant 
aspect  of  the  problem. 

Diabetes  mellitus  is  the  only  major  disease 
that  has  a higher  age-adjusted  mortality  rate  for 
women  than  men.  The  death  rate  from  this  dis- 
ease, for  reasons  that  continue  to  remain  ob- 
scure, is  over  35  per  cent  higher  for  females  than 
males.  Nevertheless,  this  has  little  effect  on  the 
total  mortality  situation,  since  in  1956  less  than 


2 per  cent  of  all  deaths  were  ascribed  to  this 
specific  cause. 

The  sex  difference  in  mortality  now  exists 
among  all  sectors  of  the  population,  although 
often  in  unequal  degree.  For  example,  among 
nonwhites,  widening  in  the  sex  differential  has 
lagged  some  years  behind  the  rest  of  the  popu- 
lation, although  the  general  trend  has  been  in 
the  same  direction.  In  1956  the  death  rate  for 
nonwhite  males  exceeded  that  for  nonwhite  fe- 
males by  30  per  cent,  compared  to  a gap  of  over 
60  per  cent  among  whites.  The  shift  from  the 
communicable  to  the  degenerative  diseases  as 
leading  causes  of  death  has  been  less  widespread 
among  nonwhites  than  among  the  total  popula- 
tion. 

Also,  the  larger  the  city,  the  wider  is  the  dif- 
ferential mortality  of  its  residents  by  sex.  Thus, 
in  a recent  study*  of  mortality  in  New  York 
State  exclusive  of  New  York  City  in  1949-51,  the 
excess  of  male  over  female  mortality  within  met- 
ropolitan areas  varied  from  39  per  cent  in  cen- 
tral cities  (population  50,000  and  over)  to  33  in 
other  cities  of  10,000  and  over  and  29  in  places 
of  under  10,000.  Similarly,  outside  metropolitan 
areas,  the  percentages  were  37  in  places  of  10,000 
and  over  and  29  in  places  of  under  10,000. 

Social  and  economic  class  (based  on  occupa- 
tion) is  also  associated  with  the  magnitude  of 
the  sex  ratio  of  mortality.  In  one  study*,  excess 
male  mortality  in  England  and  Wales  was  higher 
between  men  and  wives  of  men  in  professional 
and  intermediate  occupations,  and  lower  for 
skilled,  partly  skilled,  and  unskilled  occupations. 
Morbidity  Differences 

The  situation  is  quite  different,  and  consider- 
ably more  complex,  with  regard  to  illness.  Wom- 
en report  themselves  as  ill  more  often  than  do 
men.  Thus,  in  a series  of  periodic  household  sur- 
veys** of  the  white  population  by  the  United 
States  Public  Health  Service,  females  reported 
1,112  annual  cases  of  illness  (excluding  female 
genital  and  puerperal  causes)  per  1,000  popula- 
tion, 20  per  cent  more  than  the  927  reported  for 
males. 

For  disabling  illness,  i.e.,  illness  in  which  the 

“Data  adapted  from  E.  Parkhurst,  “Differential  Mortality  in 
New  York  State,  Exclusive  of  New  York  City,  by  Sex,  Age,  and 
Cause  of  Death,  According  to  Degree'  of  Urbanization,”  Ameri- 
r 1 f i b,  i ,:9i9-965  (.Aug.  3,  1956. 

“Adapted  from  The  Registrar  General’s  Decennial  Supplement, 
Englancl  and  Wales,  1951,  “Occupational  Mortality,  Part  1,” 
London,  19.54. 

“°S.  D.  Coll.ns  et  al.,  “Sickness  Experience  in  Selected  Areas  of 
the  United  States,”  Public  Health  Monograph  No.  25,  Wash- 
, ,g,  . . J5.5.  1 hese  studies  extended  from  the  1920’.s 

through  the  1940s. 


“Estimated  by  research  department.  Health  Information  Founda- 
tion. 
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patient  is  unable  to  conduct  usual  activities  for 
one  day  or  longer,  and  for  bed  cases,  the  situa- 
tion was  essentially  similar;  Higher  rates  were 
reported  for  females  of  14  and  20  per  cent,  re- 
spectively. The  excess  of  cases  of  chronic  illness 
among  females  was  particularly  large  — 54  per 
cent. 

By  age,  the  frequency  of  reported  illness  was 
higher  among  females  at  all  ages  past  10,  with 
the  highest  excess,  60  per  cent,  at  45-54.  These 
higher  female  rates  spanned  almost  the  entire 
range  of  diagnostic  categories  of  illness. 

Along  with  these  higher  morbidity  rates,  a 
study  in  Washington  State  in  1953  showed  that 
women  consulted  physicians  in  private  practice 
more  often  than  did  men,  even  omitting  visits 
for  purposes  of  health  supervision  or  those  con- 
nected with  childbirth  or  conditions  peculiar  to 
the  female  sex.f  Female  visits  exceeded  those  of 
males  by  4 per  cent,  and  this  excess  would  have 
reached  10  per  cent  if  there  had  been  as  many 
women  as  men  in  the  population  of  that  state. 
On  the  other  hand,  more  U.  S.  males  than  fe- 
males were  hospital  patients  in  1953.* 

The  exact  implications  of  these  studies  are  not 
yet  clear.  For  one  thing,  household  surveys  of 
illness  are  subject  to  various  biases,  including 
both  under-  and  over-reporting,  that  may  be  se- 
lective for  sex.  Women,  the  chief  respondents  in 
these  surveys,  may  be  aware  of,  or  remember, 
their  own  illnesses  better  than  those  of  the  men 
in  their  households.  At  the  same  time,  economic 
and  social  pressure  is  undoubtedly  greater  on  the 
breadwinners  of  the  family— chiefly  men— to  ig- 
nore all  but  the  most  serious  or  disabling  symp- 
toms. 

Studies  of  physicians  in  private  practice  omit 
a large  segment  of  the  physician  population— 
for  example,  those  associated  with  the  veterans’ 
administration,  where  men  constitute  a large  ma- 
jority of  patients.  And  a census  of  hospital  pa- 
tients at  a given  time  presents  at  best  an  incom- 
plete picture,  even  of  hospitalized  morbidity,  un- 
less it  includes  data  on  admission  rates  and 
length  of  hospital  stay.  These  are  presently  un- 
available on  a nation-wide  basis  in  the  detail  re- 
quired. 

Long-Term  Trends 

The  sex  differential  in  mortality  has  left  its 
mark  on  the  population  structure.  In  the  early 

tData  adapted  from  S.  Standish,  Jr.,  et  al..  Why  Patients  See 
Doctors,  University  of  Washington  Press,  Seattle,  1955. 

•F-  G.  Dickinson,  “Age  and  Sex  Distribution  of  Hospital  Pa- 
tients, Bulletin  97,  Bureau  of  Medical  Economic  Research, 
American  Medical  Association,  Chicago,  1955. 


years  of  the  century,  men  enjoyed  numerical  as- 
cendancy in  this  country  in  nearly  all  age  groups. 
This  situation  resulted  from  the  heavy  influx  of 
immigrants,  among  whom  a sizable  majority 
were  males,  as  well  as  from  the  normal  5 to  6 
per  cent  annual  excess  of  male  births. 

When  immigration  diminished,  however,  while 
the  annual  excess  of  male  deaths  grew  ever  larg- 
er, the  male  population  majority  deereased  and 
soon  became  a minority.  Currently  women  out- 
number men  at  all  ages  past  the  mid-20s. 

The  exeess  is  particularly  large— over  a million 
in  1956  and  increasing  steadily— among  persons 
aged  65  and  over.  By  1975,  if  present  trends  eon- 
tinue,  this  exeess  will  have  risen  to  SVa  million; 
women  will  outnumber  men  by  138  to  100.  Even 
at  midlife— 45-64— women  will  exeeed  men  by 
2.2  million,  or  11  per  cent. 

Excess  male  mortality  is  by  no  means  peculiar 
to  the  United  States.  Rather,  it  is  common,  with 
only  minor  exceptions,  throughout  much  of  the 
world.  In  general,  the  differential  is  greatest 
where  life  expectancy  is  highest,  and  widens  as 
each  country’s  mortality  rate  declines.* 

Research  currently  seeks  to  determine  wheth- 
er the  sex  differential  in  mortality  is  due  to  bio- 
logical or  social  (including  environmental)  fac- 
tors. It  is  difficult  to  imagine  that  the  disparity 
during  the  prenatal  and  neonatal  periods,  infan- 
cy, and  even  early  childhood  can  be  the  result 
of  social  factors,  since  the  environment  of  the 
sexes  differs  not  at  all  or  little  during  this  period. 
Even  during  adulthood,  Madigan**  has  made  a 
strong  case  for  biological  causation  by  demon- 
strating significant  differentials  in  the  mortality 
experiences  of  men  and  women  subject  to  almost 
identical  environments.  Implied  is  a greater  eon- 
stitutional  resistance  to  degenerative  disease  on 
the  part  of  women,  which  benefits  them  inereas- 
ingly  as  the  communieable  diseases  and  hazards 
of  maternity  come  under  tighter  control. 

Nevertheless,  the  social  environment  unques- 
tionably has  a significant  role  in  causing  excess 
male  mortality,  especially  from  accidents.  Also, 
the  higher  mortality  differentials  by  sex  in  the 
larger  cities  and  in  the  upper  occupational 
groups  suggest  that  certain  modes  of  living  may 
place  an  unequal  stress  on  males.  Perhaps  men 
more  than  women  are  subject  to  internal  stress, 

“United  Nations,  “Age  and  Sex  Patterns  of  Mortality,”  Popula- 
tion Studies  No.  22,  1955. 

®“F.  C.  Madigan,  “Are  Sex  Mortality  Differentials  Biologically 
Caused?”  The  Milbank  Memorial  Fund  Quarterly,  XXXV, 
2:202-223  (April)  1957. 
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with  a consequent  higher  incidence  of  coronary 
artery  disease  and  ulcers.  Exercise  or  the  lack  of 
it,  smoking,  changing  dietary  habits,  the  propen- 
sity of  women  to  take  greater  advantage  of  med- 
ical facilities— all  these  have  been  suggested  as 
possibly  related  factors.  But  whatever  the  rea- 
sons, it  would  be  well  to  concentrate  medical  re- 
search upon  this  problem  before  American  males 
—especially  those  at  age  45  and  beyond— become 
in  effect  an  underprivileged  segment  of  the  pop- 
ulation. 


NATIONAL  FOUNDATION  FOR 
INFANTILE  PARALYSIS  OFFERS 
FELLOWSHIPS  FOR  TISSUE 
CULTURE  COURSE 

The  National  Foundation  for  Infantile  Paraly- 
sis is  again  offering  fellowships  to  postdoctoral 
investigators,  teachers,  graduate  students  and 
experieneed  laboratory  personnel  with  the  bac- 
calaureate degree  for  participation  in  short 
courses  in  tissue  culture. 

Fellowships  may  be  used  for  study  only  in 
formal  eourses  designed  to  teach  the  principles, 
techniques,  and  application  of  tissue  culture. 
Funds  will  be  awarded  for  the  period  necessary 
to  complete  the  course,  which,  in  most  instances, 
is  not  expected  to  exceed  six  weeks. 

Financial  assistance,  based  on  individual  need, 
may  include  an  allowanee  for  maintenance,  for 
tuition  and  fees  and  for  round-trip  transportation. 

Further  information  and  application  forms 
may  be  obtained  from  the  Division  of  Profes- 
sional Education.  Completed  applieation  should 
reaeh  the  national  foundation  at  least  six  weeks 
prior  to  the  beginning  of  the  course. 

Write:  Division  of  Professional  Education, 

National  Foundation  for  Infantile  Paralysis,  301 
E.  42nd  Street,  New  York  17,  N.Y. 


BASIC  COURSE  IN 
ELECTROCARDIOGRAPHY 


(Prerequisite  to  Advanced  Course)  Monday 
Through  Saturday,  March  31-April  5, 1958.  Room 
120,  University  of  Oklahoma  Medical  Center, 
Oklahoma  City,  Okla. 

This  Course  Will  be  Conducted  By: 

Robert  H.  Bayley,  M.  D.,  Professor  of  Medi- 
cine. 


Loyal  L.  Conrad,  M.  D.,  Assistant  Professor 
of  Medicine. 

T.  Edward  Cuddy,  M.  D.,  Fellow  in  Cardiol- 
ogy. 

Mrs.  Jean  M.  Tueker,  Research  Assistant. 
General  Description: 

Presentations  assume  no  formal  acquaintance 
with  the  subject.  The  essential  physical  basis  of 
the  subject  is  emphasized  throughout.  All  work- 
ing materials  are  furnished.  There  will  be  daily 
practice  sessions  and  review. 

Enrollment  limited  to  30  physicians.  This 
course  is  preparatory  to  the  advanced  course 
which  emphasizes  the  clinical  application  of  elec- 
trocardiographic theory  and  is  offered  in  alter- 
nate years. 


SCHOLARSHIP  FOR  TRAINING  IN 
WORK  WITH  THE  CEREBRAL 
PALSIED 

S CHOLARSHIPS  for  advanced  specialized 
training  in  work  with  the  cerebral  palsied  are 
available  under  a program  sponsored  by  Alpha 
Chi  Omega,  National  Women’s  Fraternity,  and 
the  National  Society  for  Crippled  Children  and 
Adults,  Inc.  Such  training  for  doctors  is  avail- 
able at  the  following  places : 

Cook  County  Graduate  School  of  Medicine 
707  Soutli  Wood  Street 

Chicago  12,  111.  Meyer  Perlstein,  M.  D. 

Children’s  Rehabilitation  Institute 

Reistertown,  Md.  Winthrop  M.  Phelps,  M.  D. 

Postgraduate  Cerebral  Palsy  Courses 

Columbia  University 

College  of  Physicians  and  Surgeons 

630  West  168th  St. 

New  York  32,  N.  Y. 

Any  members  interested  in  such  a scholarship 
should  write  direct  to  the  National  Society  for 
Crippled  Children  and  Adults,  Personnel  and 
Training  Service,  11  South  La  Salle  St.,  Chicago 
3,  111.,  before  April  1,  1958. 


CANCER  CYTOLOGY  SMEARS 

Slides  evaluated  by  Ph.D.  and  M.D.  cytologists. 

24  Hour  Service  All  Materials  Furnished 

Further  Information  On  Request 

DOCTORS'  CHEMISTRY  SERVICE 

901  Sixth  Street,  Santa  Monica,  Calif. 
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AMERICAN  ACADEMY  OF 
GENERAL  PRACTICE 

rsi 

1 HE  American  Academy  of  General  Practice 
10th  Annual  Scientific  Assembly,  March  24-27  in 
Dallas’s  Memorial  Auditorium. 

The  scientific  program  will  feature  35  promi- 
nent physician-authorities.  Ninety  scientific  and 
300  technical  exhibits  will  be  prepared  for  the 
7,000  doctors  and  guests  expected  to  attend. 


ILLINOIS  STATE  MEDICAL 
SOCIETY  SPONSORS  POST  AMA 
MEETING  HAWAIIAN  TOUR 

A WONDERFUL,  colorful  trip  to  the  Hawaiian 
Islands  has  been  planned  in  connection  with  the 
annual  meeting  of  the  American  Medical  Associ- 
ation in  San  Francisco  in  June.  The  journey  will 
be  sponsored  by  the  Illinois  State  Medical  Soci- 
ety for  the  benefit  of  its  members  and  their  fami- 
lies, but  other  physicians  and  their  families  are 
being  invited  to  join  the  group. 

The  party  will  leave  by  air  from  San  Francisco 
the  night  of  June  26  and  arrive  in  Honolulu  the 
following  morning. 

For  physicians  who  wish  to  learn  something 
about  medicine  in  the  Islands  there  will  be  a 
Hawaiian  summer  medical  conference  in  Hono- 
lulu, July  1-3. 

Participants  in  the  tour  will  leave  Honolulu 
July  5,  and  have  the  option  of  returning  to  the 
mainland  overnight  by  air,  or  on  the  luxurious 
air-conditioned  SS  Lurine.  Those  taking  the  boat 
will  be  treated  to  five  days  of  additional  enjoy- 
ment, and  arrive  in  Los  Angeles,  July  10. 

The  trip  can  be  made  for  as  little  as  $533.  A 
descriptive  brochure,  with  complete  information, 
may  be  had  by  writing  to  Mr.  M.  W.  Moloney, 
vice  president  of  the  Harvey  T.  Mason  Travel 
Company,  Inc.,  Professional  Building,  “Old  Or- 
chard,” Skokie,  111. 


THE  AMERICAN  CONGRESS  OF 
PHYSICAL  MEDICINE  AND 
REHABILITATION 

T 

I HE  36th  annual  scientific  and  clinical  session 
of  the  American  Congress  of  Physical  Medicine 
and  Rehabilitation  will  be  held  Aug.  24-29,  1958 


inclusive,  at  the  Bellevue  Stratford  Hotel,  Phila- 
delphia. 

Scientific  and  clinical  sessions  will  be  given 
Aug.  25,  26,  27,  28,  and  29.  All  sessions  will  be 
open  to  members  of  the  medical  profession  in 
good  standing  with  the  American  Medical  As- 
sociation. 

Full  information  may  be  obtained  by  writing 
to  the  executive  secretary,  Dorothea  C.  Augus- 
tin, American  Congress  of  Physical  Medicine  and 
Rehabilitation,  30  North  Michigan  Ave.,  Chica- 
go 2,  111. 

CYTOLOGY  AND  CANCER  OF 
THE  CERVIX 

I N THIS  brief  pamphlet  of  12  pages  by  the 
American  Cancer  Society,  the  rationale,  the 
method,  the  reason,  the  potential  results  are 
given,  which  establish  why  the  cervix  should 
be  studied  cytologically.  The  references  are  in 
large  part,  classic,  basic  material  on  this  subject 
which  are  valuable  for  clinicians  and  path- 
ologists alike.  The  chart  on  follow-up  procedures, 
on  the  inside  back  cover,  is  presented  in  the 
interest  of  thoroughness  in  the  use  of  the  method 
and  practical  guidance  in  circumstance  of  symp- 
toms and/or  positive  or  suspicious  smears. 

This  pamphlet  is  readily  available  upon  re- 
quest from  the  Arizona  division  of  the  American 
Cancer  Society. 

MEDICAL  EQUIPMENT  SERVICE 


THE  ARIZONA  MEDICAL  EQUIPMENT 
& SERVICE  CO. 

All  Types  And  Makes  Of  Medical  & Scientific  Apparatus 
Repaired 

Majority  of  all  repair  parts  in  stock  and  immediately  available. 

1005-B  N.  7th  Street,  Phoenix,  AL  3-9155  or  CR  4-4171 


RADIUM  and  RADIUM  D+E 

(Including  Radium  Applicators) 

FOR  ALL  MEDICAL  PURPOSES 
Est.  1919 

Quincy  X-Ray  and  Radium  Laboratories 
(Owned  and  Directed  by  a Physician-Radiologist) 
Harold  Swanberg,  B.  S.,  M.  D.,  Director 
W.  C.  U.  Bldg.  Quincy,  Illinois 


TASTY, 

FAST-ACTING 
ORAL  FORM 
OF  CITRATE-BUFFERED 
I^H  ACHROMYCIN  V 

I 


TETRACYCLINE  BUFFERED  WITH  SODIUM  CITRATE 


aqueous 
ready-to-use 
freely  miscible 


• accelerated  absorption  in  the  gastro- 
intestinal tract 

• early,  high  peaks  of  concentration  in  body 
tissue  and  fluid 

• quick  control  of  a wide  variety  of  infections 

• unsurpassed,  true  broad-spectrum  action 

• minimal  side  effects 

• well-tolerated  by  patients  of  all  ages 

ACHROMYCIN  V SYRUP: 

Orange  Flavor.  Each  teaspoonful  (5  cc.) 
contains  125  mg.  of  tetracycline,  HCI  equivalent, 
citrate-buffered.  Bottles  of  2 and  16  fl.  oz. 

DOSAGE: 

6-7  mg.  per  lb.  of  body  weight  per  day. 

♦Reg.  U.S.  Pat.  Off. 

LEDERLE  LABORATORIES  DIVISION 
AMERICAN  CYANAMID  COMPANY 
PEARL  RIVER.  NEW  YORK 
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The  Case  History  in  this  discussion  is  selected 
from  the  Case  Records  of  the  Massachusetts  Gen- 
eral Hospital,  and  reprinted  from  the  New  England 
Journal  of  Medicine.  The  discussant  under  Differ- 
ential Diagnosis  is  a member  of  the  staff  of  the 
Massachusetts  General  Hospital.  The  other  dis- 
cussants are  members  of  the  Phoenix  Clinical  Club. 


MASSACHUSETTS  GENERAL 
HOSPITAL 

PRESENTATION  OF 
CASE  43162 

A 58-YEAR-OLD  woman  entered  the  hospital 
because  of  loss  of  weight. 

She  was  said  to  have  had  “nephritis”  with  al- 
buminuria during  two  pregnancies  21  and  32 
years  previously.  Both  pregnancies  terminated 
with  stillbirths.  Fifteen  years  before  admission, 
a subtotal  gastrectomy  and  posterior  gastroen- 
terostomy were  performed  because  of  a long 
standing  duodenal  ulcer  that  failed  to  heal  with 
medical  therapy.  Physical  examination  at  that 
time  revealed  a blood  pressure  of  148  systolic, 
100  diastolic.  The  urine  gave  a three-plus  test 
for  albumin;  the  sediment  contained  an  occa- 
sional red  cell  and  10  to  30  white  cells  per  high- 
power  field. 

Examination  of  the  blood  showed  a hemoglo- 
bin of  11.8  gm  per  100  ml.  and  normal  white-cell 
counts.  The  nonprotein  nitrogen  ranged  between 
42  mg.  and  56  mg.  per  100  ml.  X-ray  films  dem- 
onstrated a dense,  granular  appearance  of  the 
bones  of  the  spine  and  pelvis;  punctate  calcifica- 
tions were  seen  to  the  right  of  the  first  lumbar 
vertebra.  Subsequently,  the  patient  felt  well  ex- 
cept for  nocturnal  episodes  of  generalized  pruri- 
tus and  epigastric  fullness  after  large  meals.  One 
year  later,  an  upper  gastrointestinal  series 
showed  thickening  of  the  mucosal  folds  of  the 
remainder  of  the  stomach;  there  was  prompt  pas- 
sage of  the  barium  through  the  stoma  into  a nor- 
mal-appearing jejunum.  The  phenolsulfonphtha- 
lein  excretion  was  19  per  cent  after  30  minutes 
and  49  per  cent  after  one  and  a half  hours.  The 
hemoglobin  was  6.8  gm.  per  100  ml.  The  non- 
protein nitrogen  was  44  mg.  per  100  ml.  After 
two  transfusions  of  blood,  the  hemoglobin  rose 
to  10  gm.  per  100  ml. 


Nine  years  before  entry  she  noted  postprandi- 
al mid-epigastric  burning  that  occurred  about 
twice  weekly  and  occasionally  at  night.  Physical 
examination  showed  the  left  border  of  cardiac 
dullness  to  extend  10  cm.  to  the  left  of  the  ster- 
num. An  upper  gastrointestinal  series  showed  no 
change  from  the  previous  examination  except  for 
failure  of  the  afferent  loop  of  jejunum  to  fill 
with  barium.  A Graham  test  was  negative. 

One  year  later  an  upper  gastrointestinal  series  i 
demonstrated  a normally  functioning  anastomo-  I 
sis;  increased  density  of  the  bones  with  coarsen- 
ing of  the  trabecular  pattern  was  noted.  Six 
years  before  admission,  the  blood  pressure  was 
160  systolic,  80  diastolic.  The  urine  gave  a one- 
plus  test  for  albumin;  the  sediment  contained  a 
rare  red  cell  and  white  cell  per  high-power  field. 
The  phenolsulfonphthalein  excretion  was  10  per 
cent  in  30  minutes  and  33  per  cent  after  two 
hours.  The  hemoglobin  was  13.2  gm.  per  100  ml. 
The  non-protein  nitrogen  was  60  mg.,  the  total 
protein  6.5  gm.,  the  albumin  4.5  gm.  and  the 
globulin  2 gm.  per  100  ml.  Mild  symptoms  of  the 
“dumping”  syndrome  were  treated  with  atropine 
and  belladonna.  Otherwise,  the  patient  felt  well 
and  continued  to  work  in  a factory. 

Between  four  and  two  years  before  admission, 
she  noted  gradually  increasing  pruritus  of  the 
arms  and  legs  as  well  as  a loss  in  weight  from 
115  to  107  pounds.  Two  years  before  entry,  phy- 
sical examination  showed  no  change.  The  blood 
pressure  was  160  systolic,  96  diastolic.  The  urine 
concentration  test  showed  specific  gravities  of 
1.010,  1.011  and  1.010.  The  phenolsulfonphtha- 
lein excretion  was  less  than  5 per  cent  in  30  min- 
utes and  less  than  20  per  cent  after  two  hours. 
The  hemoglobin  was  11.4  gm.  per  100  ml.  The 
nonprotein  nitrogen  was  88  mg.,  the  total  pro- 
tein 5.7  gm.,  the  albumin  4.1  gm.,  the  globulin 
1.6  gm.,  and  the  bilirubin  less  than  0.2  mg.  per 
100  ml.  The  alkaline  phosphatase  was  25.1  units. 
Bromsulfalein  retention  was  1 per  cent,  and 
cephalin  flocculation  was  negative. 

Stool  specimens  were  normal.  There  was  no 
steatorrhea.  Subsequently,  she  felt  well  except 
for  occasional  epigastric  distress  and  postpran- 
dial fatigue.  The  weight  gradually  fell  to  91 
pounds  in  spite  of  a good  appetite.  During  the 
severaj  months  before  admission,  she  noted  pain 
in  the  thoracic  spine,  with  rounding  of  the  shoul- 
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ders  and  a loss  of  several  inches  in  height,  and 
pain  and  swelling  of  the  left  knee.  She  drank 
large  quantities  of  milk  during  the  two  months 
before  entry. 

Physical  examination  showed  a very  thin,  alert 
woman  in  no  distress.  Ophthalmologic  examina- 
tion revealed  a white  deposit  in  the  paralimbal 
regions  of  both  corneas.  The  heart  was  enlarged 
to  the  left.  A Grade  3 apical  systolic  murmur 
was  audible  over  the  precordium.  Examination 
of  the  abdomen  was  negative  except  for  a surgi- 
cal scar.  The  left  knee  was  swollen,  erythema- 
tous and  warm;  its  motion  was  normal.  There 
was  no  edema. 

The  temperature  was  98.4°  F,  the  pulse  84,  and 
the  respirations  20.  The  blood  pressure  was  170 
systolic,  95  diastolic. 

The  urine  gave  a one-plus  test  for  albumin; 
the  sediment  contained  three  red  cells,  eight 
white  cells  and  numerous  bacteria  per  high-pow- 
er  field.  The  concentration  test  showed  specific 
gravities  of  1.009,  1.012  and  1.012.  The  urinary 
calcium  was  52.7  mg.,  and  the  phosphorus  510 
mg.  per  24  hours  (total  volume,  1,700  ml.).  The 
creatinine  clearance  was  21  liters  per  24  hours. 
Examination  of  the  blood  revealed  a hemoglobin 
of  10  gm.  per  100  ml.  and  a white-cell  count  of 
5,000.  The  nonprotein  nitrogen  was  81  mg.,  the 
total  protein  5.8  mg.,  the  albumin  4 gm.,  the 
globulin  1.8  mg.,  the  calcium  11  and  11.7  mg., 
the  phosphorus  6 mg.,  the  fasting  blood  sugar  90 
mg.,  the  creatinine  3.6  mg.,  the  uric  acid  6.1 
mg.,  and  the  cholesterol  241  mg.  per  100  ml. 
The  potassium  was  4.5  milliequiv.,  and  the  car 
bon  dioxide  18  milliequiv.  per  liter.  The  pro 
thrombin  content  was  82  per  cent.  The  alkaline 
phosphatase  was  43.8  and  63  units. 

Stool  specimens  were  dark  brown  and  formed 
and  gave  negative  guaiac  tests;  there  was  a nor- 
mal amount  of  neutral  fat;  soaps  and  other  fat 
combinations  were  increased  (three  plus);  no 
undigested  muscle  fibers  were  seen.  X-ray  films 
of  the  chest  demonstrated  cardiac  enlargement. 
Films  of  the  upper  spine  showed  moderate  ky- 
phoscoliosis with  a dense,  coarse,  granular  pat- 
tern of  the  thoracic  vertebras;  the  abdominal 
calcifications  noted  in  previous  films  were  in  the 
same  location.  Films  of  the  knees  demonstrated 
some  degenerative  changes;  the  mineral  content 
of  the  bones  was  good.  Dental  films  showed  the 
teeth  to  be  in  good  condition;  no  lamina  dura 
was  identified. 

With  Amphojel  and  a low-carbohydrate,  low- 


calcium  diet  without  added  salt  there  were  no 
gastrointestinal  symptoms,  and  the  weight  re- 
mained about  the  same.  The  pain  and  swelling 
in  the  left  knee  subsided. 

An  operation  was  performed  two  months  after 
admission. 

HOWARD  C.  LAWRENCE,  M.D. 

It  is  my  belief  that  a physician  dealing  with 
medical  diagnosis  each  day  would  be  moderate- 
ly stressed  in  making  the  diagnosis  of  the  case 
under  discussion;  a surgical  clinician  would  find 
it  difficult;  I,  as  a practitioner  of  one  of  the  so- 
called  minor  surgical  specialties,  find  it  almost 
impossible. 

The  long-standing  history  of  kidney  disease, 
including  “nephritis”  during  two  pregnancies,  a 
gradually  increasing  NPN,  gradually  rising  blood 
pressure,  constant  albuminuria,  etc.,  is  consistent 
with  a diagnosis  of  chronic  nephritis  with  renal 
insufficiency.  Because  there  is  no  history  of  re- 
current febrile  episodes,  I believe  the  diagnosis 
is  chronic  glomerulonephritis  rather  than  chronic 
pyelonephritis. 

Associated  with  this  chronic  renal  disease,  the 
patient  has  hypertension,  cardiac  enlargement, 
steadily  deteriorating  renal  function  as  shown  by 
repeated  PSP  tests,  increasing  NPN,  elevated 
blood  phosphorus,  creatinine,  and  uric  acid.  I 
also  believe  that  she  has  calcinosis  (evidenced 
by  the  corneal  calcific  deposits  and  the  punctate 
calcifications  seen  to  the  right  of  the  first  lumbar 
vertebra ) . 

From  the  laboratory  standpoint,  the  patient 
has  a recurrent  anemia,  numerous  evidences  of 
azotemia,  a gradually  increasing  alkaline  phos- 
phatase, no  gross  liver  disease,  normal  or  slightly 
elevated  blood  calcium,  a high  blood  phosphorus, 
a low  urine  calcium  and  a high  urine  phosphorus. 
In  addition,  to  the  diagnosis  of  chronic  glomeru- 
lonephritis with  real  insufficiency,  calcinosis,  hy- 
pertension, anemia  and  cardiac  enlargement, 
there  are  numerous  other  diagnoses  which  will 
have  to  be  considered;  these  include:  Burnett  or 
milk-alkali  syndrome,  renal  osteodystrophy,  pri- 
mary or  secondary  hyperparathyroidism,  and 
hyperparathyroidism  producing  secondary  renal 
changes  with  insufficiency. 

In  1949  Burnett  and  his  associates  described 
six  cases  of  a new  syndrome  characterized  by 
hypercalcemia  without  hypercalcinuria  or  hypo- 
phosphatemia, with  calcinosis,  ocular  lesions  and 
renal  insufficiency  following  prolonged  intake  of 
milk  and  alkalis  in  the  treatment  of  peptic  ulcer. 
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All  of  these  cases  demonstrated  a normal  serum 
alkaline  phosphatase  and  a mild  alkalosis.  In 
each  instance  there  was  improvement  on  an  in- 
take low  in  mild  and  absorbable  alkali.  It  is  to 
be  noted  that  the  protocol  indicates  a long-stand- 
ing history  of  upper  gastro-intestinal  disease  re- 
quiring partial  gastrectomy  at  the  age  of  43;  it 
also  states  that  she  had  drunk  large  quantities 
of  milk  during  the  two  months  before  entry. 
Some  of  the  historical  data  supports  the  diagno- 
sis of  milk-alkali  syndrome;  however,  our  pa- 
tient has"  an  acidosis  rather  than  an  alkalosis  and 
there  is  marked  elevation  of  the  alkaline  phos- 
phatase. I do  not  believe  this  diagnosis  is  a ten- 
able one. 

In  June  1956,  Atlas  et  al.,  reported  their  doubts 
that  some  of  the  cases  reported  as  milk-alkali 
syndrome  were  properly  diagnosed.  They  felt 
that  in  some  instances  the  diagnosis  of  hyper- 
parathyroidism was  the  proper  one.  Kyle,  in 
1954,  published  an  interesting  article  on  the  dif- 
ferentiation of  hyperparathyroidism  and  the 
milk-alkali  syndrome. 

To  further  confuse  the  picture,  it  is  possible 
for  chronic,  long-standing  kidney  disease  to  pro- 
duce secondary  parathyroid  hyperplasia,  and 
chronic  renal  disease  with  insufficiency  can  oc- 
cur as  a secondary  feature  of  primary  hyperpara- 
thryroidism.  And,  finally,  chronic  renal  disease 
and  parathyroid  adenoma  or  hyperplasia  can  de- 
velop as  separate  entities  in  the  same  individual. 

Can  we  correlate  the  patient’s  chronic  ulcer 
history  with  hyperparathyroidism?  It  has  been 
reported  in  one  series  of  patients  with  hyper- 
parathyroidism that  24  per  cent  had  clinical  evi- 
dence of  peptic  ulcer  at  one  time  or  another,  and 
an  additional  15  to  20  per  cent  of  these  patients 
had  some  ulcer-like  symptoms  without  demon- 
strable x-ray  evidence  of  ulcer.  It  was  also 
stressed  that  peptic  ulcers  associated  with  hyper- 
parathyroidism respond  poorly  to  medical  and 
surgical  treatment  until  the  hyperparathyroidism 
is  cured,  whereupon  they  become  more  amena- 
ble to  therapy. 

Our  patient  s chronic  upper  GI  problems  were 
not  relieved  by  the  gastrectomy  carried  out  15 
years  before  the  current  admission.  At  the  time 
of  her  gastric  surgery,  she  had  chronic  bone 
changes  in  the  spine  and  pelvis  and  probable 
calcinosis  of  the  right  kidney  area  which  I be- 
lieve can  be  interpreted  as  evidences  of  para- 
thyroid disease.  I shall  try  to  support  the  diag- 


nosis of  adenoma  of  the  parathyroid  and  chronic 
glomerulonephritis  with  renal  insufficiency. 

I believe  that  the  osseous  changes  could  be 
explained  on  either  a renal  or  parathyroid  basis. 
Renal  insufficiency  of  long  standing  may  lead  to 
abnormal  changes  in  the  bone  that  cannot  be 
distinguished  roentgenologically  from  those 
caused  by  primary  hyperparathyroidism.  This 
type  of  renal  disease  with  disturbance  of  the 
bone  is  best  referred  to  as  renal  osteodystrophy. 
Any  condition  which  leads  to  glomerular  insuffi- 
cency  will  cause  this  condition. 

Patients  with  primary  hyperparathyroidism 
often  develop  renal  damage  as  a result  of  exces- 
sive excretion  of  calcium,  and  ultimately  this 
causes  such  damage  to  the  kidney  that  phospho- 
rus is  retained  in  the  serum.  When  this  comph- 
cation  of  primary  hyperparathyroidism  occurs,  it 
is  often  difficult  to  distinguish  primary  hyper- 
parathyroidism with  secondary  renal  damage 
from  renal  osteodystrophy  with  secondary  hyper- 
parathyroidism. It  is  important,  however,  that 
the  differential  diagnosis  be  made  if  at  all  possi- 
ble, since  operation  is  mandatory  in  cases  of  pri- 
mary hyperparathyroidism,  whereas  an  opera- 
tion would  be  not  only  useless  but  harmful  in 
cases  of  renal  osteodystrophy.  Characteristic 
x-ray  changes  in  either  case  are  subperiosteal  re- 
sorption of  bone,  loss  of  lamina  dura,  accompa- 
nied by  other  changes  around  teeth,  and  granu- 
lar decalcification  of  the  calvarium.  The  protocol 
does  not  report  any  x-rays  of  the  hands  or  skull. 
Changes  in  the  appearance  of  the  vertebrae  are 
not  constant  but  in  some  cases  the  trabeculae  are 
reported  as  appearing  unusually  coarse  and 
prominent.  The  loss  of  the  lamina  dura  strongly 
supports  the  diagnosis  of  hyperparathyroidism, 
although  it  is  also  seen  in  early  Paget’s  disease 
and  osteomalacia. 

I conclude  this  patient  has  had  a chronic  ne- 
phritis of  30  years’  standing  which  has  been  pro- 
gressive with  increasing  evidences  of  renal  in- 
sufficiency. I believe  that  she  also  has  a hyper- 
parathyroidism due  to  an  adenoma  of  the  para- 
thyroid, that  this  disease  process  is  of  long  stand- 
ing and  probably  explains  the  failure  of  satis- 
factory clinical  response  to  both  medical  and 
surgical  management  of  her  peptic  ulcer.  It  is  to 
be  emphasized  that  she  had  chronic  bone 
changes  consistent  with  either  hyperparathyroid- 
ism or  renal  osteodystrophy  as  long  as  15  years 
prior  to  the  current  admission.  I believe  the 
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surgery  was  a neck  exploratory  procedure  and 
that  an  adenoma  or  adenomas  of  the  parathy- 
roid were  found.  I further  believe  this  patient’s 
prognosis  to  be  poor  because  of  the  severe  kid- 
ney disease. 

DIAGNOSES: 

( 1 ) Hyperparathyroidism  due  to  parathyroid 

adenoma. 

(2)  Chronic  glomerulonephritis  with  marked 

renal  insufficiency. 

(3)  Advanced  calcinosis  and  osteodystrophy 

due  to  both  kidney  and  parathyroid 

disease. 

(4)  Hypertension  with  cardiac  enlargement. 

ROGER  WHITE,  M.D. 

The  case  for  discussion  today  is  certainly  a 
most  interesting  and  challenging  one;  however, 
I must  admit  at  the  start  that  despite  a great  deal 
of  extensive  reading  on  probably  a number  of 
completely  unrelated  subjects,  I feel  no  more 
sure  of  my  answer  after  this  investigation  than 
I did  after  having  read  the  first  paragraph  of  the 
protocol  for  the  first  time. 

The  case  is  essentially  that  of  a woman  with  a 
chronic  nephritis,  a long  history  of  epigastric 
distress  and  upper  gastrointestinal  dysfunction, 
generalized  pruritis  and  some  indirect  evidence 
of  abnormal  calcium,  phosphorus  and  uric  acid 
metabolism.  We  have  a few  positive  laboratory 
and  physical  findings  which  will  be  found  to  be 
present  singly  or  in  combination  with  other  fac- 
tors in  each  of  the  clinical  entities  we  discussed; 
however,  it  is  quite  obvious  that  all  of  these 
can  fit  only  one  clinical  entity  and  that  is  my  job 
—to  find  that  one. 

We  have.  No.  1,  metastatic  calcification  or  evi- 
dence of  it  as  by  the  x-ray  report  of  punctate 
calcification  seen  to  the  right  of  the  first  lumbar 
vertebra.  This  metastatic  calcification  can  be 
found  in  hyperparathryroidism,  hypervitamino- 
sis  D,  renal  rickets,  renal  osteitis  fibrosa  and, 
less  commonly,  in  multiple  myeloma;  myeloge- 
nous leukemia,  extensive  skeletal  metatases  and 
in  marble  bone  disease,  to  mention  a few.  The 
x-ray  report  of  a dense  granular  appearance  of 
the  bones  of  the  spine  and  pelvis  can  be  found 
also  in  any  of  the  above-mentioned  clinical  en- 
tities. Another  striking  and  persistent  feature  of 
the  latter  part  of  the  clinical  course  is  the  mark- 
edly elevated  alkaline  phosphatase  activity.  This 
reached  a very  high  level  at  the  time  the  proto- 
col came  to  a close. 

Serum  phosphatase  activity  is  consistently  in- 


creased in  active  rickets.  High  values,  15  to  125 
units,  are  obtained  rather  consistently  in  poly- 
ostotic forms  of  Paget’s  disease.  Normal  or  only 
slightly  increased  activity  may  occur  in  cases  of 
localized  involvement  of  one  or  two  bones. 
Slightly  elevated  values,  five  to  15  units,  have 
been  reported  occasionally  in  patients  with  os- 
teoporosis, marked  hyperthyroidism,  osteomala- 
cia, metastatic  carcinoma,  osteogenic  sarcoma, 
Hodgkin’s  disease,  lymphosarcoma  with  bone  in- 
volvement, polyostotic  fibrous  dysplasia,  Gauch- 
er’s disease,  marble  bone  disease  and,  rarely,  in 
renal  rickets  and  multiple  myeloma.  Serum  phos- 
phatase activity  is  increased  in  a large  portion  of 
patients  with  obstructive  and  hepatocellular 
types  of  jaundice,  levels  rising  to  as  high  as  60 
units.  However,  it  seems  to  me  that  evidence  of 
hepatic  disease  has  been  very  clearly  ruled  out 
in  this  case. 

Urinary  calcium  and  phosphorus  excretion  in 
this  case  are  purportedly  within  normal  limits. 
One  would  expect  if  this  were  a true  hyperpara- 
thyroidism to  find  a marked  increase  in  both 
urinary  calcium  and  phosphorus  output.  The  re- 
ported laboratory  values  for  serum  calcium  and 
phosphorus  are  somewhat  more  difficult  to  inter- 
pret in  the  light  of  our  thinking  concerning  the 
nature  of  this  case.  In  a classical  hyperparathy- 
roidism one  should  find  a markedly  elevated 
serum  phosphorus  and  a markedly  reduced  se- 
rum calcium;  however,  as  the  disease  progresses 
with  progressive  renal  dysfunction,  which  is  an 
inescapable  part  of  chronic  hyperparathyroidism, 
serum  calcium  levels  may  rise  to  near  normal  or 
low  normal  levels,  and  serum  phosphorus  levels 
may  fall  to  normal  or  high  normal. 

This  brief  discussion  of  these  laboratory  char- 
acteristics that  typify  the  clinical  entities  dis- 
cussed above  seems  to  me  to  be  commonly  ap- 
plicable to  only  two  conditions.  Number  one, 
primary  hyperparathyroidism  and,  two,  chronic 
glomerulonephritis. 

I will  first  discuss  hyperparathyroidism  as  a 
possible  cause  of  this  woman’s  difficulty.  The 
skeletal  lesions  of  hyperparathyroidism  vary  con- 
siderably and  include  generalized  demineraliza- 
tion, multiple  foci  of  osteitis  fibrosa,  single  or 
multilocular  cysts,  hemorrhages,  cortical  thinning 
and  localized  expansion  of  the  bones  leading  to 
fracture  and  deformity.  Changes  also  occur  in 
other  tissues.  The  majority  result  from  the  direct 
action  of  excessive  amounts  of  parathyroid  hor- 
mone or  from  precipitation  of  calcium  phosphate. 
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Degenerative  changes  may  be  found  in  the  renal 
tubular  epithelium,  heart  muscle,  in  gastric  mu- 
cosa. Calcific  deposits,  probably  erroneously 
termed  metastatic  calcification,  may  occur  in 
these  situations  and  also  in  the  lungs  and  the 
walls  of  the  arteries.  Serious  pathological  changes 
in  the  kidneys  are  perhaps  the  most  common  of 
the  extra  skeletal  lesions,  occurring  in  about  50 
per  cent  of  the  cases. 

Clinical  features  can  be  briefly  outlined  as 
follows:  About  70  per  cent  of  the  reported  cases 
have  been  in  women.  The  condition  occurs  most 
commonly  between  the  ages  of  20  and  60  years. 
Anorexia  and  constipation  are  often  troublesome 
features  due,  probably,  to  the  existing  hypercal- 
cemia. There  may  be  periodic,  recurring  bouts 
of  nausea  and  vomiting,  at  times  a severe  ab- 
dominal pain,  these  attacks  usually  lasting  for  a 
few  days  to  two  weeks.  Urinary  tract  symptoms 
include  polyuria,  polydypsia,  frequency  of  uri- 
nation, enuresis,  nocturia,  dysuria,  renal  colic, 
pyemia,  and  other  manifestations  of  stone  in 
the  urinary  passages,  or  renal  failure.  Renal  com- 
plications have  been  reported  in  30  to  70  per 
cent  of  cases  of  hyperparathyroidism.  Miscella- 
neous symptoms  include  lassitude  and  muscular 
weakness,  probably  dependent  upon  muscular 
hypotonia  due  to  hypercalcemia.  Loss  of  appe- 
tite and  loss  of  weight  are  nearly  always  present 
and  may  lead  to  profound  emaciation.  There 
may  be  extreme  dehydration  and  a base  deficit 
as  a result  of  prolonged  polyuria  and  a loss  of 
sodium  and  other  electrolytes  in  the  urine.  Re- 
spiratory difficulty  and  reduction  in  height  may 
result  in  deformities  of  the  thorax  ( kyphosis  and 
scoliosis)  due  to  softening  and  fractures.  The 
metabolic  manifestations  of  hyperparathyroid- 
ism have  been  discussed. 

Although  not  specific  for  hyperparathyroidism, 
two  findings  noted  in  this  case  are  frequently 
found.  One,  a white  deposit  in  the  paralimbal  re- 
gions of  both  corneas  on  opthalmologic  examina- 
tion and  the  loss  of  the  lamina  dura  on  the  den- 
tal films.  The  other  clinical  entity  that  deserves 
equally  serious  consideration  is  chronic  glomer- 
ulonephritis. This  woman’s  bad  obstetric  history 
and  apparent  long-standing  history  of  chronic 
nephritis  indicates  that  she  had  a relatively 
marked  degree  of  renal  dysfunction  dating  back 
many  years,  perhaps  many  years  prior  to  the 
date  of  the  beginning  of  this  protocol.  Hypocal- 
cemia is  occasionally  observed  in  non-nephrotic 


forms  of  chronic  glomerulonephritis  in  the  stage 
of  renal  functional  failure.  It  occurs  usually  in 
the  late  stages  of  this  condition  and  is  associated 
with  and  perhaps  dependent  upon  the  increase 
in  the  serum  phosphorus  which  is  present  in  such 
cases.  The  concentration  of  calcium  varies  in- 
versely with  that  of  phosphorus.  Values  as  low 
as  4 to  6 milligrams  have  been  observed  occa- 
sionally. In  many  cases,  the  decrease  in  serum 
calcium  is  contributed  to  by  the  presence  of  hy- 
perproteinemia  which  certainly  was  not  the  case 
in  this  protocol.  It  is  believed  by  some  that  hy- 
pocalcemia may  be  responsible  for  certain  of  the 
manifestations  of  uremia.  Chemical  changes  may 
occur  in  chronic  nephritis  or  in  the  congenital 
urinary  tract  defects,  their  character  varying 
from  generalized  osteoporosis  to  cyst  formation 
and  deformities  with  extensive  metastatic  calci- 
fication. Occurring  during  the  period  of  skeletal 
growth,  the  condition  has  been  termed  renal 
rickets  or  renal  dwarfism.  A similar  condition 
may  occur  in  adults  with  fibrocystic  changes  in 
all  bones  and  metastatic  calcification,  particu- 
larly in  the  media  of  the  arteries,  and  in  the 
neighborhood  of  the  joints.  This  has  been  termed 
renal  osteitis  fibrosa  cystica  and  is  regarded  as 
the  adult  counterpart  of  renal  rickets.  In  both 
forms  there  are  evidences  of  long-existing  renal 
failure,  usually  marked  acidosis,  hyperphospha- 
temia, usually  normal  or  slightly  reduced  serum 
calcium  concentration,  and  generally  normal 
serum  phosphatase  activity. 

Parathyroid  hyperplasia  has  been  found  in  a 
large  proportion  of  such  cases,  being  probably 
compensatory  in  nature  and  induced  by  the  pro- 
longed increase  in  serum  phosphorus.  All  the 
parathyroid  glands  are  increased  in  size  when 
hyperplasia  is  present.  The  nature  and  extent  of 
the  skeletal  changes  are  not  directly  proportion- 
ate to  the  degree  of  hyperplasia,  indeed  may  be 
marked  in  the  absence  of  the  latter,  suggesting 
that  the  bone  lesions  are  not  caused  by  hyper- 
parathyroidism in  such  cases.  It  appears  proba- 
ble that  the  bone  changes  are  dependent  pri- 
marily upon  the  effects  of  (a)  acidosis  and  (b) 
inadequate  absorption  of  calcium  resulting  from 
the  excretion  into  the  intestine  of  large  amounts 
of  phosphorus  which  would  have  been  elimina- 
ted in  the  urine  under  conditions  of  normal  renal 
function.  Differentiation  of  this  cond'tion  from 
hyperparathyroidism  may  be  very  difficult.  Re- 
nal rickets  may  present  all  of  the  cardinal  clin- 
ical and  laboratory  features  of  hyperparathyroid- 
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there  is  one  tranquilizer  clearly  indicated  in  psptiC  UlCSf... 


•Tests  in  a series  of  25  patients  show  that 
there  is  “a  definite  and  distinct  lowering 
[of  both  volume  of  secretions  and  of  free 
hydrochloric  acid]  in  the  majority  of 
patients.  . . . No  patients  had  shown  any 
increase  in  gastric  secretions  following  ad- 
ministration of  the  drug.”^ 

Now  you  have  4 advantages  when 
you  calm  ulcer  patients  with  atarax: 

1.  ATARAX  suppresses  gastric  secretions; 
others  commonly  increase  acidity. 

2.  ATARAX  is  “the  safest  of  the  mild  tran- 
quilizers.”^ (No  parkinsonian  effect 
or  blood  dyscrasias  ever  reported.) 

3.  It  is  effective  in  9 of  every  10  tense 
and  anxious  patients. 

4.  Five  dosage  forms  give  you  maximum 
flexibility. 

supplied;  lO,  25  and  100  mg.  tablets,  bottles  of 
100.  Syrup,  pint  bottles.  Parenteral  Solution, 
10  cc.  multiple-dose  vials. 

references:  l.  Strub,  I.  H. ; Personal  commu- 
nication. 2.  Ayd,  F.  J.,  Jr.:  presented  at  Ohio 
Assembly  of  General  Practice,  7th  Annual 
Scientific  Assembly,  Columbus,  September  18- 
19,  1957. 


New  York  17,  New  York 

Division,  Chas.  Pfizer  & Co.,  Inc, 
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ism,  complicated  by  renal  functional  impair- 
ment. It  usually  differs  in  the  following  respeets. 
(1)  The  renal  impairment  antedates  the  bone 
changes  and  frequently  there  is  a long  history 
of  renal  disease,  often  with  hypertension  and  its 
attendant  cardiovaseular  manifestations.  If  the 
onset  occurs  in  early  childhood,  growth  may  be 
stunted.  (2)  The  underlying  cause  is  usually 
ehronie  glomerulonephritis,  chronie  pyelone- 
phritis, or  renal  hypogenesis.  Consequently,  uri- 
nary hthiasis  or  nephrocalcinosis  is  rare  in  this 
condition,  whereas  they  constitute  a common 
basis  for  the  development  of  advanced  renal 
functional  impairment  in  hyperparathyroidism. 
A good  many  clinieal  and  laboratory  observa- 
tions have  obviously  been  wilfully  left  from  this 
protoeol.  Among  them,  however,  the  most  valu- 
able note  would  have  been  whether  the  opera- 
tion performed  was  in  the  neck  or  below  the  dia- 
phragm. Of  course,  that  would  be  giving  the 
whole  thing  away.  We  were  faeed  then  with 
making  a choice  in  this  case  as  to  whether  this 
was  the  case  of  primary  hyperparathyroidism 
with  attendant  nephrocalcinosis  and  progressive 
renal  failure,  or  a ease  of  chronic  glomerulone- 
phritis of  long  standing  with  some  evidence  of 
parathyroid  hyperplasia  and  hyperfunction.  In- 
asmuch as  we  were  obligated  to  commit  our- 
selves as  strictly  as  possible  to  one  single  diag- 
nosis, I will  say  that  this  patient  had  primary 
hyperparathyroidism  of  long  standing  with  sec- 
ondary chronic  glomerulonephritis  due  to  ne- 
phroealcinosis  and  that  the  operation  performed 
was  for  exploration  and  removal  of  a parathy- 
roid adenoma  or  adenomata. 

DIFFERENTIAL  DIAGNOSIS: 

DR.  WILLIAM  V.  McDERMOTT  JR.:  This 
58-year-old  woman  had  evidenee  of  progressive 
renal  disease  and  had  had  in  the  past  an  intract- 
able duodenal  uleer,  treated  by  a subtotal  gas- 
trectomy, after  which  she  had  persistent,  rela- 
tively mild  gastrointestinal  diffieulties  and  inter- 
mittent but  apparently  increasing  pruritus.  On 
the  last  admission  the  most  striking  finding  was 
the  hypercalcemia.  The  reason  I say  that  this  is 
perhaps  the  most  striking  finding  is  that  it  may 
provide  a link  for  the  various  symptoms  that  had 
bothered  this  woman  over  the  years  — the  in- 
tractable duodenal  ulcer,  with  the  persistent  gas- 
trointestinal symptoms  and  the  pruritus.  Dr.  Oli- 
ver Cope  has  stressed  for  a long  time  the  connec- 
tion of  gastrointestinal  symptoms  with  hyper- 


parathyroidism, which  was  obviously  suggested 
by  the  hyperealcemia.  Dr.  St.  Goar  has  studied 
the  series  of  patients  with  hyperparathyroidism 
at  this  hospital  and  at  the  Presbyterian  Hospital 
in  New  York  City  and  has  found  an  incidenee 
of  aetive  duodenal  ulcers  of  slightly  over  8 per 
cent  in  both  series.  He  stressed,  however,  not 
the  incidence  of  the  duodenal  ulcer,  but  the  fact 
that  in  cases  in  which  an  adenoma  of  the  para- 
thyroid gland  was  removed,  the  duodenal  uleer 
promptly  healed,  whereas  previously  it  had  been 
intractable.  Therefore,  there  is  apparently  a con- 
neetion  between  the  hyperparathyroidism  and 
the  duodenal  uleer. 

The  next  point  is  the  elevated  alkaline  phos- 
phatase. In  the  absence  of  disease  of  the  liver  or 
of  the  biliary  tract,  of  which  there  was  no  evi- 
dence, this  suggests  the  presence  of  osteoblastic 
activity.  Perhaps,  this  would  be  a good  time  to 
look  at  the  x-ray  films,  particularly  of  the  bones. 

DR.  JACK  R.  DREYFUSS:  This  film  from  a 
gastrointestinal  examination  done  15  years  before 
the  present  admission  shows  fairly  normal  bone 
structure  and  density.  The  small  areas  of  intra- 
abdominal ealcification  that  were  deseribed  in 
the  protoeol  are  already  present.  The  films  taken 
on  admission  reveal  a striking  ehange  in  the  ap- 
pearanee  of  the  bones.  The  vertical  height  of  the 
vertebrae  is  deereased,  a scoliosis  has  developed, 
and  the  bone  has  a nondeseript,  eoarse  appear- 
ance, with  areas  that  look  decalcified.  Films  of 
the  legs  demonstrate  a marked  degree  of  arterio- 
selerosis,  even  for  a patient  of  this  age.  Fluoro- 
scopic studies  were  earried  out  to  determine 
whether  or  not  there  was  a parathyroid  adenoma, 
but  the  only  positive  finding  was  a eonstant  bulge 
of  soft  tissue  just  to  the  right  of  the  suprasternal 
noteh.  We  thought  that  this  bulge  was  a vascu- 
lar shadow  in  the  mediastinum  and  not  a true 
tumor.  Other  films  were  taken;  I can  show  them 
after  the  conclusion  of  the  discussion. 

DR.  McDERMOTT:  Do  you  see  a cyst  any- 
where? 

DR.  DREYFUSS r No;  there  are  none.  This  is 
very  peeuliar  bone;  there  are  some  areas  of  ex- 
cess calcification,  but  mostly  there  is  decalcifi- 
cation. The  lamina  dura  of  the  teeth  is  definitely 
absent. 

DR.  McDERMOTT:  Do  you  think  that  there 
was  nephrocalcinosis? 

DR.  DREYFUSS:  No;  I think  the  ealcifica- 
tions,  if  anything,  are  small  stones  within  the 
renal  ealyxes. 
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DR.  McDERMOTT:  Do  you  think  that  this  is 
consistent  with  osteitis  fibrosa  generalisata? 

DR.  DREYFUSS:  Yes. 

DR.  MeDERMOTT:  There  was,  then,  a pat- 
tern of  diffuse  bone  disease,  renal  disease,  duo- 
denal ulcer,  hypercalcemia  and  other  findings. 
These  bring  to  mind  three  main  conditions:  pri- 
mary hyperparathyroidism,  with  secondary  renal 
disease;  primary  renal  disease,  with  secondary 
hyperparathyroidism;  and  the  milk-alkali  syn- 
drome. The  last  was  described  by  Burnett  et  al., 
and  there  is  still  some  dispute  over  whether  or 
not  it  exists  as  a separate  entity,  but  since  at  the 
moment  it  is  accepted  as  a clinical  diagnosis  and 
since  it  presents  somewhat  characteristic  findings 
that  fit  this  general  pattern,  I shall  include  it  in 
the  differential  diagnosis.  I shall  not  discuss 
other  conditions  associated  with  hypercalcemia 
because  they  seem  so  unlikely. 

First,  I should  like  to  eliminate  the  so-called 
milk-alkali  syndrome  as  a diagnosis.  The  reason 
for  doing  this  is  that  the  metabolic  acidosis,  al- 
though mild,  which  this  woman  had  during  the 
last  admission,  is  actually  incompatible  with  the 
concept  of  the  development  of  the  milk-alkali 
syndrome.  If  one  postulates  that  she  was  in  a 
phase  of  completely  irreversible  renal  disease, 
I suppose  that  at  a certain  point  it  would  be  pos- 
sible for  her  to  have  a metabolic  acidosis.  A spe- 
cific point  in  the  differentiation  of  this  syndrome 
—improvement  on  a diet  low  in  calcium  and  ab- 
sorbable alkali— was  not  brought  out  in  the  case 
history,  but  that  is  another  point  against  the 
milk-alkali  syndrome. 

Having  eliminated  the  milk-alkali  syndrome, 
I shall  have  to  decide  between  primary  hyper- 
parathyroidism with  renal  disease  and  primary 
renal  disease  with  secondary  hyperparathyroid- 
ism. The  confusion  that  exists  in  differentiating 
these  two  is  caused  by  the  fact  that  the  renal  in- 
sufficiency leads  to  a phosphorus  retention, 
which  in  turn  lowers  the  serum  calcium  and  pro- 
duces a compensatory  hyperplasia  of  the  para- 
thyroid glands.  This  does  not  seem  applicable, 
however,  in  this  particular  case.  In  the  first  place, 
the  acidosis  was  mild,  secondly,  the  excretion  of 
phosphorus  was  normal  or  slightly  elevated  and, 
thirdly,  the  serum  calcium  was  high.  Although 
no  one  of  these  findings  could  serve  to  rule  out 
renal  disease,  this  combination  makes  that  un- 
likely. The  paralimbal  calcifications,  which  were 
mentioned  in  the  protocol,  have  been  described 


with  hyperparathyroidism  by  Cogan,  Albright 
and  Bartter.  They  are  not  specific  for  this  dis- 
ease, but  are  found  with  hypercalcemia  of  any 
cause  whatsoever. 

In  the  differential  diagnosis,  the  final  step 
would  be  to  eliminate  hyperparathyroidism  on 
the  basis  of  the  subnormal  urinary  calcium  ex- 
cretion and  the  high  serum  phosphorus.  That  is 
not  practical  because  that  would  leave  me  with- 
out a diagnosis.  Moreover,  that  is  not  compati- 
ble with  the  ground  rules  that  Dr.  Castleman 
has.  Perhaps  I can  fit  this  picture  into  primary 
hyperparathyroidism  and  explain  some  of  the 
apparent  discrepancies.  We  know  that  primary 
hyperparathyroidism,  if  it  continues  sporadically 
over  years,  is  attended  ultimately  by  progressive 
renal  disease,  which  in  its  extreme  manifestation 
is  attended  by  an  elevation  in  the  serum  phos- 
phorus, and,  at  a certain  stage  in  renal  insuffi- 
ciency, the  excretion  of  calcium  in  the  urine, 
which  is  commonly  high  with  hyperparathyroid- 
ism, may  actually  be  lower  than  normal.  To  car- 
ry this  thesis  further,  I wonder  whether,  if  this 
diagnosis  had  been  made  15  years  before  admis- 
sion and  a parathyroid  adenoma  had  been  re- 
moved, the  patient  would  have  been  spared  the 
subtotal  gastreetomy  and  the  renal  insuffieiency. 
My  final  diagnosis  is  a parathyroid  adenoma 
with  secondary  renal  insufficiency  and  osteitis 
fibrosa  generalisata. 

DR.  ANNE  P.  FORBES:  I should  like  to  say 
that  by  the  time  there  is  an  elevation  of  the  non- 
protein nitrogen  with  primary  hyperparathy- 
roidism there  may  also  be  a high  serum  phos- 
phorus. To  back  Dr.  McDermott  up  in  excluding 
the  milk-alkali  syndrome,  I shall  point  out  that 
the  phosphatase  would  not  have  been  high  at 
this  stage  in  that  syndrome. 

DR.  WALTER  T.  ST.  GOAR:  I should  also 
like  to  support  Dr.  McDermott’s  diagnosis.  The 
x-ray  films  that  have  been  shown,  including  those 
of  the  lamina  dura,  cannot  be  said  to  be  path- 
ognomonic of  hyperparathyroidism,  although 
taken  together  they  are  highly  suggestive.  Fur- 
ther x-ray  films  of  this  patient’s  hands  show  the 
typical  subperiosteal  reabsorption  of  bone  that 
is  said  to  be  pathonomonic  of  increased  parathy- 
roid activity.  The  fact  that  she  had  an  elevated 
serum  ealcium  level  excludes  secondary  hyper- 
parathyroidism, and  thus,  even  in  the  presence 
of  the  elevated  serum  phosphorus  level,  one  can 
make  a diagnosis  of  primary  hyperparathyroid- 
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ism  on  the  basis  of  hypercalcemia,  together  with 
x-ray  films  of  the  hands.  Perhaps  Dr.  Dreyfuss 
will  show  us  those  films. 

DR.  DREYFUSS:  The  film  of  the  skull  dem- 
onstrates definite  increase  in  the  thickness  of 
both  tables.  At  first  glance  it  almost  looks  as 
though  there  were  areas  of  increased  calcifica- 
tion. I think,  however,  that  we  are  seeing  a re- 
flection of  spotty  decalcification.  The  films  of 
the  hands  are  almost  diagnostic.  There  has  been 
resorption  of  the  ungual  tufts  and  subperiosteal 
decalcification  along  the  phalanges. 

CLINICAL  DIAGNOSIS: 

Hyperparathyroidism. 

Dr.  William  V.  McDermott  Jr’s  Diagnoses; 
Parathyroid  adenoma,  with  hyperparathyroid- 
ism and  progressive  renal  disease. 

Osteitis  fibrosa  generalisata. 

ANATOMICAL  DIAGNOSES: 

Parathyroid  adenoma 
( Hyperparathyroidism ) 

( Peptic  ulcer. ) 

PATHOLOGICAL  DISCUSSION: 

DR.  BENJAMIN  CASTLEMAN:  At  opera- 
tion, Dr.  Oliver  Cope  found  a parathyroid  tu- 
mor in  the  lower  right  side  that  extended  into 
the  anterior  mediastinum.  The  tumor  weighed 
over  12  gm.,  which  is  very  large.  One  would  ex- 
pect a large  tumor  if  the  hyperparathyroidism 
with  bone  change  had  been  present  since  the  ul- 
cer symptoms  occurred  15  years  before  admis- 
sion. Cross-section  of  it  revealed  the  character- 
istic orange-brown  color  of  the  parathyroid  tis- 
sue. This  tumor  did  have  large  numbers  of  cysts 
in  it,  and  this  is  also  a common  finding  in  para- 
thyroid adenoma.  Microscopically,  the  tumor 
contained  large  chief  cells  and  cystic  degenera- 
tion. 

DR.  DREYFUSS:  In  retrospect,  I think  from 
the  size  of  the  lesion  and  its  location,  I can  say 
that  the  bulge  that  we  thought  was  vascular  is 
probably  the  adenoma.  The  pulsation  that  we 
noted  must  have  been  transmitted. 

DR.  CASTLEMAN;  In  the  Johns  Hopkins 
Hospital  series,  15  per  cent  of  the  patients  with 
hyperparathyroidism  had  ulcer.  Hellstrom,  in 
Sweden,  reported  a 14  per  cent  incidence.  It  is 
believed  that  one  of  the  causes  of  the  ulcer  is 
deposition  of  calcium  in  the  gastric  mucosa, 
which  in  turn  leadys  to  ulceration.  In  most  of  our 
cases  of  hyperparathyroidism  in  which  we  have 


examined  the  stomach,  we  have  not  found  any 
foci  of  calcification.  This  brings  up  the  question 
of  whether  every  patient  with  peptic  ulcer  should 
have  serum  calcium  and  phosphorus  determina- 
tions. Dr.  Culver,  what  would  you  say  about 
that? 

DR.  PERRY  CULVER:  Dr.  St.  Goar  has  done 
a good  job  by  calling  our  attention  to  this,  but 
we  do  not  want  to  let  our  enthusiasm  run  away. 
I should  think  that  in  any  case  resistant  to  thera- 
py, one  would  consider  hyperparathyroidism  and 
obtain  calcium  and  phosphorus  determinations. 
We  are  not  justified  in  spending  that  much  mon- 
ey on  every  patient  with  an  ulcer,  however. 

DR.  BERNARD  M.  JACOBSON:  What  is  the 
percentage  of  hyperparathyroidism  in  uleer? 

DR.  ST.  GOAR:  It  is  not  very  great. 

I should  agree  with  Dr.  Culver.  When  a pep- 
tic ulcer  is  present  in  a patient  with  hyperpara- 
thyroidism, there  are  almost  always  other  signs 
or  symptoms  that,  if  recognized,  will  suggest  the 
possibility  of  a parathyroid  adenoma.  I should 
look  on  an  ulcer  and  other  unexplained  gastro- 
intestinal symptoms  only  as  clues  for  exploring 
symptoms  referable  to  the  renal  tract  and  skel- 
eton, which  are  apt  to  give  more  specific  evi- 
dence for  or  against  the  presence  of  hyperpara- 
thyroidism. What  seems  important  is  to  make 
an  early  diagnosis  of  this  disease,  which  is  cor- 
rectable if  caught  at  an  early  stage  but  which 
may,  if  not  recognized  early  in  its  course,  go  on 
to  skeletal  deformity  and  irreversible  renal  dam- 
age. It  would  seem  to  be  a good  idea  to  do  cal- 
cium and  phosphorus  determinations  on  any  pa- 
tient with  a peptic  ulcer  who  has  reached  the 
point  where  surgery  is  planned. 

DR.  FORBES:  Those  determinations  should 
certainly  be  done  in  such  patients  if  they  have 
abnormal  urinary  findings.  This  patient  had  un- 
explained albuminuria  and  already  some  signs 
of  renal  damage. 

DR.  CASTLEMAN:  At  the  time  of  the  two 
pregnancies  you  mean? 

DR.  FORBES:  Yes. 

DR.  McDermott  : Perhaps  we  should  stress 
the  appearance  of  a duodenal  ulcer  in  a female, 
which  might  be  a greater  diagnostic  indication 
of  hyperparathyroidism  than  it  would  be  in  a 
male. 

DR.  EDWARD  D.  CHURCHILL:  Do  you 
not  think  it  might  be  as  dangerous  to  keep  a pa- 
tient on  a high  milk  (high-calcium)  diet  year 
after  year  as  it  would  be  to  do  a subtotal  gas- 
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tetracycline-antihistamine-analgesic  compound  lederle 


A versatile,  well-balanced  formula  offering  in  one  tablet  the 
drugs  often  prescribed  separately  for  treating  upper  respira- 
tory infections. 

Traditional  and  nonspecific  nasopharyngeal  symptoms 
of  malaise  and  chilly  sensations  are  rapidly  relieved,  and 
headache,  muscular  pain,  and  pharyngeal  and  nasal  dis- 
charges are  reduced  or  eliminated. 

Early  effective  therapy  is  provided  against  such  bacterial 
complications  as  sinusitis,  otitis,  bronchitis  and  pneumonitis 
to  which  the  patient  may  be  highly  vulnerable  at  this  time. 

Adult  dosage  for  Achrocidin  Tablets  and  new,  caffeine- 
free  Achrocidin  Syrup  is  two  tablets  or  teaspoonfuls  of 
syrup  three  or  four  times  daily.  Dosage  for  children  reduced 
according  to  weight  and  age. 

Available  on  prescription  only. 


TABLETS  (Sugar-coated) 

Each  tablet  contains: 

Achromycin®  Tetracycline  125  mg. 

Phenacetin 120  mg. 

Caffeine  30  mg. 

Salicylamide  150  mg. 

Chlorothen  Citrate  25  mg. 

Bottles  of  24  and  100 


SYRUP  (Lemon  -lime  flavored) 

Each  teaspoonful  (5  cc.)  contains: 
Achromycin®  Tetracycline 

equivalent  to  tetracycline  HCl  ..  125  mg. 


Phenacetin  120  mg. 

Salicylamide  150  mg. 

Ascorbic  Acid  (C)  25  mg. 

Pyrilamine  Maleate  15  mg. 

Methylparaben  4 mg. 

Propylparaben  1 mg. 

Bottle  of  4 oz. 
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trectomy?  Such  a diet  is  not  very  good  for  the 
kidneys  in  the  presence  of  hyperparathyroidism. 
What  is  the  present  opinion  on  that? 

DR.  ST.  GOAR;  The  milk-alkali  syndrome 
does  not  develop  in  many  patients  with  chronic 
duodenal  ulcer  who  are  treated  medically.  I won- 
der if  Dr.  Forbes  and  Dr.  Moldawer  will  sup- 
port my  impression  that  it  is  usually  only  pa- 
tients with  renal  disease  who  acquire  this  syn- 
drome. 

DR.  MARC  P.  MOLDAWER:  I do  not  be- 
lieve we  have  seen  a serum  calcium  greater  than 
that  normal  in  the  secondary  hyperparathyroid- 
ism of  renal  failure  per  se.  A high  serum  calcium 
in  the  presence  of  an  elevated  nonprotein  nitro- 
gen, therefore,  should  suggest  that  hyperpara- 
thyroidism has  been  the  cause  of  the  renal 
failure.  It  is  somewhat  surprising  to  find  bone 
disease  in  this  patient,  in  that  in  general  a high- 
calcium  intake  in  hyperparathyroidism  is  pro- 
tection against  osteitis  fibrosa. 

DR.  MARIAN  W.  ROPES:  I agree  that  the 
other  signs  of  involvement  and  the  other  symp- 
toms are  more  important  than  the  gastrointesti- 
nal symptoms.  I think  that  the  urine  showed 
enough  change  15  years  before  admission  to  have 
warranted  consideration  of  hyperparathyroidism. 

A PHYSICIAN:  If  this  patient  had  been  on 
the  urological  service,  since  she  had  a stone,  a 
calcium  and  a phosphorus  determination  would 
have  been  done. 

DR.  CASTLEMAN:  Yes;  I think  that  the  urol- 
ogists have  found  that  5 to  8 per  cent  of  patients 
with  renal  stones  have  hyperparathyroidism. 

DR.  ST.  GOAR:  I think  that  percentage  is  too 
high.  The  figures  on  the  incidence  of  hyperpara- 
thyroidism in  patients  with  renal  stones  have 
come  from  series  of  patients  in  large  diagnostic 
centers  and  I suspect  that  the  frequency  of  hy- 
perparathyroidism has  been  slightly  exaggera- 
ted. (These  reports  have  ranged  from  3 to  10 
per  cent. ) I looked  through  350  cases  of  renal 
stones  at  the  Queen  Elizabeth  Hospital  in  Bir- 
mingham, England,  last  year  and  was  able  to 
find  only  two  cases  of  hyperparathyroidism.  It 
is  true  that  serum  chemical  determinations  were 
not  available  in  about  25  per  cent  of  these  cases, 
but  I had  access  to  the  clinical  records. 

A PHYSICIAN:  What  is  thought  about  the 
intravenous  calcium-tolerance  test? 

DR.  FORBES:  I think  the  patient  was  carry- 
ing out  her  own  intravenous  calcium-tolerance 


test.  The  fact  that  she  had  a high  serum  calcium 
and  no  calcium  in  the  urine  might  be  added  evi- 
dence for  renal  damage. 

DR.  ST.  GOAR:  The  calcium-infusion  test  re- 
quires a large  number  of  chemical  determina- 
tions, making  it  expensive  to  carry  out,  and  fur- 
thermore to  evaluate  its  results  in  the  presence 
of  renal  disease  is  difficult,  if  not  impossible. 

DR.  CASTLEMAN;  Dr.  Barnes,  will  you  tell 
us  about  the  postoperative  course? 

DR.  BENJAMIN  A.  BARNES:  Postoperative- 
ly,  the  patient  was  unusually  refractory  to  calci- 
um therapy.  She  received  large  doses  of  calcium 
orally  and  of  calcium  gluconate  both  intraven- 
ously and  intramuscularly.  About  six  weeks 
elapsed  before  the  serum  calcium  stabiHzed  to 
the  level  that  permitted  her  to  leave  the  hospi- 
tal. Usually,  the  serum  calcium  rises  from  tetanic 
levels  in  two  weeks  or  less. 

DR.  CASTLEMAN:  Do  you  mean  that  she 
was  in  tetany  most  of  the  time? 

DR.  BARNES:  She  had  a prolonged  period  of 
adjustment,  during  which  a positive  Chvostek 
sign  was  present,  as  were  intermittent  attacks  of 
diarrhea  associated  with  abdominal  cramps.  The 
serum  calcium  had  only  increased  to  7 mg.  per 
100  ml.  at  the  time  of  discharge.  It  had  been  as 
low  as  5 mg.  per  100  ml.  on  the  seventh  postop- 
erative day. 

DR.  CASTLEMAN : Dr.  Cogan,  do  you  have  a 
comment  about  the  hypercalcemia  and  the  para- 
limbal  calcifications? 

DR.  DAVID  G.  COGAN:  I should  like  to 
emphasize  the  fact  that  it  is  a sign  of  non-' 
specific  hypercalemia. 

DR.  JOHN  A.  BENSON  JR.:  One  of  the  ques- 
tions bearing  on  the  prognosis  was  how  much 
secondary  hyperparathyroidism  had  been  in- 
duced and  therefore  how  much  renal  improve- 
ment we  could  expect  after  the  removal  of  the 
adenoma.  Was  another  parathyroid  gland  bi- 
opsied? 

DR.  CASTLEMAN:  Dr.  Cope  took  a biopsy 
of  one  of  the  other  glands;  it  showed  normal 
activity;  it  was  not  atrophic.  Whether  that  was 
an  indication  of  mild  secondary  hyperplasia  of 
the  other  glands,  I cannot  say. 

DR.  ST.  GOAR;  The  postoperative  coimse 
suggests  that  the  parathyroid  glands  were  not 
working  up  to  even  normal  activity.  Theoretic- 
ally, the  high  level  of  serum  calcium  before 
operation  would  have  tended  to  suppress  the 
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activity  of  the  three  normal  parathyroid  glands 
— that  is,  of  course,  if  the  level  of  serum  calcium 
is  the  thermostat  regulating  parathyroid  func- 
tion. 

DR.  BARNES:  The  important  point  for  the 
future  is  whether  a reversal  in  the  chronic  renal 
damage  will  take  place  or  not.  We  do  not  have 
too  much  evidence  about  this  aspect  of  the  con- 
valescence in  patients  with  chronic  nephritis. 

DR.  FORBES:  I have  seen  improvement  in 
kidney  function  after  removal  of  a parathyroid 
adenoma,  even  when  the  patient  was  already  in 
mild  uremia. 

DR.  BARNES:  It  is  too  early  to  obtain  such 
evidence  in  this  patient. 

DR.  CASTLEMAN:  You  do  know,  Dr.  St. 
Goar,  that  the  ulcer  symptoms  really  disappear 


T AMERICAN  CANCER  SEMINAR 

HE  AMERICAN  Cancer  Seminar  sponsored 
by  the  Arizona  Division  of  the  American  Society 
held  in  Tucson  late  in  January  of  1958  presented 
an  excellent  program  and  was  well  attended.  It 
is  interesting  to  note  that  17  states  other  than 
Arizona  were  represented  at  this  meeting  by 
49  doctors. 


Equipment  Is  Sometimes 
No  Better  Than  The 
Follow-up  Service  Needed. 


WE  SERVICE  PROPEREY 


1030  E.  McDowell  Rd.  - AL  4-5593 
PHOENIX,  ARIZONA 


after  the  removal  of  the  parathyroid  gland? 

DR.  ST.  GOAR:  There  were  seven  patients 
in  the  Presbyterian  Hospital  series  with  a non- 
protein nitrogen  over  40  mg.  per  100  ml.  at  the 
time  of  parathyroidectomy.  Three  of  these  seven 
patients  went  into  progressive  renal  failure  after 
operation.  Two  were  well,  with  normal  non- 
protein nitrogen  levels,  seven  and  eight  years 
after  operation.  Two  have  not  had  sufficient 
follow-up  study  for  any  conclusions  to  be  drawn. 
Three  had  elevated  serum  phosphorus  levels  at  * 
the  time  of  operation,  which  were  explained  on 
the  basis  of  renal  insufficiency.  Two  of  these 
patients  died  two  years,  and  the  third  four  years 
after  parathyroidectomy,  all  from  renal  failure. 
Thus,  an  elevated  serum  phosphorus  at  the  time 
of  operation  is  probably  a poor  prognostic  sign. 


DRIVE-IN  PRESCRIPTION  WINDOW 


PEOPLE'S  DRUG  STORE 

111  E.  Dunlap 
WE  3-9152  - WI  3-9964 


Serving  Arizona 
Health  Needs 
Since  1908 


Phoenix  - Tempe  - Globe  - Miami  - Superior 
Casa  Grande  - Glendale 
Wickenburg  - Tucson 
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AMERICAN  MEDICAL  EDUCATION 
FOUNDATION 

The  AMERICAN  Medical  Education  Founda- 
tion, sponsored  by  the  American  Medical  As- 
sociation was  organized  in  1951  to  solicit  funds 
for  the  medical  schools  from  members  of  the 
medical  profession.  It  is  dedicated  to  the  private 
support  of  medical  education  in  our  nation.  The 
contributions  assure  us  that  the  medical  schools 
will  continue  to  maintain  their  high  standards 
by  providing  yearly  grants  to  these  schools.  The 
American  Medical  Education  Foundation  has 
raised  more  than  $4.6  million  for  our  medical 
schools  since  1951. 

In  1949,  business  leaders  organized  the  Na- 
tional Fund  for  Medical  Education  to  solicit 
contributions  from  business  and  industry  and 
they  play  a very  large  part  in  this  very  vital 
work.  The  funds  of  these  two  foundations  are 
combined  into  one  general  fund  and  in  turn 
is  distributed  among  all  medical  schools. 

Our  nation’s  81  medical  schools  need  $10 
million  annually  in  additional  income  in  order 
to  maintain  the  present  high  teaching  standards 
in  the  training  of  physicians,  also  to  carry  on 
the  vast  amount  of  research  which  has  produced 
such  gratifying  results  in  the  past  few  years. 
Tuition  to  these  medical  schools  has  increased 
greatly  in  the  past  15  years  it  is  true  but  this 
pays  only  about  one-fifth  of  the  cost  of  a medical 
education  provided  by  these  schools.  The  rest 


must  be  provided  by  other  means:  gifts,  grants 
etc.  The  medical  schools  are  doing  a wonderful 
work  on  the  nation’s  health  program  and  they, 
in  turn,  must  receive  the  financial  support  they 
need. 

One  of  the  very  important  projects  of  our 
medical  auxiliary  is  to  stress  the  very  vital 
importance  of  the  work  of  the  AMEF  and  its 
importance  to  the  freedom  of  medicine  through 
voluntary  support  as  against  socialized  medicine 
through  federal  control. 

We  of  the  auxiliary  have  many  ways  in  which 
we  may  be  of  much  assistance  in  this  project 
for  our  medical  schools.  In  the  year  1956-1957 
the  auxiliary  turned  in  $113,540  to  this  fund. 
The  national  goal  this  year  is  $150,000.  It  is 
the  privilege  of  each  doctor’s  wife  to  help  in 
this  very  worthwhile  campaign. 

The  auxiliary  employs  several  ways  for  rais- 
ing funds  namely:  Sympathy  and  memorial 

cards.  In  Appreciation  cards,  gift  cards,  Christ- 
mas cards,  teas  etc. 

The  health  of  our  nation  is  dependent  upon 
our  medical  schools  for  from  their  classrooms 
come  our  doctors,  nurses  and  others  of  this 
profession  who  so  ably  serve  the  health  of  our 
country.  The  standards  can  never  be  lowered,  so 
we  can  readily  see  the  magnitude  of  this  task 
at  the  same  time  recognizing  our  duty  and 
privilege  of  helping. 

MRS.  HENRY  A.  HOUGH, 
State  AMEF  Chairman 


AN  INVITATION 

I WISH  to  extend  a cordial  invitation  to  every 
doctor’s  wife  in  Arizona  to  attend  the  28th  an- 
nual convention  of  the  Women’s  Auxiliary  to 
the  Arizona  Medical  Association  which  is  to 
be  held  at  the  San  Marcos  Hotel,  Chandler, 
April  30,  and  May  1,  2,  and  3. 

Mrs.  Thomas  Rowley  (Barbara)  of  Mesa  will 
be  your  convention  chairman,  assisted  by  the 
hostess  auxiliary,  Maricopa  County. 

We  realize  that  this  is  a time  away  from  the 
tasks  of  daily  routine  and  the  convention  com- 
mittees have  given  much  time  and  thought  to 
make  this  gathering  one  of  enjoyment  as  well 


TO  CONVENTION 

as  education. 

It  will  be  our  privilege  to  have  our  national 
president,  Mrs.  Paul  C.  Craig  of  Wyomissing, 
Pa.,  as  our  honored  guest. 

I hope  that  you  will  plan  to  come  to  the  con- 
vention to  share  with  us  the  programs  and  social 
events  that  have  been  planned  for  you. 

I shall  look  forward  to  the  pleasure  of  greet- 
ing all  of  you  at  Chandler. 

Sincerely, 

MARJORIE  I.  POWELL 
(Mrs.  Charles  S.) 
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PERFORMANCE  WITH 
GREATER  PERMANENCE 
IN  THE  MANAGEMENT 
OF  DERMATOSES... 

(Regardless  of  Previous  Refractoriness) 

Confirmed  by 
an  impressive  and 
growing  body  of  published 
clinical  investigations 


TllCC 


iOXV  IL  \W  \\JJ  l\V  JIL  JL  ointment 

Hydrocortisone  0.5%,  Neomycin  0.35%  (as  Sulfate)  and  Special 
Coal  Tar  Extract  5%  (TAR  BONIS)  in  an  ointment  base. 


^ J.  A.  M. A.  i : 1584958;  Welsh, AX/aiid  Ed^^ 

- , . prompt  remissions  of ...  acute  phases.” 

" with  TARCORTIN 

REED  A CARNRICK  j Jersey  City  6,  New  Jersey 


* 


1.  Clyman,  S.  G. : PostgracJ.  Med.  j2i:309,  1957. 

2.  Bleiberg,  J. : J.  M.  Soc.  New  Jersey  5J:37,  1956. 

3.  Abrams,  B.  R,  and  Shaw,  C.:  Clin.  Med.  5:839,  1956. 

4.  Welsh,  A.  L.,  and  Ede,  M. : Ohio  State  M.  J.  50 : 837,  1964, 

5.  BleiberK,  J,:  Am.  Practitioner  5:1404,  1957. 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract... 

IN  ILEITIS 


PATHIBAMATE* 

Meprobamate  with  PATHILON®  Lederle 


Combines  Meprobamate  {400  mg.)  the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  ileitis  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . ^ith  PATHILON  (25  7W|^.)the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000, 

^Trademark  ® Registered  Trademark  for  Tridihexethyl  iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RtVER^  NEW  YORK 
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How  to  provide  unsaturated  fatty  acids 

without  dieting 


With  type  as  well  as  amount  of  fat  in  the  human 
diet  now  assuming  such  importance,  the  new 
role  of  com  oil  as  a source  of  unsaturated  fatty 
acids  has  prompted  these  questions: 

What  is  the  role  of  unsaturated  fats  in 
the  daily  diet? 

There  is  now  ample  clinical  evidence 
that  unsaturated  fats  tend  to  lower 
the  serum  cholesterol  level  of  human 
subjects,  whereas  saturated  fats  have 
the  opposite  eflFect. 

How  much  of  the  important  unsaturated 
fatty  acids  does  corn  oil  provide? 

answer: ' MAZOLA  Corn  Oil  yields  an  average 
" of  85  per  cent  unsaturated  fatty  acids. 
100  grams  of  MAZOLA  will  yield:  53 
grams  of  linoleic  acid  and  28  grams  of 
oleic  acid;  it  also  provides  1.5  grams 
of  sitosterols,  and  only  12  grams  of 
saturated  fatty  acids. 


1 

[answer; 


O What  is  the  best  way  to  provide  unsatu- 
rated fatty  acids? 

By  balancing  the  types  of  fat  in  the 
daily  diet.  Many  doctors  now  agree 
that  from  one  third  to  one  half  of  the 
total  fat  intake  should  be  in  the  form 
of  a vegetable  oil  such  as  com  oil 
(MAZOLA). 


4 How  is  corn  oil  most  easily  taken  in  the 
usual  daily  diet? 

^answer:  There  is  no  need  to  disturb  the  daily 
routine  of  meals  or  to  have  separate 
diets  for  individual  members  of  the 
family.  MAZOLA  Com  Oil  can  be 
used  instead  of  solid  fats  in  preparing 
and  cooking  foods,  it  is  also  ideal  for 
salad  dressings. 


O How  can  I obtain  further  Information  on 
the  value  of  corn  oil  as  a source  of  un- 
saturated fatty  acids? 

answer:  The  subject  is  reviewed  in  the  book 
“Vegetable  Oils  in  Nutrition.”  Also 
available  is  a recipe  book  for  distribu- 
tion to  your  patients.  It  tells  how  to 
use  corn  oil  in  everyday  meals.  Both 
books  will  be  sent  free  of  charge  to 
physicians,  on  request. 


CORN  PRODUCTS  REFINING  COMPANY 
17  Battery  Place.  New  York  4,  N.Y. 
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1,  Recurrent  joint  pain  followed  by 
long  periods  of  complete  remis- 
sion. (Percentages  refer  to  inci- 
dence.) 


3i  Elevated  serum  uric  acid  levels. 


2 ■ Enlargement  of  bursae  such  as  in 
this  case  involving  the  olecranon 
bursa. 


4i  Colchicine  test:  full  dose  (0.5 
mg. ) every  1 to  2 hours  until  pain 
is  relieved  or  nausea,  vomiting  or 
diarrhea  occur.  The  test  requires 
usually  8 to  16  doses.  Pain  relief 
is  highly  indicative  of  gout. 


FROM  THESE  FINDINGS ...  SUSPECT  GOUT; 

^BENEMID 

PROBENECID 

A SPECIFIC  FOR  GOUT 


Once  findings  point  to  gout,  long-term  management  can  be  started 
with  Benemid.  This  effective  uricosuric  agent  has  these  unique 
benefits: 


• Urinary  excretion  of  uric  acid  is  approximately  doubled. 

• Serum  uric  acid  levels  are  reduced. 

• Uric  acid  deposits  (tophi)  in  tissues  are  mobilized. 

• Formation  of  new  tophi  can  often  be  prevented. 

• Fewer  attacks  and  severity  is  reduced. 

RECOMMENDED  DOSAGE:  0.25  Gm.  (V2  tablet)  twice  daily  for 


one  week  followed  by  1 Gm.  (2  tablets)  daily  in  divided  doses.  MERCK  SHARP  & DOHME 

Benemid  is  a trade-mark  of  Merck  & Co..  Inc.  DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1, 


PA. 
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for  “This  Wormy  World 


Pleasant  tasting 

‘ANTEPAR’.: 

PIPERAZINE 

SYRUP  • TABLETS  • WAFERS 

Eliminate  PINWORMS  IN  ONE  WEEK 
ROUNDWORMS  IN  ONE  OR  TWO  DAYS 

PALATABLE  • DEPENDABLE  • ECONOMICAL 

‘ANTEPAR’  SYRUP  “ Piperazine  Cilrate,  JOO  mg.  per  cc. 

W ‘ANTEPAR’  TABLETS  “ Piperazine  Citrate,  250  or  500  mg.,  scored 
* ANTEPAR^  WAFERS  - piperazine  Phosphate,  500  mg. 

Lilerature  available  on  request 

UZl  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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See  anybody  here  you  know,  Doctor? 


I’m  just  too  much 


■*%*■ 


AMPLUS 


for  sound  obesity  management 

dextro-amphetamine  plus  vitamins 
and  minerals 


Fm  too  little 


Fm  simply  two 


STIMAVITE 


stimulates  appetite  and  growth 

vitamins  Bi,  Be,  B12,  C and  L-lysine 


OBRON® 

a nutritional  buildup  for  the  OB  patient 

OBRON® 

HEMATINIC 

when  anemia  complicates  pregnancy 


And  Fm  getting  brittle 


NEOBON 


© 


5-factor  geriatric  formula 

hormonal,  hematinic  and 
nutritional  support 


With  my  anemia, 

Fll  never  make  it  up 


ROETINIC® 

one  capsule  a day,  for  all  treatable  anemias 

HEPTUNA®  PLUS 

when  more  than  a hematinic  is  indicated 


solve  their  problems  with  a nutrition  product  from 


(Prescription  information  on  request) 


New  York  17,  New  York 
Division.  Chas.  Pfizer  & Co.,  Inc. 
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and  inflammation 

^th  BUFFERIN’ 
ARTHRITIS 

salicylate  benefits  with 
minimal  salicylate  drawbacks 

Rapid  and  prolonged  relief  — with  less  intoler- 
ance. The  analgesic  and  specific  anti- 
inflammatory action  of  Bufferin  helps  re- 
duce pain  and  joint  edema— comfortably. 
Bufferin  caused  no  gastric  distress  in  70 
per  cent  of  hospitalized  arthritics  with 
proved  intolerance  to  aspirin.  (Arthritics 
are  at  least  3 to  10  times  as  intolerant  to 
straight  aspirin  as  the  general  population.^) 

No  sodium  accumulation.  Because  Bufferin  is 
sodium  free,  massive  dosage  for  prolonged 
periods  will  not  cause  sodium  accmnula- 
tion  or  edema,  even  in  cardiovascular  cases. 
Each  sodium-free  Bufferin  tablet  contains  acetyl- 
salicylic  acid,  5 grains,  and  the  antacids  magnesium 
carbonate  and  aluminum  glycinate. 

Reference:  1.  J.A.M.A.  158:386  (June  4)  1955. 

ANOTHER  FINE  PRODUCT  OF  BRISTOL-MYERe 


Bristol-Myers  Company 

19  West  50  St.,  New  York  20,  N.  Y 


VMB-200 


Supply: 

No.  880,  PMB-200 
bottles  of  60  and  500. 

No.  881,  PMB-400 
bottles  of  60  and  500. 


"Premarin"  with  Meprobamate  new  potency 

Each  tablet  contains  0.4  mg.  "Premarin,"’  200  mg.  meprobamate 


Also  available  as 
PMB-400  (0.4  mg.  "Premarin/'  400  mg.  meprobamate 
in  each  tablet). 


For  undue  emotional  stress 
in  the  menopause 

WRITE  SIMPLY... 


AYERST  LABORATORIES  • New  York  16,  New  York 


Montreal,  Canada 


■’Premarin®"  conjugated  estrogens  (equine) 


Meprobamate  licensed  under  U.S.  Pot.  No.  2,724,720 


5830 


"He  couldn’t 
swing  a bat 
without 
hurting" 


"But  Doctor 
gave  him 
some  nice 
pills  — and 
the  pain 
went  away 
fast" 


HURT  m 5/ACK  REAL  BAP 


AND  THE  PAIN 
WENT  AWAY  FAST 


"U.S.  Pat.  2,628,185 


MY  PAP-  HE 


"It  happened 
at  work 
while  he 
was  putting 
oil  in 
something" 


"Dad  said 
we’d  play 
ball  again 
tomorrow 
when  he 
comes  home" 


"He  told 
Mom  his 
shoulder 
felt  like 
it  was  on 
fire" 


FOR  PAIN 


Percodan 


. . N E V\/ 


ACTS  FASTER... 

usually  within  5-15  minutes 


LASTS  LONGER  . . . 

usually  for  6 hours  or  more 


MORE  THOROUGH  RELIEF... 

permits  uninterrupted  sleep  through  the  night 


RARELY  CONSTIPATES  .. . 

excellent  for  chronic  or  bedridden  patients 


AVERAGE  ADULT  DOSE;  1 tablet  every  6 hours.  May 
be  habit-forming.  Available  through  all  pharmacies. 

Each  Percodan*  Tablet  contains  4.50  mg.  dihydrohydroxyco- 
deinone  hydrochloride,  0.38  mg.  dihydrohydroxycodeinone 
terephthalate,  0.38  mg.  homatropine  terephthalate,  224  mg. 
acetylsalicyiic  acid,  160  mg.  phenacetin,  and  32  mg.  caffeine. 


ENDO  LABORATORIES 


(Salts  of  Dihydrohydroxycodeinone 
and  Homatropine,  plus  APC) 


TABLETS 


VERSATILE 


New  “demi”  strength  permits  dosage  flexibility  to  meet 
each  patient’s  specific  needs.  Percodan-Demi  provides 
the  Percodan  formula  with  one-half  the  amount  of  salts 
of  dihydrohydroxycodeinone  and  homatropine. 


Percodair- 

Demi 
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The  Best  Tasting  Aspirin  you  can  prescribe. 
The  Flavor  Remains  Stable  down  to  the  last 


tablet. 


Bottle  of  48  tablets  (Hi  grs.  each). 

We  will  be  pleased  to  send  samples  on  request. 

THE  BAYER  COMPANY  DIVISION  of  Sterling  Drug  Inc.  1450  Broadway,  New  York  18,  N.  Y. 
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. . .6A,  39A,  219 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract. . . 


in  spastic 

and  irritabie  coion 


PATHIBAMATE' 

Meprobamate  with  PATHILON®  Lederle 

Combines  Meprobamate  {400  mg,)the  most  widely  prescribed  tranquilizer. . . helps  control  the 
“emotional  overlay”  of  spastic  and  irritable  colon — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . with  PATHILON  {25  mg.yhe  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 


‘Trademark  ® Registered  Trademark  tor  Tridihexethyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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. FREE  One-Hour  VALIDATED  PARKING 

For  Patients 


PROFESSIONAL 

BUILDING 


The  Southwest's  Foremost 
MEDICAL-DENTAL  CENTER 

A modern,  streamlined  structure  ...  in  the 
heart  of  the  downtown  shopping  district  . . . 
attracts  patients  from  every  point  of  the  com- 
pass . . . immediately  accessible  to  banks, 
stores,  legal  firms,  theaters  and  restaurants 
. . . adjacent  to  all  transportation  facilities  . . . 
one  of  the  best  known  landmarks  in  the  Valley 
of  the  Sun! 


MONROE  AT  CENTRAL 


Free  one-hour  validated  parking  at  VNB  Car-Park, 
First  St.  and  E.  Van  Buren,  for  patients. 


Dentists  (D.D.S.) 

General  Dentistry  Phone  Room 

Boynton,  C.  E AL  3-1361  817 

Butt,  Byron  G AL  4-2345  517 

Chiles,  George  H.  ..AL4-lill  918 

Hensing,  C.  R AL  3-6603  819 

Johnson,  William  J...AL3-i866  919 

Lee,  Joseph  A AL  4-2345  517 

Miller,  Eugene  H.  E..AL  3-4312  702 

Orzel,  J.  W AL  3-8529  1020 

Pafford,  Ernest,  Jr.  ..AL  3-3807  718 

Pafford,  Ernest  M...AL  3-3807  718 

Scott,  E.  M AL  8-4277  1017 

Sitkin,  Frank  L AL  4-2345  517 

Smith,  Franklin  R.  ..AL  4-3257  717 

Spillane,  L.  O AL  3-0461  821 

Voorhees,  Joseph  P...AL  8-3320  802 

Oral  Surgery 

Bairo,  Louis  P AL  3-9362  711 

Orthodontists 

Ovens,  J.  P AL  3-6342  803 

Periodontists 

Creamer,  R.  Dean  ..  AL  3-6534  818 

McGuire,  Vaughn  S..  .AL  3-6718  1118 

Physicians  & Surgeons  (M.D.) 
Cardio-Respiratory  Diseases 
Randolph,  Howell  ..AL  4-3146  1005 

Cardio-Vascular  Surgery 

Grant,  Austin  R.  ...AL  4-3146  1005 

Dermatology 

Mackoff,  Sam  M.  (A). AL  2-0379  808 

Medigovich,  D.  V.  ..AL  3-6617  905 

Endocrinology 

Raddin,  Joseph  B...AL  2-3577  706 

Eye,  Ear,  Nose  & Throat 

Barnet,  E.  G AL  4-3341  1120 

Bichard,  P.M AL  3-5121  1011 


PROFESSIONAL  BUILDING  DIRECTORY 


Cruthirds,  A.  E.  . . . , 

.AL  3-5121 

1011 

Johnson,  James  L.  . , 

.AL  4-2841 

806 

Melton,  B.  L 

. AL  3-8209 

520 

McCurdy.  Gordon  J..  . 

AL  3-8209 

520 

Nelson,  W.  J 

,AL  3-5121 

1011 

Reese,  Forrest  L.  . . . , 

AL  4-3341 

1120 

General  Practice 

Barker,  C.  J.,  Jr.  . 
Felch,  Harry  J. 

.AL  3-2176 

710 

(Ob.S.)  

,AL  3-1151 

705 

Fox,  R.  L 

.AL  3-2176 

710 

Kilgard,  F.  M 

Matanovich,  M. 

AL  2-8404 

922 

(I.S.U.)  

AL  3-6509 

422 

McKenna,  J.  F.  (A). 

. AL  4-2174 

910 

General  Surgery 

Brewer,  W.  Albert  . , 

,AL  3-4349 

1116 

Greer,  Joseph  M.  . . . 

AL  .3-2240 

nil 

Kimbali,  H.  W 

,AL  3-7116 

1006 

Ovens,  J.  M.  (Tumor). AL  8-8074 
Ross,  Norman  A. 

1109 

(Diag.)  

.AL  3-8353 

810 

Shumway,  Ord  L.  . 

.AL  3-4349 

1116 

Stannard,  D.  H.  ... 

.AL  8-8074 

1109 

Internal  Medicine 

Gatterdam,  E.  A.  (A) 

.AL  4-2174 

910 

Hamer,  J.  D.  (Ca)  . . 

.AL  4-2174 

910 

Hopkins.  Doris  F.  (A)  AL  4-7o09 

904 

Kober,  Leslie  R.  ... 

.AL  4-4153 

1105 

McKhann,  Geo.  G.  . 

.AL  4-8483 

1108 

Millov.  Frank  J 

Snyder,  Bertram  L. 

AL  2-0142 

907 

(Chest)  

Swasev.  Lloyd  K. 

.AL  4-2174 

910 

(Chest)  

.AL  4-2174 

910 

Obstetrics  & Gynecology 

Barker,  C.  J.,  Sr. . . . 

.AL  3-2176 

710 

DePinto,  Angus  . . . 

.AL  3-9112 

707 

Smith,  Gregory  C.. 

.AL  3-9112 

707 

Ophthalmology 

Burgess,  Roy  E.  ... 

. AL  3-5604 

822 

Franklin,  Henry  L...AL  4-3738  805 

French,  Harry  J AL  4-1670  722 

Harbridge,  D.  F AL  3-5604  822 

Zinn,  Sheldon  AL  4-1670  722 

Psychiatry  & Neurology 

Kowalski,  L.  J AL  4-2850  906 

McGrath,  Wm.  Bede.  . AL  3-5559  811 

Radiology  & Pathology 

Foster,  R.  Lee AL  3-4105  507 

List.  Martin  L AL  3-4105  507 

McDonald,  D.  C.  ...AL  3-4105  507 

Thoracic  Surgery 

Melick,  Dermont  W. . . AL  4-3146  1005 

Other 

Ariz.  Bancorporation . AL  2-4798  421 

Laboratory  of 

Clinical  Medicine ..  AL  4-9881  1106 

Mandel,  L.  Ph.D AL  3-8177  902 

McLeod  Optical 

Company  AL  2-9201  522 

Nurses’  Professional 

Registry  AL  4-4151  703 

Professional  Building 

Office AL  4-4406  500 

Professional  Garage . . AL  4-4833  Bsmt. 

Professional  X-Ray  & 

Clinical  Lab AL  3-4105  507 

Seller,  Irene  H., 

Chiropodist  AL  4-1801  1021 

Smith,  C.  J.,  CPA.  . .AL  3-9561  1022 

Valley  National  Bank . AL  8-8711  Lobby 

Valley  National  Co. 

(Ins.)  AL  4-2191  Lobby 

VNB  Car-Park AL  3-2835 

Wayland’s  Prescription 

Pharmacy AL  4-4171  Lobby 
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Pf9^eA.AhMl  OC-^aif  an4  Clinical  Xab^fatcHf 

507  Profsesional  Bldg. 

Phoenix,  Arizona 
Phone  ALpine  3-4105 

AND 

iHedical  Center  OC-^a^  anti  Ginical  Hakfifatcfif 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

DIAGNOSTIC  X-RAY  X-RAY  THERAPY 

RADIUM  THERAPY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARIOGRAPHY  BASAL  METABOLISM 


92  X cc  ^ Rosier,  3^.,  ^^irector  n ^l^ac/iologiist 

Diplomate  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 


East  McDowell  Medical  Building  Telephone 

1130  E.  McDowell  Road  ALpine  8-1601 

PHOENIX,  ARIZONA 


A Complete  Analytical  and  Laboratory  Service  To  The  Medical  Profession  of  Arizona 


Protein  Bound  Iodine 

Blood  Cholinesterase 

17-Ketosteroids 

Corticosteroids 

Phosphatases 

Vitamin  Determinations 

Blood  Volume 

Blood  pH  Values 

Electrolytes 

Toxicology 

Autopsies 

Papanicolaou  Stains 
Liver  Function  Tests 
Porphyrins 
Streptolysin  Titres 


Rh  Antibody  Titres 
Quantitative  Serology 
Heterophile  Titres 
Autogenerous  Vaccines 
Hematology 
Bacteriology 
Parasitology 
Gastric  Analysis 
Friedman  Tests 
Frog  Pregnancy  Tests 
Mycology 
Enzyme  Chemistry 
Spectroscopic  Analysis 


DIAGNOSTIC  X-RAY 

Pelvimetry 
Salpingography 
Bronchography 
Intervenous  Cholecystography 
Myelography 
RADIO  ISOTOPE 
DIAGNOSIS  & THERAPY 
Radio  Iodine 
Radio  Phosphorus 
Chromic  Radio  Phosphate 
Radio  Cobalt 
Radio  Strontium 
Vitamin  B-12.  Cobalt  60  for 
Pernicious  Anemia  Diagnosis 
X-RAY  & RADIUM  THERAPY 


Maurice  Rosenthal,  M.D. 
Diplomate,  American 
Board  of  Pathology 

• 

Marcy  L.  Sussman,  M.D. 
Diplomate,  American 
Board  of  Radiology 

• 

Seymour  B.  Silverman,  M.D. 
Diplomate,  American 
Board  of  Pathology 

• 

George  Scharf,  M.D. 
Diplomate,  American 
Board  of  Pathology 
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RADIOLOGY 

Douglas  D.  Gain,  M.D. 

John  W.  Kennedy,  M.D. 

Diplomate 

Diplomate 

American  Board  of 

American  Board  of 

Radiology 

Radiology 

ALpine  3-4131 

NORTH 

CENTRAL 

MEOICAL 

LABORATORY 

2021  North  Central  Avenue  • Phoenix,  Arizona 

COMPLETE  1 

RADIOLOGICAL  AND  PATHOLOGICAL  SERVICES 

PATHOLOGY 

Maurice  Rosenthal,  M.D. 

George  Scharf,  M.D. 

Seymour  B.  Silverman,  M.D. 

Diplomate 

Diplomate 

Diplomate 

American  Board  of 

American  Board  of. 

American  Board  of 

Pathology 

Pathology 

Pathology 

Professional  X-ray  and  Clinical  Laboratory 

Successor  To 

PATHOLOGICAL  LABORATORY 
507  Professional  Bldg. 

Phoenix,  Arizona 
Phone  ALpine  3-4105 

R.  LEE  FOSTER,  M.D.  MARTIN  L.  LIST,  M.D. 

doctor?^dTre<^ 


DOCTORS'  CENTRAL  DIRECTORY 

Helen  M.  Barrasso,  R.N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  EA  5-1551 

At  Your  Service  24  Hours  Daily 
1321  East  Lee  Street  Tucson,  Arizona 

"Established  1932" 


NURSES'  DJRECTORY 


DISTRICT  NO.  1 

ARIZONA  STATE  NURSES  ASS'N 

MRS.  MARJORIE  E.  KASUN,  R.N. 

Registrar 

Nurses'  Professional  Registry 

703  Professional  Bldg.  — Phoenix  — ALpine  4-4151 


MEDICAL  CENTER  X-RAY  AND 
CLINICAL  LABORATORY 

1313  N.  Second  St. 

Phoenix,  Arizona 
Phone  ALpine  8-3484 

R.  LEE  FOSTER,  M.D.  MARTIN  L.  LIST,  M.D. 

ARizONASOOErToF 
MEDICAL  TECHNOLOGISTS 

Placement  service  for  all  physician  and  hospitals 
requiring  registered  (ASCP)  medical  technologists 
Mrs.  Marian  Hannah,  M.T.  (ASCP),  Placement  Director 
507  Professional  Building,  Phoenix,  Arizona 

CLINIC  DIRECTORY 

J.  T.  O'NEIL,  M.D. 

R.  F.  SCHOEN,  M.D. 

H.  B.  LEHMBERG,  MD. 

W.  H.  FORD,  M.D. 

R.  F.  LAMB,  M.D. 

Casa  Grande  Clinic  Phone  4495 

Casa  Grande,  Arizona 

THE  ORTHOPEDIC  CLINIC 
Orthopedic  Surgery 

W.  A.  Bishop,  Jr.,  M.D.,  F.A.C.S. — A.  L.  Swenson,  M.D.,  F.A,C,S, 
Ray  Fife,  M.D. — Sidney  L.  Stovall,  M.D.,  F.A.C.S. 

Thomas  H.  Taber,  Jr.,  M.D. 

Diplomates  of  the  American  Board  of  Orthopedic  Surgery 
2620  N.  3rd  St.  — AL  8-1586  — Phoenix,  Arizona 
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THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

321  Heard  Bldg.  Phone  Alpine  3-4317 

PHOENIX,  ARIZONA 

MODERN  RX  PHARMACY 

TELEPHONE  20 

NOGALES  ARIZONA 


LAIRD  & DINES 

The  REXALL  Store 
Reliable  Prescription  Service 
woodland  7-2922  Mill  Ave.  & 5th 

Tempe,  Arizona 

JOHNSON'S  DRUG  STORE 

PRESCRIPTIONS 
"Service  you  will  like" 

Corner  Speedway  and  Park  Avenue 
Phone  MA  2-8865  Tucson,  Arizona 

EVERYBODY'S  DRUG  COMPANY 

Prescription  Druggists 
Phones:  WO  4-4587  - WO  4-4588 
Mesa,  Arizona 


THIS  SPACE  FOR  SALE 

ARIZONA  MEDICINE 

321  Heard  Bldg. 

Phone  Alpine  3-4317 
PHOENIX,  ARIZONA 

SUNNYSLOPE  PHARMACY 

7th  & Dunlap  — Sunnyslope,  Arizona 
Wl  3-3454  - Wl  3-4312 

The  most  complete  Prescription  Dept,  in  Sunnyslope. 
Member  American  Pharmaceutical  Association 
Member  Arizona  Pharmaceutical  Association 


iScottsJale  call 

Lute's  Scottsdale  Pharmacy 

For 

PRESCRIPTIONS 
WH  5-8420  — WH  5-8429 
Next  to  the  1st  National  Bank 


Your  Prescription  Store 

DIERDORF  PHARMACY 


Phone  BR  5-5212 

2315  N.  24th  St.  Phoenix,  Arizona 

Milburn  F.  Dierdorf 


OSBORN  PHARMACY 

Cooled  by  Refrigeration 

Fountain  Service  — Prescriptions  — Cosmetics  — Free  Delivery 
Ralph  Thurman 

3341  N.  19th  Ave.  - Phone  AM  6-4508  — CR  4-1256 
Phoenix,  Arizona 

THIS  SPACE  FOR  SALE 

ARIZONA  MEDICINE 

321  Heard  Bldg. 

Phone  Alpine  3-4317  PHOENIX,  ARIZONA 

PULLINS 

Prescriptions 
400  E.  Glendale 
Phone  YE  7-9848 
Glendale,  Arizona 


SRUTWA  PHARMACY 

Phone  CRestwood  7-7605 

Cas.  H.  Srutwa  — P.  C.  Srutwa 
4234  E.  Indian  School  Road 
PHOENIX,  ARIZONA 


Sanatorium 


BUTLERS  REST  HOME 

• Bed  Patients  and  Chronics. 

• Excellent  Food. 

• Television. 

• State  Licensed. 

• 24  Hour  Nursing  Care 

802  N.  7fh  St.  Phoenix,  Arizona 

Telephone  AL  3-2592 

GLENDALE  NURSING  HOME 

Arizona  newest,  modern  nursing  home. 

• Convalescent  • 24  Hour  Nursing  Care 

• Custodial  • Special  Diets.  Quiet. 

Lat.  16%  and  Glendale  Avenue 
Phones:  AMherst  6-7001  — YEllowstone  7-7064 
Glendale,  Arizona 
(Ray  and  Ruth  Eckel) 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

321  Heard  Bldg. 

Phone  Alpine  3-4317 
PHOENIX,  ARIZONA 


WILLIAMS  CONVALESCENT  HOME 

Hospital  Care  With  Home  Atmosphere 
(Member  Arizona  Association  Nursing  Homes  Inc.) 
Licensed  Nurses  — Special  Diets  — Oxygen  & Intravenous 
Refrigerated  Air  Conditioning  (Individually  Controlled) 
Bed-Ambulatory  Patients 

AM  5-4185  — 1608  E.  Meadowbrooks  Ave.  — Phoenix 

BETHANY  REST  HOME 

Effie  V.  Davis,  Owner  Operator 
CRestwood  4-4112  — 126  E.  Bethany  Home  Road,  Phoenix 
Bed  Patients,  Chronic  Conditions,  Senile  & Ambulatory. 

HILLCREST  SANATORIUM 

Established  1921 

•General  Medical  • Acute  or  Chronic 

• Orthopedic  • Convalescent 

• Post-Operative  • Geriatric 

• Medical  Doctor  of  your  choice 
24  hr.  Skilled  Nursing  — New,  Modern  Facilities 
Phones:  MA  4-1562  — MA  3-1391 
No.  3rd  Ave.  & Adams  Tucson,  Arizona 

Alberta  M.  Lovett 

Katharine  Schmid  Charles  Schmid 
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SANATORIUM  AND  HOSPITAL  WITH  MODERN 
TREATMENT  EQUIPMENT  IN  THE  EXCLUSIVE  CAMELBACK  MOUNTAIN 
RESORT  AREA  ...  15  MINUTES  FROM  DOWNTOWN  PHOENIX. 


LANDSCAPING  AND  10  ACRES  OF  CITRUS  GROVES  ADD 
TO  THE  GUEST  RANCH  ATMOSPHERE  OF  CAMELBACK  SANATORIUM 
AND  HOSPITAL. 


AIR  CONDITIONING  AND  SOUND  PROOF 
^ UNITS  CREATE  RESTFUL  LIVING  CONDITIONS. 


AND  RECREATIONAL  THERAPY  PROGRAMS 
STAFFED  WITH  SPECIALIZED  PERSONNEL  HELP  COMPLETE  YOUR 
PATIENT'S  RECOVERY. 


PATIENT  IS  UNDER  CONTINUOUS  REGISTERED  NURSE 
SUPERVISION  TO  MAKE  SURE  YOUR  ORDERS  ARE  PROFESSIONALLY 
CARRIED  OUT. 

YOUR  INQUIRIES  ARE  WELCOME 

P 

OTTO  L BENDHEIM,  M.D.,  F.A.P.A. 

Medical  Director  • "" 


AND  HOSPITAL 

5055  NORTH  THIRTY  FOURTH  STREET 
PHOENIX  . ARIZONA 
AMherst  6-7238 
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EYE,  EAR,  NOSE  and  THROAT 

DOUGLAS  W.  FRERICHS,  M.D. 

Diplomate  American  Board  of  Otolaryngology 
EAR,  NOSE,  AND  THROAT 
RHINOPLASTIC  SURGERY  BRONCHOSCOPY 
1130  E.  McDowell  Rd.  — Phone  Alpine  4-5068 
Phoenix,  Arizona 


ROBERT  F.  LORENZEN,  M.D. 

B.Sc.,  M.Sc.  (Med.) 

Diplomate  American  Board  of  Ophthalmology 
Practice  limited  to  Ophthalmology 
Park  Central  Medical  Building 
550  W.  Thomas  Road  (139  Patio  D) 
Phone  AM  5-2701  Phoenix,  Arizona 


JOHN  J.  McLOONE,  M.D. 
F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Otolaryngology 
Park  Central  Medical  Building 
550  W.  Thomas  Rd.  — 124-Patio  C 
Telephone  CRestwood  4-3511 
Phoenix,  Arizona 

JOHN  S.  MIKELL^  M.D. 

Ear,  Nose  and  Throat  Bronchoscopy 
2508  E.  6th  Street 

Phone  EA  5-7191  — Tucson,  Arizona 

THIS  SPACE  FOR  SALE 
write  to 

ARIZONA  MEDICINE 

321  Heard  Bldg.  Phone  Alpine  3-4317 

PHOENIX,  ARIZONA 

ROY  E.  BURGESS,  M.D. 

Ophthalmology 

Diplomate  American  Board  of  Ophthalmology 

822  Professional  Bldg.  — 15  E.  Monroe  St. 
Alpine  3-5604  — Phoenix,  Arizona 

DERMATOLOGY 


GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 
Phone  Alpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 


WILLIAM  SNYDER,  M.D. 

Diplomate  of  the  American  Board  of  Dermatology 

Diseases  of  the  Skin 
Skin  Cancer  — Cutaneous  Allergy 
2021  N.  Central  Ave.  — Alpine  3-8383 
PHOENIX,  ARIZONA 


SAM  M.  MACKOFF,  M.D. 

Diseases  of  the  Skin 

Room  808  - Professional  Building  — 15  E.  Monroe  St. 

Office:  AL  2-0379  — Phoenix,  Arizona 


PSYCHIATRY  and  NEUROLOGY 

OTTO  L.  BENDHEIM,  M.D. 

1515  North  Ninth  Street 
PHOENIX,  ARIZONA 
Diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology 
Phone  AL  8-2607 

RICHARD  E.  H.  DUISBERG,  M.D. 

Diplomate  American  Board  of  Neurology  and 
Psychiatry 

T.  RICHARD  GREGORY,  M.D. 

Neurology  and  Psychiatry 
AL  3-6701  - AL  2-4542 
1313  No.  2nd  St.  — Phoenix,  Arizona 

KENNETH  G.  REW,  M.D. 

550  W.  Thomas  Road  — 102  Patio  A 
Phoenix,  Arizona 

Diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology 
Phone  CR  4-9596 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

321  Heard  Bldg. 

Phone  Alpine  3-4317  PHOENIX,  ARIZONA 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

321  Heard  Bldg. 

Phone  Alpine  3-4317 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

321  Heard  Bldg. 

Phone  Alpine  3-4317  PHOENIX,  ARIZONA 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

Phone  Alpine  3-4317  321  Heard  Bldg. 

PHOENIX,  ARIZONA 


MALIGNANT  DISEASE 


JAMES  M.  OVENS,  M.D. 

F.A.C.S.  F.I.C.S. 

Diplomate  American  Bodrd  of  Surgery 
Cancer  and  Tumor  Surgery 
X-ray  and  Radium  Therapy 

608  Professional  Bldg.  Phone  Alpine  8-8074 

Phoenix,  Arizona 


PEDIATRIC  SURGERY 


DANIEL  T.  CLOUD,  M.D. 

Pediatric  Surgery 

2021  N.  Central  Ave.  — Alpine  3-2933 
Phoenix,  Arizona 
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SURGERY 


EDWARD  L KETTENBACH,  M.D., 
F.A.C.S.,  F.I.C.S. 

SURGERY 

Diplomate  American  Board  of  Surgery 
2324  North  Tucson  Blvd.  Phone  EA  5-2605 

Tucson,  Arizona 

DONALD  A.  POLSON,  M.D.,  M.  Sc. 

GENERAL  SURGERY 

Certified  by  the  American  Board  of  Surgery 
550  W.  Thomas  Road 
Phone  CRestwood  4-2081 
Phoenix,  Arizona 

DELBERT  L SECRIST,  M.D.,F.A  C.S. 

123  South  Stone  Avenue 
Tucson,  Arizona 

Office  Phone  MA  2-3371  Home  Phone  EA  5-9433 

THOMAS  H.  BATE,  M.D. 

F.A.C.S.,  F.I.C.S.,  M.Sc.  (Surgery) 

PRACTICE  LIMITED  TO  SURGERY 
Diplomate  American  Board  of  Surgery 
2021  N.  Central  — Office  Phone  ALpine  4-3326 
Phoenix,  Arizona 

H.  D.  KETCHERSIDE,  M.D. 

SURGERY  and  UROLOGY 
800  North  First  Avenue 
Phone  ALpine  4-7245 
Phoenix,  Arizona 

D.  W.  MELICK,  M.D. 

THORACIC  SURGERY 
The  Professional  Building 
Phoenix,  Arizona 

orthopedTc^u^ 

GEORGE  L.  DIXON,  M.D.,  F.A.C.S. 

PHILIP  G.  DERICKSON,  M.D. 
CHRISTOPHER  A.  GUARINO,  M.D. 

ORTHOPAEDIC  SURGERY 
Diplomates  of  the  American  Board 
of  Orthopaedic  Surgery 

744  N.  Country  Club  Road  Telephone  EAst  5-1533 
TUCSON,  ARIZONA 


ROBERT  E.  HASTINGS,  M.D.,F.A.C.S. 
ROBERT  W.  WEBER,  M.D. 

ORTHOPAEDIC  SURGERY 
Diplomate  American  Board  of  Orthopaedic 
Surgery 

1014  N.  Country  Club 
TUCSON,  ARIZONA 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

321  Heard  Bldg. 

Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 


THIS  SPACE  FOR  SALE 

ARIZONA  MEDICINE 

321  Heard  Bldg. 
Phon'e  ALpine  3-4317 
PHOENIX,  AR|70NA 


OBSTETRICS  AND  GYNECOLOGY 


HAROLD  N.  GORDON,  M.D.,  F.A.C.S. 

OBSTETRICS  AND  GYNECOLOGY 
Diplomate  of  American  Board  of  Obstetrics  and  Gynecology 

MARTIN  COHEN,  M.D. 

Practice  Limited  to  Obstetrics  and  Gynecology 
1832  8th  Avenue  — Phone  SUnset  2-2559 
Yuma,  Arizona 

GYNECOLOGY  & ENDOCRINOLOGY 

JOSEPH  B.  RADDIN,  M.D. 

Practice  limited  to 

MEDICAL  GYNECOLOGY  & ENDOCRINOLOGY 
619  Professional  Building 
15  E.  Monroe  — Phoenix,  Arizona 
Phone  ALpine  2-3577 

UROLOGY 


ROBERT  H.  CUMMINGS,  M.D. 

Diplomate  of  the  American 
Board  of  Urology 
Park  Central  Medical  Bldg. 

Phone  CR  4-4912 

550  W.  Thomas  Road  — 230  Patio  C 
Phoenix,  Arizona 

PAUL  L.  SINGER,  M.D.,  F.A.C.S. 

Certified  American  Board  of 
UROLOGY 

1313  N.  Second  Street  Phone  ALpine  3-1739 
PHOENIX,  ARIZONA 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

321  Heard  Bldg. 

Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 

DONALD  B.  LEWIS,  M.D. 

UROLOGY 

Certified  by  the  American  Board  of  Urology 
123  So.  Stone  Ave.  Phone  MA  2-7081 

Tucson,  Arizona 

ALLERGY 

Howard  M.  Purcell,  Jr.,  M.D. 

American  Board  of  Pediatrics 
American  Academy  Pediatrics 
American  College  of  Allergists 
ALLERGY  OF  CHILDREN 
322  W.  McDowell  Rd. 

Phoenix,  Arizona 

E.  A.  GATTERDAM,  M.D. 

ALLERGY 

15  E.  Monroe  St.,  Professional  Bldg. 

Office  Hours:  1 1 A.M.  to  5 P.M. 

Phoenix,  Arizona 

SAM  M.  MACKOFF,  M.D. 

Allergy 

Room  808  - Professional  Building  — 15  E.  Monroe  St. 

Office:  AL  2-0379  — Phoenix,  Arizona 
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Physicians^ 


RADIOLOGY 


R.  LEE  FOSTER,  M.D. 

MARTIN  L.  LIST,  M.D. 

Diplomates  of  American  Board  of  Radiology 
Diagnostic  Roentgenology 
X-ray  and  Radium  Therapy 
507  Professional  Bldg.  1313  N.  Second  St. 

Phone  Alpine  3-4105  Phone  Alpine  8-3484 

Phoenix,  Arizona 

MARCY  L.  SUSSMAN,  M.D. 

Diplomate  of  American  Board  of  Radiology 
DIAGNOSTIC  RADIOIOGY 
THERAPEUTIC  RADIOIOGY 
RADIOISOTOPES 
1130  E.  McDowell  Rd. 

Telephone  Alpine  8-1601 
Phoenix,  Arizona 

Plastic  and  Reconstructive  Surgery 

HOWARD  C.  LAWRENCE,  M.D. 
F.A.C.S. 

Diplomate  of  the 

American  Board  of  Plastic  Surgery 
2021  N.  Central  Ave.  — Phone  Alpine  8-4101 
Phoenix,  Arizona 

GENERALIST 


HUGH  DIERKER,  M.D. 

Member  American  Academy  of 
General  Practice 

505  N.  Beaver  Phone  1106 

Flagstaff,  Arizona 


DOUGLAS  D.  GAIN,  M.D. 
JOHN  W.  KENNEDY,  M.D. 

Diplomates  of  American  Board  of  Radiology 
X-Ray  Therapy  and  Diagnosis 
Radium  Therapy 


2021  N.  Central  Ave Al  3-4131 

Memorial  Hospital  Al  8-7531 

1130  N.  Central  Ave Al  8-8435 


THIS  SPACE  FOR  SAIE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

321  Heard  Bldg. 

Phone  Alpine  3-4317 
PHOENIX,  ARIZONA 


PROCTOLOGY 

WALLACE  M.  MEYER,  M.D. 

PROCTOIOGY 
Park  Central  Medical  Bldg. 

Phone  CR  4-5632 

550  W.  Thomas  Road  — 216  Patio  B 
Phoenix,  Arizona 

JAMES  T.  JENKINS,  M.D. 

Fellow  American  Proctologic  Society 
Fellow  American  College  of  Surgeons 
Fellow  International  College  of  Surgeons 
Practice  limited  to  Diseases  of  the  Anus,  Rectum 
and  Colon 

2021  N.  Central  Ave. 

Phoenix,  Arizona  — Phone  Al  2-2822 


INTERNAL  MEDICINE 


ROBERT  S.  FLINN,  M.D. 

INTERNAl  MEDICINE 

CARDIOIOGY  and  ElECTROCARDIOGRAPHY 
Park  Central  Medical  Bldg. 

Phone  CR  4-1443 

550  W.  Thomas  Road  — 217  Patio  B 
Phoenix,  Arizona 

JOSEPH  BANK,  M.D. 

Diplomate  of 

American  Board  of  Internal  Medicine 
American  Board  of  Gastroenterology 
GASTROENTEROIOGY,  GASTROSCOPY 
800  North  First  Avenue  Phone:  Alpine  4-7245 

PHOENIX,  ARIZONA 

LESLIE  B.  SMITH,  M.D. 

Diplomate  American  Board  of  Internal  Medicine 
1 130  E.  McDowell  Rd.  Phone  Al  8-0044 

(Formerly  926  E.  McDowell  Rd.) 

Phoenix,  Arizona 
130  E.  Stetson  Drive  — Suite  104 
WH  5-3563  — Scottsdale,  Arizona 


FRANK  J.  MILLOY,  M.D. 

F.A.C.P. 

Diplomate  of  the  American  Board  of 
Internal  Medicine 
INTERNAl  MEDICINE 
907  Professional  Building 
Phone  Alpine  2-0142 
Phoenix,  Arizona 

JESSE  D.  HAMER,  M.D. 

F.A.C.P. 

INTERNAl  MEDICINE 
CARDIOIOGY 

Suit  910  Phoenix 

15  E.  Monroe  St.  ^ Arizona 


DAVID  M.  MARCUS,  M.D. 

INTERNAl  MEDICINE 

1850  laurel.  North  — Alpine  4-7970 
Phoenix,  Arizona 
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ARIZONA  STATE  CHIROPODISTS  ASSOCIATION 

Julius  Citron,  D.S.C.,  A.C.F.S. 

PHOENIX 

Howard  B.  Seyfert,  Jr.,  D.S.C. 

40  E.  Thomas  Rd. 

753  E.  AAcDowell  Rd. 

CR  7-5631 

AL  4-4414 

Samuel  Mason,  Pod.  D. 

Irwin  D.  Shapiro,  Pod.  D. 

144  N.  1st 

2814  N.  7th  Ave. 

AL  2-4646 

AAA  5-9686 

Felton  O.  Gamble,  D.S.C. 

TUCSON 

T.  J.  Price,  Ph.G.,  S.C. 

1888  N.  Country  Club  Rd. 

927  E.  7th  Street 

' Phone  EA  6-3212 

Phone  AAA  4-1087 

Harold  E.  Mitton,  D.S.C. 

Martin  Snyder,  D.S.C. 

318  E.  Congress  St. 

2629  E.  Broadway 

Phone  AAA  3-9151 

Phone  EA  5-6333 

PATHOLOGY 


This  is  to  announce  that  tissues  for  diagnosis  are  accepted  by  the  following 
physicians  who  practice  in  Arizona,  are  not  exclusively  governmentally  employed, 
and  are  qualified  as  pathologic  anatomists: 


J.  D.  BARGER,  M.D. 

338  E.  Camelback  Rd. 
Phoenix,  Arizona 

RALPH  H.  FULLER,  M.D. 

St.  Mary’s  Hospital 
Tucson,  Arizona 

LOUIS  HIRSCH,  M.D. 

1641  N.  Tucson  Blvd. 
Tucson,  Arizona 

GEORGE  B.  KENT,  JR.,  M.D. 

Park  Central  Medical  Bldg. 

550  W.  Thomas  Road  — 101  Patio  A 
Phoenix,  Arizona 

JOSEPH  J.  LIKOS,  M.D. 

338  E.  Camelback  Road 
Phoenix,  Arizona 


MAURICE  ROSENTHAL,  M.D. 

Memorial  Hospital 
Phoenix,  Arizona 

GEORGE  SCHARF,  M.D. 

2021  N.  Central  Avenue 
Phoenix,  Arizona 

SEYMOUR  B.  SILVERMAN,  M.D. 

1130  E.  McDowell  Rd. 
Phoenix,  Arizona 

LOREL  A.  STAPLEY,  M.D. 

Park  Central  Medical  Bldg. 

550  W.  Thomas  Road  — 101  Patio  A 
Phoenix,  Arizona 

O.  O.  WILLIAMS,  M.D. 

Park  Central  Medical  Bldg. 

550  W.  Thomas  Road  — 101  Patio  A 
Phoenix,  Arizona 


RADIOTHERAPY  & ONCOLOGY 

A.  L.  LINDBERG,  M.D.  U.  V.  PORTMANN,  M.D. 

(Diplomates  of  American  Board  of  Radiology) 

THERAPEUTIC  RADIOLOGY  AND  TUMOR  PATHOLOGY 
TUCSON  TUMOR  CLINIC 

721  N.  4th  Avenue  Tucson,  Arizona 

Phone  AAA  3-2531 


LOIS  GRUNOW  MEMORIAL  CLINIC 


McDowell  at  tenth  street 


PHOENIX,  ARIZONA 


OTOLARYNGOLOGY 

D.  E.  Brinkerhoff,  M.D.,  F.A.C.S 


OPHTHALMOLOGY 

John  S.  Aiello,  M.D. 

GENERAL  SURGERY 

H.  G.  Williams,  M.D.,  F.A.C.S. 

David  C.  James,  M.D. 

INTERNAL  MEDICINE 

Hilton  J.  McKeown,  M.D.,  F.A.C.P. 
C.  Selby  Mills,  M.D.,  F.A.C.P. 

S.  Kent  Conner,  M.D. 

Thomas  A.  Edwards,  M.D. 

John  F.  Westfall,  M.D. 

ORTHOPEDIC  SURGERY 

James  Lytton-Smith,  M.D.,  F.A.C.S. 
Ronald  S.  Haines,  M.D.,  F.A.C.S. 
John  E.  Ricker,  M.D. 

Warren  A.  Colton,  Jr.,  M.D.,  F.A.C.S. 

PEDIATRICS 

Robert  W.  Ripley,  M.D. 

UROLOGY 

M.  L.  Day,  M.D.,  F.A.C.S. 


V.  A.  Dunham,  Jr.,  M.D. 

NEUROSURGERY 

John  A.  Eisenbeiss,  M.D.,  F.A.C.S. 

PSYCHIATRY  and  NEUROLOGY 

Maier  I.  Tnchler,  M.D. 


OBSTETRICS  and  GYNECOLOGY 

Clarence  B.  Warrenburg,  M.D. 

William  E.  Crisp,  M.D. 

GENERAL  DENTISTRY 

George  F.  Busch,  D.D.S. 

Henry  A.  Wilky,  D.D.S. 


LABORATORIES 

Director— Thomas  A.  Hartgraves,  M.D.,  F.A.C.R. 
Associate  Radiologist— Don  E.  Matthiesen,  M.D. 
Associate  Pathologist— O.  O.  Williams,  M.D.,  F.A.C.P. 
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in  G.l.  disorders 

‘Compazine’  controls  tension 
—often  brings  complete  relief 

In  such  conditions  as  gastritis,  pylor- 
ospasm,  peptic  ulcer  and  spastic 
colitis,  ‘Compazine’  not  only  re- 
lieves anxiety  and  tension,  but  also 
controls  the  nausea  and  vomiting 
which  often  complicate  these 
disorders. 

Physicians  who  have  used  ‘Com- 
pazine’ in  gastrointestinal  disorders 
— often  in  chronic,  unresponsive 
cases — have  had  gratifying  results 
(87%  favorable). 


Compazine 

the  tranquilizer  and  antiemetic 
remarkable  for  its  freedom  from 
drowsiness  and  depressing  effect 

Available;  Tablets,  Ampuls,  Multi- 
ple dose  vials,  Spansule®  sustained 
release  capsules.  Syrup  and  Sup- 
positories. 

*T.M.  Reg.  U.S.  Pat.  0£F.  for  prochlorperazine,  S.K.F. 


Smith  Kline  & French  Laboratories,  Philadelphia 
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Arizona  Medical 
Association,  Inc. 


Annual  Meeting 
Chandler,  Arizona 

April  30;  May  1,  2 and  3,  1958 


QUAUTY  •'  BESf  ARCH  / INTEGRITY 


WEo/Mt  mm  LmARY 


Antacid  thea'^ii^gjjj^^t^he^est  of  taste 


LIQUID 


(Magnesium  Trisilicate  and  Colloidal  Aluminum  Hydroxide,  Lilly) 


Combines  palatability  with  effecti; 

In  12-ounce  bottles  at  pharm^ies  eyeryw+ier^ 


ELI  LILLY  AND  COMPANY,  INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 


--  i Vol.  15.  No.  4 


APRIL.  1958 
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ORAL 


with 

unexcelled  potency 
and 

unsurpassed  efficacy 


in  functional  uterine  bleeding 

Fiinctionai  uterine-bleeding  is  usually  due 
to  failure  of  ovulation  with  sustained  estrogenic 
stimulation  of  the  endometrium  in  the  absence 
of  progesterone.  The  most  effective 
of  hormone  in  arresting  a bout  of  functional  uterine 
bleeding  is  a progestational  agent. ^ Administered 
orally,  NORLUTIN  produces  presecretory  to  secretory 
and  marked  progestational  endometrium  in 
3 to  14  days.^*'"  The  return  of  normal  menstruation 
frequently  can  be  induced  by  continued  cyclic 
therapy  with  NORLUTIN  during  successive  months. 


case  summary 

A 44-year-old  woman  Iiad  spotting  and  bleeding 
for  10  days.  She  was  treated  with  NORLUTIN, 

10  mg.  twice  daily  for  4 days.  Bleeding  stopped 
during  medication  and  24  to  72  hours  after 
cessation  of  therapy  normal  withdrawal 
bleeding  occurred. 

References:  {!)  Greenblatt,  R.  B.,  & Clark,  S.  L.: 

M.  Clin.  North  America,  Philadelphia, 

W.  B,  Saunders  Company  (Mar.)  19.57,  p.  587. 

(2)  Greenblatt,  R.  B.:  /,  Clin.  Endocrinol. 

16:869, 1956.  (3)  Hertz,  R.;  Waite,  J.  H., 

& Thomas,  L.  B.:  Proc.  Soc.  Exper.  Biol,  h Med. 
91:418,1956. 


T.M, 


( norethindrone,  Parke-Davis ) 

INDICATIONS  FOR  NORLUTIN:  conditions  involving  deficiency 
of  progesterone  such  as  primary  and  secondary  amenorrhea, 
menstrual  irregularity,  functional  uterine  bleeding, 
endocrine  infertility,  habitual  abortion,  threatened  abortion, 
premenstrual  tension,  and  dysmenorrhea. 

PACKAGING:  5-mg.  Scored  tablets  (C.  T.  No.  882),  bottles  of  30. 


l»ARKE»  DAVIS  & COMPANY  * DETROIT  32.  MICHIGAN 
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and  inflammation 

With  BUFFERIN' 

ARTHRITIS 

salicylate  benefits  with 
minimal  salicylate  drawbacks 

Rapid  and  prolonged  relief  — with  less  intoler- 
ance. The  analgesic  and  specific  anti- 
inflammatory action  of  Bufferin  helps  re- 
duce pain  and  joint  edema— comfortably. 
Bufferin  caused  no  gastric  distress  in  70 
per  cent  of  hospitalized  arthritics  with 
proved  intolerance  to  aspirin.  (Arthritics 
are  at  least  3 to  10  times  as  intolerant  to 
straight  aspirin  as  the  general  population.^) 

No  sodium  accumulation.  Because  Bufferin  is 
sodium  free,  massive  dosage  for  prolonged 
periods  will  not  cause  sodium  acciunula- 
tion  or  edema,  even  in  cardiovascular  cases. 
Each  sodium-free  Bufferin  tablet  contains  acetyl- 
salicylic  acid,  5 grains,  and  the  antacids  magnesium 
carbonate  and  aluminum  glycinate. 

Reference:  1.  J.A.M.A.  158:386  (June  4)  1955. 

ANOTHER  FINE  PRODUCT  OF  ERISTOL-MYERa 


Bristol-Myers  Company 

19  West  50  St.,  New  York  20,  N.  Y 


Supply: 

No.  880,  PMB-200 
bottles  of  60  and  500. 

No.  881,  PMB-400 
bottles  of  60  and  500. 


Also  available  as 
PMB-400  (0.4  mg.  "Premarin,"  400  mg.  meprobamate 
in  each  tablet). 


VMB-200 


"Premarin"  with  Meprobamate  new  potency 

Each  tablet  contains  0.4  mg.  "Premarin,"  200  mg.  meprobamate 


For  undue  emotional  stress 
in  the  menopause 

WRITE  SIMPLY... 


AYERST  LABORATORIES 


New  York  16,  New  York 


Montreal,  Canada 


5830 


"Premarin®"  coniugated  estrogens  (eguinel 


Meprobamate  licensed  under  U.S.  Pat.  No.  2,724,720 


VoJ.  15,  No.  4 
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SYNTHETIC  BILIARY  ABSTERGENT 


ZANCHOE 

(brand  of  florantyrone) 


Fills  an  Important  Postcholecystectomy  Need 


The  excellent  results  with  Zanchol  in  pa- 
tients whose  gallbladders  have  been  re- 
moved have  been  most  pronounced  in  two 
phases  of  management: 

1.  Early— Zanchol  in  Postoperative  Care. 

T-tube  studies  have  demonstrated  that 
Zanchol  increases  the  volume  and  fluidity 
of  bile,  at  the  same  time  changing  its  color 
to  a clear,  brilliant  green.  The  greatly  im- 
proved abstergent  cleansing  action  of  the 
bile  is  noted  in  its  ability  to  keep  the  T 
tubes  clean^  without  rinsing  in  most  cases. 

2.  Late— Zanchol  in  Postcholecystectomy 
Syndrome.  By  improving  the  physico- 
chemical properties  of  bile  and  increasing 


its  flow,  Zanchol  acts  to  eliminate  biliary 
stasis  and  sharply  reduce  or  eliminate  bil- 
iary sediment.  The  drug  may  be  employed 
in  both  prophylaxis  and  therapy  of  the  post- 
cholecystectomy syndrome. 

Medical  Indication  for  Zanchol 
This  includes  the  treatment  of  patients 
with  chronic  cholecystitis  for  which  sur- 
gery is  not  required  or  may  be  impossible 
for  any  reason. 

Dosage:  one  tablet  three  or  four  times 
daily.  Tablets  of  250  mg.  each. 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
Research  in  the  Service  of  Medicine, 


photomicrographs'' 

showing  daily  changes  in 
sediment  from  centrifuged  bile 
taken  from  T-tube  drainage  in 
a postcholecystectomized  patient. 


First  day,  before  administration  of  Zanchol. 


> ’ VC-  VrU 


Second  day,  after  Zanchol  administration. 


1.  McGowan,  J.  M.;  Clinical  Significance  of  Changes  in 
Common  Duct  Bile  Resulting  from  a New  Synthetic 
Choleretic.  Surg.,  Gynec.  & Obst.  I0i;163  (Aug.)  1956. 
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ANNOUNC I NG 

EXHIBITS  - ON-FII.M 

Tlie  Filmstrip  Libra^ry 
Of  Scientific  Exliibits 

a unique  new  medical  communications  service  — produced  by  the 
Medical  Education  Department,  Lakeside  Laboratories,  Inc. 


Significant  scientific  exhibits  at  medical  meetings  throughout  the  nation 
will  be  preserved  on  film... permanently  available  for  study  by  the 
thousands  of  physicians  anxious  to  keep  up  with  the  newest  develop- 
ments in  medicine  and  surgery. 

These  filmstrips,  together  with  recorded  commentaries,  will  be  given 
on  request  to  Medical  Schools,  County,  State  and  Sectional  Medical 
Societies,  not  as  a loan  but  as  a permanent  contribution. 


- .f 


mm 


ready  now  for  distribution 


j Six  widely  acclaimed  scientific  exhibits  selected  from  those  at  the  106th  Annual 
Meeting,  American  Medical  Association,  New  York,  June  3-7,  1957. 

FILMSTRIP  1 Part  I The  Present  Indications  for  Cardiac  Surgery  • 
■'*  Robert  P Glover,  Julio  C.  Davila  and  Robert  G.  Trout  (Philadelphia)  • Billings  Gold 
^ Medal  for  excellence  in  the  correlation  and  presentation  of  facts  • Part  II  Oral 
Organomercurial  Diuretics  • Sim  P Dimitroff  and  George  C.  Griffith  (Los  Angeles) 

FILIVISTRIP  2 Part  I The  Hands  in  Arthritis  and  Related  Conditions  • 
Darrell  C.  Crain  (Washington,  D.  C.)  • Certificate  of  Merit  • Part  II  Intra- 
muscular Iron  for  the  Treatment  of  Iron  Deficiency  Anemia  in  Infancy  • Ralph  O. 
Wallerstein,  and  M.  Silvija  Hoag  (San  Francisco) 

I FILMSTRIP  3 Part  I JSronc/j/’al  Asthma  • John  W.  Irwin,  Irving  H.  Itkin, 
Sandylee  Weille  and  Nancy  Little  (Boston)  • Honorable  Mention  Award  • Part  II 
The  Direct  (Open)  Surgical  Repair  of  Congenital  and  Acquired  Intracardiac  Mal- 
^ formations  • C.  W.  Lillehei,  H.  E.  Warden,  R.  A.  DeWall,  V.  L.  Gott,  R.  D.  Sellers, 
M.  Cohen,  R,  C.  Read,  R.  L.  Varco  and  O.  H.  Wangensteen  (Minneapolis)  • Hektoen 
Gold  Medal  for  originality  and  excellence  of  presentation  in  an  exhibit  of  original 
..  investigation 


Officers  of  Medical  Societies  and  Medical  School  libraries  wishing  to  start  their 
library  of  Filmstrips  of  Scientific  Exhibits  now,  should  address  their  requests  to: 
EXHIBITS-ON-FILM,  Medical  Education  Department,  Lakeside  Laboratories, 
Inc.,  Milwaukee  1,  Wisconsin 

Individual  physicians  who  wish  to  arrange  shov.'ings  such  as  at  hospital  staff  meetings 
should  contact  the  secretary  of  their  Medical  Society  or  Medical  School  librarian. 
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\r  n (Ptieenivl. 

NURSING  SERVICES,  JOINT  COMMITTEE  ON  IMPROVE- 
MENT OF.  Lucille  M.  Dagres,  M.D.,  Chairman  (Phoenix); 
Francis  J.  Bean,  M.D.  (Tucson);  Bertram  L.  Snyder,  M.D. 
(Phoenix). 
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OSTEOPATHY  LIASION  COMMITTEE;  Reed  D.  Shupe,  M.D., 
Chairman  (Phoenix);  Sebastian  R.  Caniglia,  M.D.  (Phoenix); 
Millard  Jeffrey,  M.D.  (Phoenix);  A.  I.  Podolsky,  M.D. 
(Yuma);  Harry  E.  Thompson,  M.D.  (Tucson). 

POISONING  CONTROL,  AD  HOC  COMMITTEE  ON:  Virginia 
M.  Cobb,  M.D.,  Chairman  (Tucson);  Paul  B.  Jarrett,  M.D. 
(Phoenix);  Maurice  Rosenthal,  M.D.  (Phoenix);  Martin  S. 
Withers,  M.D.  (Tucson). 

PROFESSIONAL  LIABILITY  INSURANCE  INVESTIGATING 
COMMITTEE;  Howard  C.  Lawrence,  M.D.,  Chairman 
(Phoenix);  Ernest  A.  Born,  M.D.  (Prescott);  Jesse  D.  Hamer, 
M.D.  (Phoenix);  Paul  B.  Jarrett,  M.D.  (Phoenix);  Stuart 
Sanger,  M.D.  (Tucson). 

PROFESSIONAL  LIASION  COMMITTEE:  William  B.  Steen, 

M. D.,  Chairman  (Tucson);  Raymond  J.  Jennett,  M.D.  (Phoe- 
nix); Harold  W.  Kohl,  M.D.  (Tucson). 

SAFETY  COMMITTEE:  MacDonald  Wood,  M.D.,  Chairman 
(Mesa);  Donald  F.  DeMarse,  M.D.  (Holbrook);  Paul  B. 
Jarrett,  M.D.  (Phoenix);  Henry  P.  Limbacher,  M.D.  (Tucson). 
SCHOOL  HEALTH,  CO-ORDINATING  COMMITTEE  ON:  Mar- 
cus W.  Westervelt,  M.D.,  Chairman  (Tempe);  Jack  H.  Dem- 
low,  M.D.  (Tucson);  Noel  G.  Smith,  M.D.  (Phoenix);  Robert 

N.  Stratton,  M.D.  (Yuma). 

VETERANS  MEDICAL  AFFAIRS  LIASION  COMMITTEE: 
Hilary  D.  Ketcherside,  M.D.,  Chairman  (Phoenix);  John  L. 
Cogland,  M.D.  (Phoenix);  John  A.  Eisenbeiss,  M.D.  (Phoe- 
nix); Robert  E.  Hastings,  M.D.  (Tucson);  Walter  T.  Hile- 
man,  M.D.  (Tucson);  Frederick  J.  Lesemann,  M.D.  (Tucson); 
C.  Selby  Mills,  M.D.  (Phoenix);  John  F.  Stanley,  M.D. 
(Yuma). 

ADVISORY  COMMITTEE  TO  THE  WOMAN’S  AUXILIARY: 
Charles  S.  Powell,  M.D.,  Chairman  (Yuma);  Melvin  A. 
Phillips,  M.D.  (Prescott);  Donald  A.  Poison,  M.D.  (Phoenix); 
Harry  E.  Thompson,  M.D.  (Tucson). 


Woman's  Auxiliary 

OFFICERS  OF  THE  AUXILIARY  TO  THE  ARIZONA 
MEDICAL  ASSOCIATION  - 1958-5S 

President  Mrs.  Charles  S.  Powell 

698— 9th  Ave.,  Yuma 

President  Elect  Mrs.  Melvin  W.  Phillips 

928  Flora  Street,  Prescott 

1st  Vice  President  Mrs.  Hiram  D.  Cochran 

2716  East  4th  Street,  Tucson 

2nd  Vice  President  Mrs.  Robert  A.  Stratton 

1916— 6th  Ave.,  Yuma 

Treasurer Mrs.  Ian  M,  Chesser 

2909  E.  Alta  Vista,  Tucson 

Recording  Secretary Mrs.  Clare  W.  Johnson 

305  E.  Tuckey  Lane,  Phoenix 

Corresponding  Secretary  Mrs.  Ralph  T.  Irwin 

728— 6th  Ave.,  Yuma 

Director  (1  year) Mrs.  Oscar  W.  Thoeny 

721  Encanto  Drive,  S.  E.,  Phoenix 

Director  (1  year)  Mrs.  John  F.  Stanley 

201— 1st  Ave.,  Yuma 

Director  (2  years)  Mrs.  William  E.  Bishop 

605  S.  Third  Street,  Globe 
STATE  COMMITTEE  CHAIRMEN  - 1957-58 

Chaplain  Mrs.  James  Moore 

305  W.  Granada,  Phoenix 

Bulletin  Mrs.  William  E.  Bishop 

605  South  Third  Street,  Globe 

Civil  Defense  Mrs.  John  Kennedy 

814  East  Palmaire,  Phoenix 

Finance  Mrs.  John  F.  Stanley 

201— 1st  Ave.,  Yuma 

Historian  Mrs.  Brick  Storts 

3228  East  Fifth  Street,  Tucson 

Legislation  Mrs.  Paul  Causey 

2200  N.  Alvarado  Road,  Phoenix 

Today’s  Health  Mrs.  William  A.  Phillips 

633— 8th  Ave.,  Yuma 

Mental  Health  Mrs.  John  Eisenbeiss 

3121  North  17th  Ave.,  Phoenix 

Nominating  Mrs.  Roy  Hewitt 

130  Camino  Miramonte,  Tucson 

Recruitment  Mrs.  Arthur  V.  Dudley 

Rt.  6 Box  876,  Tucson 

Parliamentarian  Mrs.  George  Enfield 

335  West  Cambridge  Ave.,  Phoenix 

Public  Relations  & Safety  Mrs.  Oscar  W.  Thoeny 

721  Encanto  Drive.,  S.  E.,  Phoenix 

Revisions  Mrs.  Jesse  Hamer 

1819  N.  11th  Ave.,  Phoenix 

Student  Nurse  Loan  Fund  Mrs.  Donald  Poison 

1817  Palmcroft  Dr.,  N.  W.,  Phoenix 

Medical  Education  Fund  Mrs.  H.  A.  Hough 

225  Yavapai  Drive,  Prescott 

Newsletter  Mrs.  John  T.  Clymer 

7040  N.  7th,  Phoenix 

Publicity  Mrs.  Juan  E.  Fonseca 

Bt.  4.  Box  290,  Tucsori 

COUNTY  PRESIDENTS  AND  OFFICERS  1957-58 
COCONINO  COUNTY 

President  Mrs.  Jay  L.  Sitterley 

206  W.  Hunt,  Flagstaff 

Vice  President  Mrs.  Roy  Young 

Flagstaff 

Secretary  Mrs.  Herbert  Fredell 

Flagstaff 

Treasurer  Mrs.  Leo  Schnur 

Sedona 


GILA  COUNTY 

President  Mrs.  Albert  J.  Harris 

185  E.  Cedar  Street,  Globe 

Vice  President Mrs.  James  Hazel 

Box  928,  Hayden 

Secretary-Treasurer Mrs.  Robert  V.  Horan 

Box  1296,  Miami 
MARICOPA  COUNTY 

President  Mrs.  Lorel  A.  Stapley 

7029  N.  2nd  Drive,  Phoenix 

1st  Vice  President  Mrs.  Thomas  Rowley 

114  S.  Miller,  Mesa 

2nd  Vice  President  Mrs.  Robert  B.  Leonard 

3041  N.  Evergreen,  Phoenix 

Recording  Secretary  Mrs.  Seymour  Silverman 

334  East  Medlock,  Phoenix 

Treasurer  Mrs.  Laddie  L.  Stolfa 

204  East  Pomona  Road,  Phoenix 

PIMA  COUNTY 

President  Mrs.  John  K.  Bennett 

185  Sierra  Vista  Dr.,  Tucson 

President-Elect  Mrs.  Ian  M.  Chesser 

2909  E.  Alta  Vista  Dr.,  Tucson 

1st  Vice  President Mrs.  Wesley  S.  Fee 

215  Busch  Place,  Tucson 

2nd  Vice  President Mrs.  James  N.  Lane 

Rt.  5,  Box  723,  Tucson 

Recording  Secretary  Mrs.  G.  A.  Janssen 

2934  E.  Stratford  Dr.,  Tucson 

Corresponding  Secretary  Mrs.  J.  K.  Nattinger 

4750  N.  Camino  Luz,  Tucson 

Treasurer  Mrs.  Fred  H.  Landeen 

6911  E.  Soyaluna  PL,  Tucson 
YAVAPAI  COUNTY 

President  Mrs.  William  H.  Marlowe 

520  Highland  Ave.,  Prescott 

Vice  President  Mrs.  C.  F.  Blackler 

22  Mountain  Club,  Prescott 

Secretary  Mrs.  William  Holsey 

Vet.  Adm.  Center,  Prescott 

Treasurer  Mrs.  Joseph  P.  McNaUy 

208  Grove,  Prescott 
YUMA  COUNTY 

President  Mrs.  Robert  M.  Matts 

1425— 7th  Ave.,  Yuma 

Vice  President Mrs.  James  Volpe 

1806— 6th  Ave.,  Yuma 

Treasurer  Mrs.  William  H.  Lyle 

1429— 10th  Ave.,  Yuma 

Secretary Mrs.  Carl  Bengs 

1317-7th  Ave.,  Yuma 


...  a complete  line  of 

SURGICAL  SUPPORTS 


Fitted  exactly  as  you  pre- 
• scribe. 

. . . for  your  patients'  every 
condition  — such  as  back 
strain,  obesity,  post-opera- 
tive, viceroptosis,  cardiac, 
emphysema,  etc. 

Hospital  and  home  calls 
made  at  your  direction. 

Expert  fitters,  private  fitting 
rooms. 


Grovers  Surgical  Supports 
Store 


3123  N.  CENTRAL  AVE. 
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PHONE 
CR  4-5562 


8A 


Arizona  Medicine 


April,  1958 


Established  1904 


Medical  Director,  Charles  W.  Thompson,  M.D.,  F.A.C.P 
STAFF 
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Douglas  R.  Dodge,  M.D. 
Herbert  A.  Duncan,  M.D. 


Kenneth  P.  Nash,  M.D. 
Stephen  Smith  III,  M.D. 
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PASADENA,  CALIFORNIA 


in  very  special  cases 
a very  superior  brandy... 
specify 

HEMNESST 

COGNAC  BRANDY 

84.  Proof  I Schieffefin  & Co.,  New  York 

N 


DAY  OR  NIGHT 

TWIN-ENGINE  AIR-AMBULANCE  SERVICE 

Almost  any  point  in  Arizona  is  within  one  hour  of 
Phoenix  by  our  oxygen-equipped  air-ambulance.  Twin  en- 
gine dependability  for  up  to  three  patients  at  your  service 
no  matter  what  the  hour. 

Motor-ambulance  service,  too,  is  always  instantly  available. 

A.  L.  MOORE  & SONS 

MORTUARY 

ALpine  4-4111  — Adams  St.  at  Fourth  Ave. 


On  The  Next  Pages, 

The  Achievement  of  Lederle  Research  Project  CL19823 


RATOBIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 


Lederle  announces  a major  drug  with  great  new  promise 


a new  corticosteroid  created  to  minimize 


major  deterrents  to  all  previous  steroid  therapy 


9 alpha-fluoro-16  alpha-hydroxyprednisolone 

* t 


iQ  a new  liigli  in  anti-inflammatory  effects  with  lower  dosa^re 

(averages  less  than  prednisone) 

iQ  a new  low  in  the  collateral  hormonal  effects  associated 

with  all  previous  corticosteroids 

Q No  sodium  or  water  retention 
Q No  potassium  loss 

Q No  interference  with  psychic  equilibrium 
Q Low  incidence  of  peptic  ulcer  and  osteoporosis 


Biological  Effects  of 


^5?ig‘S(Q)©(Q)5?‘S 


with 

particular  emphasis 
on: 


Kidney  function 

Animal  studies  on  aristocort^  have  not  dem- 
onstrated any  interference  with  creatinine  or 
urea  clearance.  Autopsy  surveys  of  organs  of 
animals  on  prolonged  study  of  this  medication 
have  shown  no  renal  damage. 


Sodium  and  water 

ARiSTocoRT  produced  an  increase  of  230  per 
cent  of  water  diuresis  and  145  per  cent  sodium 
excretion  when  compared  to  control  animals.^ 
Metabolic  balance  studies  in  man  revealed 
an  average  negative  sodium  balance  of  0.8 
Gm.  per  day  throughout  a 12-day  period  on  a 
dosage  of  30  mg.  per  day.^  Additional  balance 
studies  showed  actual  sodium  loss  when 
ARISTOCORT  was  given  in  doses  of  12  mg. 
daily.^  Other  investigators  observed  signihcant 
losses  of  sodium  and  water  during  balance 
studies  and  that  those  patients  with  edema 
from  some  older  corticosteroids  lost  it  when 
transferred  to  aristocort.^’^  In  two  studies  of 
various  rheumatic  disorders  (194  cases)  on 
prolonged  treatment,  sodium  and  water  reten- 
tion was  not  observed  in  a single  case.®-^ 

Potassium  and  chlorides 

There  was  no  active  excretion  of  potassium 
or  chloride  ions  in  animals  given  mainte- 
nance doses  of  ARISTOCORT  25  times  that 
found  to  be  clinically  effective.’^  Potassium 
balance  studies  in  humans”’^  revealed  that 
negative  balance  did  not  occur  even  with 
doses  somewhat  higher  than  those  employed 
for  prolonged  therapy  in  rheumatoid  arthri- 
tis. Hypokalemia,  hyperkalemia  or  hypochlo- 
remia  did  not  occur,  when  tested,  in  194 
patients  with  rheumatoid  arthritis  treated  for 
up  to  ten  and  one-half  months.®-^ 


Calcium  and  phosphorus 

Phosphate  excretion  in  animals^  was  not 
changed  from  normal  even  with  amounts  25 
times  greater  (by  body  weight)  than  those 
known  to  be  clinically  effective.  Human  met- 
abolic balance  studies^  demonstrated  that  no 
change  in  calcium  excretion  occurred  on  dos- 
ages usually  employed  clinically  when  the 
compound  is  administered  for  its  anti-inflam- 
matory effect.  Even  at  a dosage  level  twice 
this,  slight  negative  balance  appeared  only 
during  a short  period. 

Protein  and  nitrogen  balance 

Positive  nitrogen  balance  was  maintained  dur- 
ing a human  metabolic  study  on  mainte- 
nance dosage  of  12  mg.  per  day.^  At  dosages 
two  to  three  times  normal  levels,  positive  bal- 
ance was  maintained  except  for  occasional 
short  periods  in  metabolic  studies  of  several 
weeks’  duration.--^ 

There  was  always  a tendency  for  normali- 
zation of  the  A/G  ratio  and  elevation  of  blood 
albumin  when  aristocort  was  used  in  treat- 
ing the  nephrotic  syndrome.® 


Liver  glycogen  deposition  and 
inflammatory  processes 

An  intimate  correlation  exists  between  the 
ability  of  a corticosteroid  to  cause  deposition 
of  glycogen  in  the  liver  and  its  capacity  to 
ameliorate  inflammatory  processes. 

In  animal  liver  glycogen  studies,  relative 
potencies  of  aristocort  over  cortisone  of  up 
to  40  to  1 have  been  observed.  Compared  to 
ARISTOCORT,  five  to  12  times  the  amount  of 
prednisone  is  required  to  produce  varying  but 
equal  amounts  of  glycogen  deposition  in  the 
liver.  ^ 

Most  patients  show  normal  fasting  blood 
sugars  on  aristocort.  Diabetic  patients  on 
ARISTOCORT  may  require  increased  insulin 
dosage,  and  occasional  latent  diabetics  may 
develop  the  overt  disease. 


Anti-inflammatory  potency  of  aristocort 
was  determined  by  both  the  asbestos  pellet^ 
and  cottonbalF  tests.  It  was  found  to  be  nine 
to  10  times  more  effective  than  hydrocortisone 
in  this  respect. 


Gastric  acidity  and  pepsin 

The  precise  mode  of  ulcerogenesis  during 
treatment  with  corticosteroids  is  not  known. 
There  is  much  experimental  evidence  for  be- 
lieving this  may  be  related  to  the  tendency  of 
these  agents  to  increase  gastric  pepsin  and 
acidity— and  this  cannot  be  abolished  by  vagot- 
omy, anticholinergic  drugs  or  gastric  antral 
resection.^®  Clinical  studies^^  of  patients  on 
ARISTOCORT  revealed  that  uropepsin  excretion 
is  not  elevated.  Further,  their  basal  acidity 
and  gastric  response  to  histamine  stimulation 
were  within  normal  limits. 


Central  nervous  system 

The  tendency  of  corticosteroids  to  produce 
euphoria,  nervousness,  mental  instability,  oc- 
casional convulsions  and  psychosis  is  well 
known. The  mechanism  underlying  these 
disturbances  is  not  well  understood. 

ARISTOCORT,  on  the  contrary,  does  not  pro- 
duce a false  sense  of  well  being,  insomnia  or 
tension  except  in  rare  instances.  In  the  treat- 
ment of  824  patients,  for  up  to  one  year,  not 
a single  case  of  psychosis  has  been  produced. 
In  general,  it  appears  to  maintain  psychic 
equilibrium  without  producing  cerebral  stim- 
ulation or  depression. 
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The  Promise  of 


in  Reduction  of  Side  Effects 


Q It  is  axiomatic  to  affirm  that  the  undesirable 
collateral  hormone  effects  of  corticosteroids 
increase  in  frequency  and  severity  the  higher 
the  dosage  and  the  longer  used. 

It  has  also  become  well  recognized  that  the 
most  serious  of  the  major  side  effects  from 
long-term  corticosteroid  treatment  are  peptic 
ulcers,  osteoporosis  with  fracture,  drug  psy- 
chosis and  euphoria,  and  sodium  and  water 
retention  leading  often  to  general  tissue 
edema  and  hypertension. 

It  is  significant  that  of  the  close  to  400  pa- 
tients on  the  lower  dosage  schedules  found 
effective  in  bronchial  asthma  and  dermato- 
logic conditions,  only  1 case  of  peptic  ulcera- 
tion has  developed.  No  other  of  the  above 
side  effects  have  been  observed  even  though 
ARiSTOCORT  was  administered  continuously 
to  them  for  periods  as  long  as  one  year. 

The  treatment  of  rheumatoid  arthritis  with 
steroids  appears  to  result  in  the  highest  inci- 
dence of  side  effects.  For  this  reason,  the  side 
effects  associated  with  aristocort  therapy  in 
292  patients  with  rheumatoid  arthritis  are 
reported  below. 

Peptic  Ulcer 

The  occurrence  of  peptic  ulcer  in  292  pa- 
tients with  rheumatoid  arthritis  treated  con- 
tinuously for  up  to  one  year  with  aristocort 
is  approximately  1 per  cent  (2  of  the  3 
occurred  in  patients  transferred  from  predni- 
sone). In  the  remaining  532  cases  recently 
analyzed,  only  one  ulcer  has  been  discovered 
in  a patient  who  apparently  had  no  ulcer 
when  he  was  changed  from  another  steroid. 


Osteoporosis  and 
Compression  Fractures 

The  occurrence  of  osteoporosis  with  com- 
pression fracture  in  292  patients  with  rheu- 
matoid arthritis  treated  continuously  for  up  to 
one  year  with  aristckiort  is  0.33  per  cent 
(1  case').  Although  these  results  are  encour- 
aging, determination  of  the  true  incidence 
of  osteoporosis  will  have  to  await  the  passage 
of  more  time. 

Euphoria  and  Psychosis 

The  euphoria  so  commonly  produced  by  all 
previous  corticosteroids  has  seemed  a most 
desirable  attribute  to  patients.  In  penalty, 
however,  they  have  often  later  to  pay  for  this 
by  mental  disturbances,  varying  from  mild 
and  transitory  to  severe  depression  and  psy- 
chosis,- and  toxic  syndromes  producing  even 
convulsions  and  death. ^ 

Since  the  onset  of  these  complications  is  not 
directly  related  to  duration  of  steroid  admin- 
istration,^ the  fact  that  not  one  case  of  psy- 
chosis occurred  in  824  patients  treated  with 
ARISTOCORT,  is  most  encouraging. 


Sodium  Retention-Hypertension- 
Potassium  Depletion 

When  17  patients  were  changed  from  predni- 
sone to  ARISTOCORT,  1 1 rapidly  lost  weight  al- 
though only  one  had  had  visible  edema. ^ 
Sodium  and  water  retention,  hypokalemia 
or  hyperkalemia  and  steroid  hypertension  did 
not  appear  in  194  rheumatoid  arthritis  pa- 
tients treated  with  aristocort.^’® 

The  interrelation  between  blood  and  body 
sodium,  and  steroid  hypertension  has  long 
been  generally  appreciated.^-*  Except  in 
rare  instances,  or  when  unusually  high  doses 
are  used  (e.g.,  leukemia),  the  problem  of 
edema  and  hypertension  caused  by  sodium 
and  water  retention,  has  been  eliminated 
with  ARISTOCORT. 

Minor  Side  Effects 

Collateral  hormonal  effects  of  less  serious  con- 
sequence occurred  with  approximately  the 
same  frequency  as  with  the  older  corticoster- 
oids.^ These  include  erythema,  easy  bruising, 
acne,  hypertrichosis,  hot  flashes  and  vertigo. 
Several  investigators  have  reported  symptoms 
not  previously  described  as  occurring  with 
corticosteroid  therapy,  e.g.,  headaches,  light- 
headedness, tiredness,  sleepiness  and  occa- 
sional weakness. 

Moon  facies  and  buffalo  humping  have 
been  seen  in  some  patients  on  aristocort. 
However,  aristocort  therapy,  in  many  in- 
stances, resulted  in  diminution  of  “Cushin- 
goid” signs  induced  by  prior  therapy.  Where 
this  occurs,  it  may  be  related  to  reduced 
dosage  on  which  patients  can  be  maintained. 

Reduction  of  dosage 
by  one -third  to  one -half 

In  a double-blind  study  of  comparative  dos- 
age in  patients  with  rheumatoid  arthritis,® 
70  per  cent  of  the  cases  were  as  well  controlled 
on  a dose  of  aristocort  one-half  that  of  pred- 
nisone. A general  recommendation  can  be 
made  that  aristocort  be  used  in  doses  two- 
thirds  that  of  prednisone  or  prednisolone  in 
the  treatment  of  rheumatoid  arthritis.  There 
are  individual  variations,  however,  and  each 
patient  should  be  carefully  titrated  to  produce 
the  desired  amount  of  disease  suppression. 

Comparative  studies,  of  patients  changed 
from  prednisone,  indicate  reduced  dosage  of 
ARISTOCORT  in  bronchial  asthma  and  allergic 
rhinitis  (33  per  cent),^  and  in  inflammatory 
and  allergic  skin  diseases  (33-50  per  cent). “ 


General  Precautions  and 
Contraindications 

Administration  of  aristocort  has  resulted 
in  lower  incidence  of  major  serious  side 
effects,  and  in  fewer  of  the  troublesome  minor 
side  effects  known  to  occur  with  all  previously 
available  corticosteroids.  However,  since  it  is 
a highly  potent  glucocorticoid,  with  profound 
metabolic  effects,  all  traditional  contraindica- 
tions to  corticosteroid  therapy  should  be  ob- 
served. 

No  precautions  are  necessary  in  regard  to 
dietary  restriction  of  sodium  or  supplementa- 
tion with  potassium. 

Since  ARISTOCORT  has  less  of  the  traditional 
side  effects,  the  appearance  of  sodium  and 
water  retention,  potassium  depletion,  or 
steroid  hypertension  cannot  be  used  as  signs 
of  overdosage.  As  a rule  patients  will  lose 
some  weight  during  the  first  few  days  of 
treatment  as  a result  of  urinary  output,  but 
then  the  weight  levels  off. 

Patients  do  not  develop  the  abnormally 
voracious  appetite  common  to  previous  corti- 
costeroid administration.  In  fact,  some  patients 
experienced  anorexia,  and  it  is  advisable  to 
inform  patients  of  this  and  to  recommend 
they  maintain  a normal  intake  of  food,  with 
emphasis  on  liberal  protein  intake. 

While  precipitation  of  diabetes,  peptic 
ulcer,  osteoporosis,  and  psychosis  can  be  ex- 
pected to  appear  rarely  from  aristocort, 
they  must  be  searched  for  periodically  in 
patients  on  long-term  steroid  therapy. 

Traditional  precautions  should  be  observed 
in  gradually  discontinuing  therapy,  in  meet- 
ing the  increased  stress  of  operation,  injury 
and  shock,  and  in  the  development  of  inter- 
current infection. 

There  is  one  overriding  principle  to  be  ob- 
served in  the  treatment  of  any  disease  with 
ARISTOCORT.  The  amount  of  the  drug  used 
should  he  carefully  titrated  to  find  the  smallest 
fossihle  dose  which  will  suffress  symptoms. 
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The  Promise  of 


in  Rheumatoid  Arthritis 


Q ARiSTOCORT  therafj  has  heen  intensely  and 
extensively  studied  for  periods  up  to  one  year 
on  292  patients  with  rheumatoid  arthritis. 

Significant  is  the  fact  that  most  patients  were 
severe  arthritics,  transferred  to  aristocort 
from  other  corticosteroids  because  satisfactory 
remission  had  not  been  attained,  or  because 
the  seriousness  of  collateral  hormonal  effects 
had  made  discontinuance  desirable. 

Results  of  treatment 

Freyberg  and  associates^  treated  89  patients 
with  rheumatoid  arthritis  (A.  R.  A.  Class  II 
or  III  and  Stage  II  or  III).  Of  these,  51  were 
on  ARISTOCORT  therapy  from  three  to  over  10 
months.  In  all  but  a few  patients,  satisfactory 
suppression  of  rheumatoid  activity  was  ob- 
tained with  10  mg.  per  day.  Thirteen  were 
controlled  on  6 mg.  or  less  a day,  and  for 
periods  to  180  days.  The  investigators  reported 
therapeutic  effect  in  most  cases  to  be  A.  R.  A. 
Grade  II  (impressive)  and  that  marked  re- 
duction in  sedimentation  rates  occurred. 

Another  interesting  observation  in  this 
study:  Of  the  89  patients  treated,  12  had  ac- 
tive ulcers,  developed  from  prior  steroid  ther- 
apy. In  six  patients,  the  ulcers  healed  while 
on  doses  of  aristocort  sufficient  to  control 
arthritic  symptoms. 

Hartung“  treated  67  cases  of  rheumatoid 
arthritis  for  up  to  10  months.  He  found  the 
optimum  maintenance  dose  to  be  11  mg.  per 
day.  Nineteen  of  these  patients  were  treated 
for  six  to  10  months  with  an  “excellent”  thera- 
peutic response. 


Dosage  and  course  of  therapy 

The  initial  dosage  range  recommended  is  14 
to  20  mg.  per  day— depending  on  the  severity 
and  acuteness  of  signs  and  symptoms.  Dosage 
is  divided  into  four  parts  and  given  with 
meals  and  at  bedtime.  Anti-rheumatic  effect 
may  be  evident  as  early  as  eight  hours,  and 
full  response  often  obtained  within  24  hours. 
This  dosage  schedule  should  be  continued 
for  two  or  three  days,  or  until  all  acute  mani- 
festations of  the  disease  have  subsided, 
whichever  is  later. 

The  maintenance  level  is  arrived  at  by  re- 
duction of  the  total  daily  dosage  in  decre- 
ments of  2 mg.  every  three  days.  The  range 
of  maintenance  therapy  has  been  found  to 
be  from  2 mg.  to  15  mg.  per  day— with  only 
a very  occasional  patient  requiring  as  much 
as  20  mg.  per  day.  Patients  requiring  more 
than  this  should  not  be  long  continued  on 
steroid  therapy. 

The  aim  of  corticosteroid  therapy  in  rheu- 
matoid arthritis  is  to  suppress  the  disease  only 
to  the  stage  which  will  enable  the  patient  to 
carry  out  the  required  activities  of  normal 
living  or  to  obtain  reasonable  comfort.  The 
maintenance  dose  of  aristocort  to  achieve 
this  end  is  arrived  at  while  making  full  use  of 
all  other  established  methods  of  controlling 
the  disease. 

ARISTOCORT  is  available  in  2 mg.  scored  tablets 
(pink);  4 mg.  scored  tablets  (white).  Bottles 
of  30. 
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The  Promise  of  .^5?ig'S(Q)©(o)g’‘S 
in  Respiratory  Allergies 


Q About  200  patients  with  respiratory  allergies 
have  been  treated  with  aristocort  for  con- 
tinuous periods  up  to  eight  months. 

Results  of  treatment 

Sherwood  and  Cooke^’“  gave  aristocort  to 
42  patients  with  bronchial  asthma  and  allergic 
rhinitis.  Average  dose  needed  to  control  the 
asthmatic  group  was  approximately  6 mg.  per 
day  (range,  2 to  14  mg.).  Results,  which  were 
called  “good  to  excellent”  in  all  but  four,  were 
achieved  on  one-third  less  than  similarly  ef- 
fective doses  of  prednisone  or  prednisolone. 

The  investigators  noted  other  major  im- 
provements in  ARISTOCORT  therapy  over  the 
older  steroids.  There  was  no  increase  in  blood 
pressure  in  any  patient;  on  the  contrary,  in 
12  patients,  there  was  reduction  of  pressure 
when  they  were  transferred  to  aristocort. 
One  patient  had  required  auxiliary  antihyper- 
tensive drug  therapy;  over  a nine-week  period 
on  ARISTOCORT,  the  pressure  gradually  fell 
from  206/100  to  136/79.  In  another  case,  the 
pressure  slowly  dropped  from  205/105  to 
154/86. 

The  number  of  cases  in  which  these  inves- 
tigators tried  aristocort  in  allergic  rhinitis 
was  not  large  enough  to  provide  significant 
averages.  However,  the  range  of  effective  ther- 
apy was  from  2 to  6 mg.  per  day.  These  strik- 
ingly low  daily  doses  resulted  in  control  of  all 
signs  and  symptoms. 

Schwartz^  treated  30  patients  with  chronic, 
intractable  bronchial  asthma.  At  an  average 
daily  dose  of  7 mg.,  he  reported  “good  to  ex- 
cellent” results  in  all  but  one.  Spies,^  Barach*^ 
and  Segafi^*  reported  similar  results  at  aver- 
age daily  maintenance  doses  of  4 to  10  mg. 

of  ARISTOCORT. 


Dosage  and  course  of  therapy 

The  initial  dosage  range  recommended  is  8 to 
14  mg.  of  ARISTOCORT  daily.  Although  a rare, 
very  severe  case  may  require  more  than  this  on 
the  first  day  of  therapy,  these  dosages  will 
usually  result  in  prompt  alleviation  of  dyspnea, 
wheezing  and  cyanosis.  Patients  are  soon  able 
to  carry  out  a normal  span  of  daily  activity. 

The  maintenance  level  is  arrived  at  by  re- 
duction of  the  total  daily  dose  every  three 
days  in  decrements  of  2 mg.;  in  the  over-all 
series,  the  average  daily  dose  for  bronchial 
asthma  is  approximately  8 to  10  mg.  and  for 
allergic  rhinitis,  2 to  6 mg.  per  day.  All  total 
daily  doses  should  be  divided  into  four  parts 
and  given  with  meals  and  at  bedtime.  As  in 
every  condition  where  corticosteroids  are  em- 
ployed, each  patient’s  treatment  should  be 
individualized  and  the  maintenance  arrived 
at  by  careful  titration  against  signs  and  symp- 
toms of  disease. 

Patients  with  chronic  bronchial  asthma  may 
require  steroid  therapy  for  several  months. 
And  since  asthma  may  be  associated  with 
cardiac  disease,  especially  in  the  older  age 
groups,  ARISTOCORT  is  particularly  useful  be- 
cause of  its  ability  to  cause  excretion  of 
sodium  and  water. 

ARISTOCORT  is  available  in  2 mg.  scored  tab- 
lets (pink);  4 mg.  scored  tablets  (white). 
Bottles  of  30. 
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The  Promise  of 


in  Nephrotic  Syndrome 

Q Fourteen  'patients  with  the  nephrotic  syn- 
drome have  been  treated  with  aristocort  for 
continuous  periods  of  up  to  six  weeks. 

Results  of  treatment 

Heilman  and  associates’^’^  noted  that 
ARISTOCORT,  bccausc  of  its  favorable  electro- 
lyte effects,  may  well  be  the  most  desirable 
steroid  to  date  in  treatment  of  the  nephrotic 
syndrome.  However,  thus  far  its  use  has  been 
reported  in  only  14  children,  of  whom  8 had 
a complete  diuresis  and  disappearance  of  all 
abnormal  chemical  findings.  Four  of  the  pa- 
tients had  diuresis,  but  continued  to  show 
some  abnormal  chemical  findings,  while  two 
patients  with  signs  of  chronic  renal  disease 
failed  to  respond. 

Dosage  and  course  of  therapy 

In  order  to  produce  maximal  response,  20  mg. 
should  be  given  daily  until  diuresis  occurs. 
The  dose  should  then  be  decreased  gradually 
and  maintained  around  10  mg.  a day.  After 
the  patient  has  been  in  remission  for  some 
time,  it  may  be  advisable  to  diminish  the  dose 
gradually  and  discontinue  aristocort. 


in  Pulmonary  Emphysema 
and  Fibrosis 

Q Eleven  patients  with  pulmonary  emphysema 
and/or  fibrosis  were  treated  with  aristocort 
for  continuous  periods  of  over  two  months. 

Results  of  treatment 

Only  small  series  of  cases  observed  by  Barach,^ 
Segal,^  and  Cooke,^  are  available.  Barach 
treated  patients  who  were  not  adequately  con- 
trolled by  prednisone,  with  the  same  dose  of 
ARISTOCORT  with  significant  improvement. 

Dosage  and  course  of  therapy 

The  initial  suppressive  dose  range  recom- 
mended is  10-14  mg.  daily.  Frequently,  there 
is  a prompt  decrease  in  cyanosis  and  dyspnea, 
with  increase  in  vital  capacity. 

The  average  maintenance  dose  level  was 
8 mg.  a day.  If  it  is  desired  to  maintain  a pa- 
tient on  continuous  therapy  for  some  months, 
dosages  as  low  as  2 mg.  a day  have  been  suc- 
cessful. All  decreases  in  dosage  should  be 
gradual  and  at  a rate  of  2 mg.  decrements  in 
total  daily  amount,  every  two  to  four  days. 
The  daily  dosage  is  divided  into  four  parts  and 
given  with  meals  and  at  bedtime. 


in  Neoplastic  Diseases 


Q Forty-four  children  and  adults  have  been 
given  ARiSTocoRT  for  palliative  treatment  of 
acute  leukemia,  chronic  lymphatic  leukemia, 
lymphosarcoma,  lympholeukosarcoma  and 
Hodgkin’s  disease. 

Results  of  treatment 

Farber®  has  treated  22  children  with  acute 
leukemia  for  an  average  of  three  weeks.  Of 
the  17  observed  long  enough  to  judge  the 
efficacy  of  the  medication,  he  rated  five  as 
excellent,  three  as  good,  two  as  fair  and  seven 
as  poor  responses. 

Heilman  and  associates^  gave  aristocort 
to  a group  of  patients  with  the  various  lym- 
phomas in  doses  of  40  to  50  mg.  a day— occa- 
sionally up  to  100  milligrams.  Treatment  was 
continued  in  some  cases  for  17  weeks.  Re- 
sponse was  classified  as  good  for  the  palliative 
purposes  for  which  the  drug  was  given. 

Dosage  and  course  of  therapy 

Massive  initial  suppressive  doses  of  40  to  50 
mg.  per  day  in  children  (1  mg./kg./day)  and 
up  to  100  mg.  a day  in  adults  have  heen 
administered. 

Responses  to  any  specific  dosage  in  these 
conditions  vary  so  widely  that  only  a general 
dosage  range  can  be  indicated.  Treatment 


must  be  individualized;  rate  of  reduction  in 
dosage  and  determination  of  maintenance 
levels  cannot  be  categorized. 

Miscellaneous 

Patients  with  various  other  diseases  have  been 
treated  by  several  clinical  investigators.  These 
include  patients  with  osteoarthritis,  acute  bur- 
sitis, rheumatic  fever,  spondylitis,  other 
“collagen-vascular”  diseases  (dermatomyositis, 
etc.),  thrombocytopenic  purpura,  chronic  eosi- 
nophilia,  hemolytic  anemia,  diuretic-resistant 
congestive  heart  failures,  and  adrenogenital 
syndrome. 

There  have  not  been  sufficient  patients  in 
any  of  the  above  categories  to  permit  defini- 
tive treatment  schedules  to  be  finally  estab- 
lished for  ARISTOCORT.  Additional  studies  are 
now  in  progress  and  physicians  desiring  in- 
formation on  any  of  these  diseases  are  re- 
quested to  write  to  Lederle  Laboratories,  Pearl 
River,  New  York  for  available  data. 

ARISTOCORT  is  available  in  2 mg.  scored  tab- 
lets  (pink);  4 mg.  scored  tablets  (white). 
Bottles  of  30. 

Bibliography 

1.  Heilman,  L.,  ZuniofT,  B.,  Kretslinier,  N.,  and  Kramer,  B.: 
Presented  at  Nephrosis  Conf.,  Bethesda,  Md.,  Oct.  26,  1957. 

2.  Ibid:  Personal  Communication.  3.  Barach,  A.  L:  Personal 
Communication.  4.  Segal,  M.  S.:  Personal  Communication. 
5.  Cooke,  R.  A.:  Personal  Communication.  6.  Farber,  S.: 
Personal  Communication.  7.  Heilman,  L.,  Diamond,  H.  D., 
Ellison,  R.,  Jaslowitz,  B.,  Murjrhy,  M.  L.,Tan,C.  and  Zumofl, 
B.:  Personal  Communication. 


The  Promise  of  ^jra®'S®©®5rS 


in  Inflammatory  and 
Allergic  Skin  Diseases 

Q Over  200  patients  with  allergic  and  inflamma- 
tory skin  diseases  {including  psoriasis,  atopic 
dermatitis,  exfoliative  dermatitis,  pemphigus, 
dermatitis  herpetiformis,  eczematoid  derma- 
titis, contact  dermatitis  and  angioneurotic 
edema)  have  been  treated  continuously  with 
ARisTOCORT  foT  periods  of  up  to  eight  months. 

Results  of  treatment 

Rein  and  associates^  treated  26  patients  with 
severe  dermatitis.  Twenty-four  had  been  on 
prednisone  when  changed  to  aristocort. 
While  some  had  found  satisfactory  sympto- 
matic relief,  others  had  also  developed  side 
effects— moon  face,  buffalo  hump,  increased 
appetite  with  excessive  weight  increases  and 
gastro-intestinal  disturbances. 

These  investigators  determined  the  equiva- 
lent dosage  of  aristocort  to  be  approximately 
two-thirds  that  required  to  control  symptoms 
on  the  previous  corticosteroid.  Thirteen  of  the 
26,  who  had  developed  moon  face,  noted 
either  an  actual  decrease  or  no  further  in- 
crease when  transferred  to  aristocort.  In 
addition:  Voracious  appetites  disappeared, 
with  loss  of  weight  in  11  patients;  there  was 
no  elevation  in  blood  pressure,  and  no  neces- 
sity to  restrict  sodium  or  administer  supple- 
mental potassium.  Sherwood  and  Cooke,^  and 
Shelley  and  Pillsbury^  obtained  similar  results 
in  allied  disorders. 

Hollander"*  first  observed  that  aristocort 
appears  to  have  striking  affinity  for  the  skin 
and  great  activity  in  controlling  such  diseases 
as  psoriasis,  for  which  other  corticosteroids 
have  been  indifferently  effective.  Shelley  and 
Pillsbury,^  in  50  cases  of  acute  extending 
psoriasis  found  that  over  60  per  cent  were 
markedly  improved. 

Dosage  and  course  of  therapy 

The  recommended  initial  suppressive  dose 
range  is  14  to  20  mg.  per  day.  In  very  severe 
cases,  temporary  dosages  up  to  32  mg.  a day 


have  been  successfully  employed.  Once  le- 
sions are  suppressed,  gradually  reduce  dose 
to  the  maintenance  level— which  may  be  as 
low  as  2 mg.  per  day. 
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in  Disseminated  Lupus 
Erythematosus 

Q Forty  patients  with  disseminated  lupus  ery- 
thematosus were  treated  with  aristocort  for 
continuous  periods  of  up  to  nine  months. 

Results  of  treatment 

Patients  bave  responded  very  promisingly  to 
therapy.  Dubois*  has  had  the  largest  single 
experience  (28  cases)  with  aristocort  in  the 
treatment  of  this  disease.  He  reported  25  of 
the  28  responded  favorably. 

Freyberg,^  Hartung,^  Hollander,*  Spies,® 
and  Segal,®  each  in  smaller  series  of  cases, 
reported  similarly  good  therapeutic  responses. 

Dosage  and  course  of  therapy 

The  initial  suppressive  dose  recommended  is 
20-30  mg.  daily.  Once  the  desired  effect  is 
achieved,  the  dose  should  be  reduced  gradu- 
ally to  maintenance  levels  (3  to  18  mg.  per 
day). 

In  severely  ill  patients  large  doses  may  be 
required  for  several  days  in  order  to  preserve 
life.  Even  on  these  large  doses,  edema  and 
sodium  retention  have  not  occurred. 

ARISTOCORT  is  available  in  2 mg.  scored  tab- 
lets (pink);  4 mg.  scored  tablets  (white). 
Bottles  of  30. 
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there  is  one  tranquilizer  clearly  indicated  in  PBptiC  UlCSr... 


•Tests  in  a series  of  25  patients  show  that 
there  is  “a  definite  and  distinct  lowering 
[of  both  volume  of  secretions  and  of  free 
hydrochloric  acid]  in  the  majority  of 
patients.  . . . No  patients  had  shown  any 
increase  in  gastric  secretions  following  ad- 
ministration of  the  drug.”^ 

Now  you  have  4 advantages  when 
you  calm  ulcer  patients  with  atarax: 

1.  ATARAX  suppresses  gastric  secretions; 
others  commonly  increase  acidity. 

2.  ATARAX  is  “the  safest  of  the  mild  tran- 
quilizers.”^ (No  parkinsonian  effect 
or  blood  dyscrasias  ever  reported.) 

3.  It  is  effective  in  9 of  every  10  tense 
and  anxious  patients. 

4.  Five  dosage  forms  give  you  maximum 
flexibility. 

supplied:  10,  25  and  100  mg.  tablets,  bottles  of 
100.  Syrup,  pint  bottles.  Parenteral  Solution, 
10  cc.  multiple-dose  vials. 

references:  l.  Strub,  I.  H. : Personal  commu- 
nication. 2.  Ayd,  F.  J.,  Jr.:  presented  at  Ohio 
Assembly  of  General  Practice,  7th  Annual 
Scientific  Assembly,  Columbus,  September  18- 
19,  1957. 


New  York  17,  New  York 

Division,  Chas.  Pfizer  & Co.,  Inc. 


there’s  pain  and 
inflammation  here.. 
it  could  be  mild 
or  severe,  acute 
or  chronic,  primary 
or  secondary 
fibrositis— or  even 
eariy  rheumatoid 
arthritis 


more  potent  and 
comprehensive 
treatment  than 
salicylate  alone 

assured  anti-inflammatory 
effect  of  low-dosage 
corticosteroid' 

additive  antirheumatic 
action  of  corticosteroid 
plus  salicylate^"^  brings 
rapid  pain  relief;  aids 
restoration  of  function. 


. . . wide  range  of  application 
including  the  entire 
fibrositis  syndrome 
as  well  as  early  or  mild 
rheumatoid  arthritis 

more  manageable 
corticosteroid  dosage 

. . . much  less  likelihood 
of  treatment-interrupting 
side  effects'  * 

. . . simple,  flexible 
dosage  schedule 


Acute  conditions:  Two  or  three 
tablets  four  times  daily.  After 
desired  response  Is  obtained, 
gradually  reduce  daily  dosage 
and  then  discontinue. 

Subacute  or  chronic  conditions: 
Initially  as  above.  When  satisfactory 
control  is  obtained,  gradually  reduce 
the  daily  dosage  to  minimum 
effective  maintenance  level.  For  best 
results  administer  after  meals  and 
at  bedtime. 

Precautions:  Because  sigmagen 
contains  prednisone,  the 
same  precautions  and 
contraindications  observed 
with  this  steroid  apply  also 
to  the  use  of  sigmagen. 


in  any  case 
it  calls  for 


corticoid-salicylafe  compound'^BI^^  t^blotS 
Composition 

Meticorten®  (prednisone)  0.75  mg 

Acetylsalicylic  acid  325  mg. 

Aluminum  hydroxide  75  mg. 

Ascorbic  acid  20  mg 

Packaging:  Sigmagen  Tablets,  bottles  of  100  and  (000. 
References:  1.  Spies,  T.  D„  et  al.:  J.A.M.A.  i.'i 
1955.  2.  Spies,  T.  D.,  et  al.:  Postgrad.  Med,  > > :1,  1955. 
3.  Qelli,  G„  and  Della  Santa,  L.;  Minciv.'i  I'ediat, 
7:1456, \1955.  4.  Guerra,  F.:  Fed.  Pror  j '953. 

6.  Busse,  E.  A.:  Clin.  Med.  2:.U05,  1955,  £..  sticker, 
R,  B.:  Panel  Discussion,  Ohio  St.  ie  |W|  i * t037, 1956. 


SCHERING  CORPORATION  sUKSmFitLD,  N.  J. 
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Diabetes 
-diet  alone 
27  patients 
(21%) 


DIABETES  FOLLOWING  TRANSIENT  GLYCOSURIA*  ^ 

V4, 


Diabetes 
—on  insulin 
18  patients 


Potential 
Diabetes 
16  patients 
(13%) 


Non-Diabetic 
65  patients 
(52%) 


should  a non- diabetic, 

transient  glycosuria  ever  be 
considered  unimportant? 

Never.  A patient  showing  even  a mild  transient  glycosuria  should 
be  observed  for  years  as  a diabetic  suspect.* 

Ultimate  diagnosis  on  1 26  patients  with  a previous  transient  mild 
glycosuria.  Twenty  diabetics  were  discovered  5-10  years  after  a 
recorded  glycosuria— 10  diabetics  after  more  than  10  years.* 
*Murphy,  R.:  Connecticut  M.  J.  27:306,  1957. 

COLOR  CALIBRATED  CLINITESTIeagen.Tab.e,s 

BRAND 

the  STANDARDIZED  urine-sugar  test 
for  reliable  quantitative  estimations 

• full  color  calibration,  clear-cut  color  changes 

• established  “plus”  system  covers  entire  critical  range 

• standard  blue-to-orange  spectrum  long  familiar  to  diabetics 

• unvarying,  laboratory-controlled  color  scale 


AMES  COMPANY,  INC  • ELKHART,  INDIANA 
Ames  Company  of  Canada,  Ltd.,  Toronto  45457 


J 


It  has  a high  degree  of  clinical 
safety.  . . It  is  considered 
to  be  the  preferred  antimalarial 
drug  for  treatment  of  disorders 
of  connective  tissue,  because 
of  the  low  incidence  of  gastrointestinal 
distress  as  compared  to  that 

with  chloroquine  phosphate.'^’ 

. . Plaquenil  is  decidedly  less  toxic  and  better 
tolerated  by  the  average  patient,  even  in  high 
dosage,  than  is  chloroquine."* 

of  its  class . . 


HOCH CH— N CH, 


CH.O 


QUININE 


H.C CH  — CHCH=  CH 


NH-CH.CH,(CH,),N(CH,CHj), 


CHjO 


ATABRINE® 


2HCI-2H.O 


Remarkably 


OOSlI:  Initial  — 400  to  600  mg.  (2  or  3 tablets)  Plaquenil  sulfate  daily. 
Maintenance  - 200  to  400  mg.  (1  or  2 tablets)  daily. 


Write  foi'^  Booklet 


SUPPLIED;  Tablets  of  200  mg.,  bottles  of  100. 


Schuster,  SJL,  and  Harrison.  J.W.:  Cleveland  CUn.  Quart.  Apr.,  19K7. 

Schoch  iecCion,  Bull.  A.  Mil.  BtsrmatolooUt3  KSS,  Nov:..  iflSfi- 
> Tfaeodot«:  Aceh.  Qermat.  78:572a  Juna^  lBKtr. 


Atabrine  < brand  o£’Qntnncrine) , Aral«tx 

andt^quenil  ( br^rid  of  Igrdroxy 


uinei 


Qffa 


helps  anemic  knights  to  more  vigorous  days 


Dragon-slaying  in  the  days  of  King  Arthur  was  a rugged  task  for  even  Sir  Lancelot!  • Yet  blood-building 
with  iron,  and  iron  alone,  is  often  just  as  difficult... because  a protein  deficiency  frequently  accompanies 
iron  deficiency  anemia.  Without  glycine,  formation  of  the  blood  molecule  cannot  take  place*  and  iron  is 
unsatisfactorily  or  incompletely  assimilated.  • That’s  why  Glytinic,  Boyle’s  new  Amino  Acid-Iron  Hematinic, 
contains  both  glycine  and  ferrous  gluconate. ..and  that’s  why  Glytinic  often  succeeds  in  building  blood 
where  other  hematinics  fail.  Next  time  you’re  faced  with  an  iron-deficiency  anemia,  help  hfm  enjoy  more 
vigorous  days  by  prescribing  Glytinic... available  in  100  tablet  or  1 pint  bottles. 

Daily  Dose  (2  tablespoontuls  or  4 tablets)  of  Glytinic  contains:  Ferrous  Gluconate-13.5  gr.;  Glycine-1.3  Gm.; 
Vitamin  B-12-10.0  meg.;  Thiamine  HCI-7.5  mg.;  Riboflavin-7.5  mg.;  Pyridoxine  HCI-2.25  mg.;  Niacinamide- 
45.0  mg.;  Panthenol-6.5  mg.;  Liver  Fraction  1,  NF-5.0  gr.;  Cobalt-0.05  mg.;  Manganese-5.0  mg. 

BOYLE  & COMPANY  Los  Angeles  54,  California 


•Rest,  Edward  J.,  and  Todd,  Wilbert  R.,  Textbook  of  Biochemistry,  2nd  Ed.  (New  York,  Macmillan,  1955),  p.  522;  p.  1074-5, 


16A 


Arizona  Medicine 


April,  1958 


Protection  Against  Loss  Of  Income  From 
Accident  & Sickness  As  Well  As  Hospital 
Expense  Benefits  For  You  And  All  Your 
Eligible  Dependents. 


All 

All 

W PHYSICIANS  1 

[ SURGEONS  ] 

COME  FROM 

V DENTISTS  J 

60  TO 

PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 

Since  1902 


P.  A.  F.  4* 

{Fortified  Triple  Strength) 

Improved  Douche  Powder 

FORTIFIED  — with  Sodium  Lauryl  Sulfate  and 
Alkyl  Aryl  Sulfonate. 

DETERGENT  — High  surface  activity  in  acid 
and  alkaline  media. 

LOW  SURFACE  TENSION  — Increases  pene- 
tration into  vaginal  rugae  and  disolution  of 
organisms  such  as  Trichomonas  and  fungus. 

HIGH  SURFACE  ACTIVITY  — Liquifies  viscus 
mucus  on  vaginal  mucosa  releasing  accu- 
mulated debris  in  the  vaginal  tract. 

Buffered  to  control  a normal  vaginal  pH. 

ETHICALLY  PKGED,  net  wt. 

1 0 oz $1 .25 

AAfd.  by  G.  M.  CASE  LAB., 

San  Diego,  Calif. 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


ALCOHOLISM 

A hospital  equipped  and  staffed  for  the  accommo- 
dation of  those  patients  in  whom  over  indulgence  in 
alcoholic  beverages  has  created  a problem. 

OPEN  STAFF  to  members  of  the  Arizona  Medical 
Association. 

POLLEN  FREE  REFRIGERATED  AIR 
CONDITIONING  FOR  YEAR  ROUND  COMFORT 

The 

Hospital  License  No.  71 
Registered  A.M.A. 

Member  A.H.A. 

367  No.  21st  Avenue 
PHOENIX,  ARIZONA 

Phone  - Day  or  Night  - AL  3-4751 


both  mind 


and  muscle 


without 
impairing 
mental  or 
physical 
efficiency 

■ well  suited  for 
prolonged  therapy 

■ well  tolerated, 
relatively  nontoxic 

■ no  blood  dyscrasias, 
liver  toxicity, 
Parkinson-like  syndrome 
or  nasal  stuffiness 


Miltown 

2- met hyl-2-n-propyl- 1,3- propanediol  dicarbamate 


Fo7'  anxiety,  tension 
and  muscle  spasm 
in  everyday  practice. 


TRANQUILIZER  WITH  M U S C L E - R E L A X A N T ACTION 

Supplied : 

400  mg.  scored  tablets, 

200  mg.  sugar-coated  tablets. 
Usual  dosage : 

One  or  two 
400  mg.  tablets  t.i.d. 


THE  ORIGINAL  MEPROBAMATE 


DISCOVERED  & INTRODUCED  BY 


WALLACE  LABORATORIES 


NEW  BRUNSWICK,  NEW  JERSEY 


CM-6590 


J 


AN  IMPORTANT  ADVANCE  IN  MENOPAUSAL  THERAPY 


Because  it  replaces  half  control  with  full  control. 
Because  it  treats  the  whole  menopausal  syndrome. 
Because  one  prescription  manages  both  the 
psychic  and  somatic  symptoms. 


SUPPLIED : Bottles  of  60  tablets. 
Each  tablet  contains : 


Two-dimensional 

treatment 


MILTOWN®  (meprobamate,  Wallace) 400  mg. 

2- methyl-2-n -propyl -1,.S -propanediol  dicarbamate. 


Conjugated  Estrogens  (equine)  0.4  mg. 


DOSAGE:  One  tablet  t.i.d.  in  21-day  courses  with  one  week  rest  periods. 
Should  be  adjusted  to  individual  requirements. 

Samples  and  literature  on  request. 


Milprem 


MILTOWN®  , CONJUGATED  ESTROGENS  (EQUINE) 

A Proven  Tranquilizer  ' A Proven  Estrogen 


menopause 


WALLACE  LABORATORIES,  New  Brunswick,  N.  J 


who  discovered  and  introduced  Miltown,  the  original  meprobamate 
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Medrol 


the  corticosteroid  that  hits  the  disease. 

but  spares  the  patient 

1 ? 

lipjoliit 


TRADCMARK  FOR  METHVLPREONISOLONE,  UPJOHN 


The  Upjohn  Company 
Kalamazoo,  Michigan 
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A NEW,  CORTICOSTEROID  MOLECULE  WITH  GREATER  ANTIALLERGIC, 
ANTIRHEUMATIC  AND  ANTI-INFLAMMATORY  ACTIVITY 


■ far  less  gastrointestinal 
distress 

■ safe  to  use  in  asthma  with 
associated  cardiac  disease; 

no  sodium  and  water  retention 

■ does  not  produce  secondary 
hypertension— low  salt  diet 
not  necessary 

■ no  unnatural  psychic 
stimulation 

■ often  works  when  other  • 
glucocorticoids  have  failed 

■ and  on  a lower  daily  dosage 
range 


Initial  dosage:  8 to  20  mg.  daily.  After  2 to  7 days 
gradually  reduce  to  maintenance  levels. 

See  package  insert  for  specific  dosages  and  precautions. 
1 mg.  tablets,  bottles  of  50  and  500. 

4 mg.  tablets,  bottles  of  30  and  100. 


Squibb  Quality— the  Priceless  Ingredient 


’KSNAeOKr  IS  A SQUIBB  TRADEMARK 
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Many  such  hypertensives 

have  been  on 

Rauwiloid’ 

for  three  years 
and  more 


for  Rauwiloid  IS  better  tolerated... 
"alseroxylon  [Rauwiloid]  is  an  anti- 
hypertensive  agent  of  equal  therapeutic 
efficacy  to  reserpine  in  the  treatment 
of  hypertension,  but  with  significantly 
less  toxicity.” 

Ford,  R.  V.,  and  Moyer,  J.  H.;  Rauwolfia 
Toxicity  in  the  Treatment  of  Hypertension, 
Postgrad.  Med.  23:41  (Jan.)  1958. 


No  Tolerance  Development 

Lower  Incidence  of  Depression 


Rauwiloid 

ALSEROXYLON,  2 MG. 


just  two  tablets 
at  bedtime 

After  full  effect 
one  tablet  suffices 


For  gratifying  Rauwolfia  response 
virtually  free  from  side  actions 


When  more  potent  drugs  are  needed,  prescribe 

Rauwiloid®  + Veriloid® 

alseroxylon  1 mg.  and  olkovervir  3 mg. 

for  moderate  to  severe  hypertension. 

Initial  dose  1 tablet  t.i.d.,  p.c. 

Rauwiloid®  + Hexamethonium 

tlseroxylon  1 mg.  and  hexamethonium  chloride  dihydrate  250  mg. 

in  severe,  otherwise  intractable  hypertension. 
Initial  dose  V%  tablet  q.i.d. 


lOS  ANGELES 


Both  combinations  in  convenient  single-tablet  form. 
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why  wine 

in  Urology? 


The  essence  of  recent  research  on  the  effects 
of  wine  in  renal  disease  indicates  (1)  that  wine 
in  moderate  quantities  is  non-irritative  to  the 
kidneys;  (2)  that  wine  increases  glomerular  blood 
flow  and  diuresis;  (3)  that  it  is  useful  in 
minimizing  acidosis,  and  (4)  that  properly 
used  in  selected  patients,  wine  can  brighten  an 
otherwise  monotonous  and  unappealing  diet. 


The  Superior  Diuretic  Action  of  White  Wine— 

The  diuretic  properties  of  wine  have  been  the 
subject  of  intensive  study.  Interestingly,  the 
diuretic  action  of  white  wine,  and  particularly 
sweet  white  wine,  has  been  found  to  be  superior 
to  that  of  red  wine. 


White  wine,  therefore,  is  prescribed  with 
benefit  in  nephritis,  especially  that  associated 
with  hypertension  and  arteriosclerosis.  Wine  is 
not  suggested  in  cases  of  renal  insufficiency. 


The  Buffers  in  Wine  — Such  buffering  agents 
as  natural  tartrates  and  phosphates  in  wine 
prevent  the  acidosis  which  normally  tends  to 
the  ingestion  of  alcohol.  Used  in  renal  disease, 
therefore,  wine  tends  to  minimize  acidosis 
and  maintain  the  alkaline  reserve. 


An  extensive  bibliography  is  now  available  showing  the  important  role  of  wine  in 
various  phases  of  medical  practice.  A digest  of  current  findings  with  specific 
references  to  published  medical  literature  is  yours  for  the  asking.  Just  write  for 
your  copy  of  "Uses  of  Wine  in  Medical  Practice"  to  Wine  Advisory  Board,  717 
Market  Street,  San  Francisco  3,  California. 


Relieve  moderate  or  severe  pain 
Reduce  fever 

Alleviate  the  general  malaise  of 
upper  respiratory  infections 


OF 

PROVEN 
I PAIN 
m RELIEF 


gr.% 


^Subject  to  Federal  Narcotic  Regulations 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 


Formulas  for  dependable  relief... 


. .from  pain  of  muscle  and  joint  origin,  simple  headache,  neuralgia, 
and  the  symptoms  of  the  common  cold. 

^TABLOID’ 


EMPIRIItr  COMPOUND 


Acetophenetidin gr.  2V^ 

Aspirin  (Acetylsalicylic  Acid) gr.  3^4 

Caffeine  gr.  V2  i 


..from  mild  pain  complicated  by  tension  and  restlessness. 


Phenobarbital gr.  Vi 

Acetophenetidin gr.  2*/4 

Aspirin  (Acetylsalicylic  Acid) gr.  3Vi 


^Subject  to  Federal  Narcotic  Regulations 


.U  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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IN  ALL  DIARRHEAS . . . REGARDLESS  OF  ETIOLOGY 

CREMOMYCIN 


comprehensive  control 

with 


SULFASUXIDINE  t PEC^lN-KAOL  I N-N  EOMYCIN  SUSPENSION 


SOOTHING  ACTION . . . Kaolin  and  pectin  coat  and  soothe  the  inflamed  mucosa,  ad- 
sorb toxins  and  help  reduce  intestinal  hypermotility. 

BROAD  THERAPY . . . The  combined  antibacterial  effectiveness  of  neomycin  and 
Sulfasuxidine  is  concentrated  in  the  bowel  since  the  absorption  of  both  agents 
is  negligible. 


LOCAL  IRRITATION  IS  REDUCED  and  control  is  instituted  against  spread  of  infective 
organisms  and  loss  of  body  fluid. 


PALATABLE  creamy  pink,  fruit-flavored  CREmomycin  is  pleasant  tasting,  readily 
accepted  by  patients  of  all  ages.  ^ 

=i-  Sulfasuxidine  is  a trade-mark  of  Merck  & Co.,  Inc. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc..  PHILADELPHIA  1,  PA. 
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lECXeMAS  SEBORRHEA  ANOGENITAL  PRURITUS  DCRMAT 


PERFORMANCE  WITH 
GREATER  PERMANENCE 
IN  THE  MANAGEMENT 


OF  DERMATOSES... 

(Regardless  of  Previous  Refractoriness) 

Confirmed  by 
an  impressive  and 
growing  body  of  published 
clinical  investigations 


A'y  ^ OINTMENT 

Hydrocortisone  0.5%,  Neomycin  0.35%  (as  Sulfate)  and  Special 
Coal  Tar  Extract  5%  (TARBONIS)  in  an  ointment  base. 


1 1 jij;  J.A.M.A.  I<!«!l584958;  W^h.A.L.  and  Ede.M. 

■ . . prompt  remi$$ions  of...  acute  phases.** 

L with  TARCORTtN 

REED  A CARNRICK  ^ Jersey  City  6,  New  Jersey 


* 


1.  Clyman,  S.  G. : Postgrad.  Mod.  :309,  1957. 

2.  Bleiberg,  J. : J.  M.  Soc.  New  Jersey  55:37,  1956. 

3.  Abrams,  B.  E,  and  Shaw,  C. : Clin.  Med.  5:839,  1956. 

4.  Welsh,  A.  L.,  and  Ede,  M. : Ohio  State  M.  J.  50:837,  1954. 

5.  B lei  berg,  J,:  Am.  Practitioner  5:1404,  1957. 
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with  new 

C^g^ET3sr+  O 

(PENTAERYTHRITOL  TCTRANITRATe)  (bRANO  OF  HYDROXYZINE) 

For  cardiac  effect:  PETN  is  . . the  most  effective  drug- 
currently  available  for  prolonged  prophylactic  treatment 
of  angina  pectoris.”^  Prevents  about  80%  of  anginal  attacks. 

For  ataractic  effect:  One  of  the  most  effective— and  probably 
the  safest— of  tranquilizers,  atarax  frees  the  angina  patient 
of  his  constant  tension  and  anxiety.  Ideal  for  the  on-the-job 
patient.  And  atarax  has  a unique  advantage  in  cardiac 
therapy;  it  is  anti-arrhythmic  and  non-hypotensive. 

For  greater  therapeutic  success:  In  clinical  trials,  CARTRAX 
was  demonstrably  superior  to  previous  therapy,  including 
PETN  alone.  Specifically,  87%  of  angina  patients  did  better. 
They  were  shown  to  suffer  fewer  attacks  . . . require  less 
nitroglycerin  . . . have  increased  tolerance  to  physical  effort 
. . . and  be  freed  of  cardiac  fixation. 

1.  Russek,  H.  I.:  Postgrad.  Med.  19:5G2  (June)  196G. 

Do.'iagc  aiul  Supplied:  Begin  with  1 to  2 yellow  cartrax  “10” 
tablets  (10  mg.  petn  plus  10  mg.  atarax)  3 to  4 times  daily. 
When  indicated  this  may  be  increased  by  switching  to  pink  cartrax 
"20”  tablets  (20  mg.  petn  plus  10  mg.  atarax.)  For  convenience, 
write  "cartrax  10”  or  “cartrax  20.”  In  bottles  of  100. 
cartrax  should  be  taken  30  to  (iO  minutes  before  meals,  on  a 
continuous  dosage  schedule.  Use  PETN  preparations  with  caution 
in  glaucoma. 


why  PETN? 

why  ATARAX? 
why  combine  the  two  ? 

NEW  YORK  17,  NEW  YORK 
Division,  Chas.  Pfizer  & Co.,  Inc. 

♦Trademark 
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NOW. ..  A NEW  TREATMENT 


CARDILATE’ 


'Cardilate' 


for  easy  retention 
in  the  buccal  pouch 


**. . . the  degree  of  increase  in  exercise  tolerance  which  sublingual  ery- 
throl  tetranitrate  permits,  approximates  that  of  nitroglycerin,  amyl 
nitrite  and  octyl  nitrite  more  closely  than  does  any  other  of  the  approxi- 
mately 100  preparations  tested  to  date  in  this  laboratory.” 

“Furthermore,  the  duration  of  this  beneficial  action  Is  prolonged  suffi- 
ciently to  make  this  method  of  treatment  of  practical  clinical  value.” 


Riseman,  J.  E.  F.,  Altman,  G.  E.,  and  Koretsky,  S.: 
Nitroglycerin  and  Other  Nitrites  in  the  Treatment  of 
Angina  Pectoris,  Circulation  (Jan.)  1958. 

'^^Cardilate'  brand  Erythrol  Tetranitrate  SUBLINGUAL  TABLETS,  15  mg.  scored 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC..  Tuckahoe,  New  York 
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New. . . 

meprobamate 


Evenly  sustain  relaxation  of  mind  and  muscle ’round  the  clock 


TWO  MEPROSPAN  CAPSULES  IN  THE  MORNING 
RELIEVE  ANXIETY.  TENSION  AND  SKELETAL  MUS- 
CLE  SPASM  THROUGHOUT  THE  DAY, 


TWO  MEPROSPAN  CAPSULES  AT  BEDTIME 

PROVIDE  UNINTERRUPTED  SLEEP  THROUGH. 
OUT  THE  NIGHT. 


'^TRAOe-MARK 


Meprospaif 

MEPROBAMATE  IN  PROLONGED  RELEASE  CAPSULES 

■ maintains  constant  level  of  relaxation 

■ minimizes  the  possibility  of  side  effects 

■ simplifies  patient’s  dosage  schedule 

Dosage:  Two  Meprospan  capsules  q.  12  h. 

Supplied : Bottles  of  30  capsules. 

Each  capsule  contains : 

Meprobamate  (Wallace)  200  mg. 

2-methyl-2-n-propyl-l, 3-propanediol  dicarbamate 

Literature  and  samples  on.  request. 

^ WALLACE  LABORATORIES,  Neiv  Brunswick,  N.  J. 
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• debilitated 

• elderly 

• diabetics 

• infants,  especially  prematures 

• those  on  corticoids 

• those  who  developed  moniliasis  on  previous 
broad-spectrum  therapy 

• those  on  prolonged  and/or 
high  antibiotic  dosage 

• women— especially  if  pregnant  or  diabetic 


the  best  broad-spectrum  antibiotic  to  use  is 


IVL  /STECL.IN-V 

Squibb  Tetracycline  Phosphate  Complex  (Sumycin)  and  Nystatin  (Mycostatin)  Sumycin  plus  Mycostatin 

for  practical  purposes,  Mysteclin-V  is  sodium-free 


for  “built-in”  safety,  Mysteclin-V  combines: 

1.  Tetracycline  phosphate  complex  (Sumycin)  for  superior 
initial  tetracycline  blood  levels,  assuring  fast  transport  of 
adequate  tetracycline  to  the  infection  site. 

2.  Mycostatin— the  first  safe  antifungal  antibiotic— for  its 
specific  antimonilial  activity.  Mycostatin  protects 

many  patients  (see  above)  who  are  particularly  prone  to  monilial 
complications  when  on  broad-spectrum  therapy. 


Capsules  (250  mer./250,000  u.).  bottles 
of  16  and  100.  Hall-Strength  Capsules 
(125  mg./125,000  u.),  bottles  of  16 
and  100.  Suspension  (125  mg./125,000 
u.),  2 oz.  bottles.  Pediatric  Drops  (100 
mg./lOO.OOO  u.),  10  cc.  dropper  bottles. 


Squibb  Quality— 
the  Priceless  Ingredient 


•MYarecLiN,-® 


•MYCOSTATIN',®  AND  'SUMYCm'  Aft£  SQo.88  TRAOCMABKS 


MYSTECLIN-V  PREVENTS  MONILIAL  OVERGROWTH 


25  PATIENTS  ON 
TETRACYCLINE  ALONE 

25  PATIENTS  ON 

TETRACYCLINE  PLUS  MYCOSTATIN 

Before  therapy 

After  seven  days 
of  therapy 

Before  therapy 

After  seven  days 
of  therapy 
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Monilial  overgrowth  (rectal  swab) 

None  ® Scanty  ^ Heavy 

Childs,  A.  J-:  British  M.  J.  1:660  1956. 
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newCITRAKF.  (Hay  Fe¥er) 


with  Broadspectrum  Antihistamines  PLUS  Vasoconstrictor 

Hay  fever  is  a very  funny  subject...  in  a cartoon!  Your  hay  fever  patients  take  their 
problem  seriously  though,  and  CITRA  H.F.  is  formulated  to  help  them. 

One  Citra  H.F.  capsule  every  four  hours  helps  to  relieve  such  hay  fever  symptoms  as 
sneezing,  itching  and  congestion.  Each  Citra  H.F  capsule  contains: 

Broadspectrum  Antihistamines.  . .each  in  la  their  usual  therapeutic  dosage,  providing 
broader  coverage  and  reduced  side  effects. 


• Prophenpyridamine  Maleate 6.25  mg. 

• Methapyrilene  Hydrochloride 8.33  mg. 

• Pyrilamine  Maleate 8.33  mg. 

Vasoconstrictor ..  .to  relieve  congestion. 

• Phenylephrine  Hydrochloride 10.0  mg. 


THE  CITRA  FAMILY  NOW  INCLUDES: 

New  CITRA  H.F.  . . . for  fast  relief  from  hay  fever  symptoms. 

CITRA  FORTE  (SYRUP)  . . . for  immediate  cough  control. 

CITRA  CAPSULES  . . . for  optimum  relief  of  cold  symptoms  at  any  stage. 
CITRA  COUGH  SYRUP  . . . for  relief  of  minor  coughs  and  cold  symptoms. 


BOYLE 


& COMPANY  Los  Angeles  54,  California 


“Rheumatoid  arthritis  is  a constitutional  disease  with  symptoms  affecting  chiefly  joints  and  muscles."'  “Pain 
in  the  affected  joint  is  accompanied  by  splinting  of  the  adjacent  muscles,  with  resultant  ‘muscle  spasm.' 
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rheumatoid  arthritis 
involves  both 
joints  and 
muscles 

only 


MEPROLONE  is  the  only  anti- 
rheumatic-antiarthritic  designed  to 
relieve  simultaneously  (a)  muscle 
spasm  (b)  joint-muscle  inflammation 
(c)  physical  distress ...  and  may 
thereby  help  prevent  deformity  and 
disability  in  more  arthritic  patients 
to  a greater  degree  than  ever  before. 

SUPPLIED:  Multiple  Compressed 
Tablets  in  two  formulas: 
MEPROLONE-2-2.0  mg. 
prednisolone,  200  mg.  meprobamate 
and  200  mg.  dried  aluminum 
hydroxide  gel  (bottles  of  100). 
MEPROLONE-1— supplies  1.0  mg. 
prednisolone  in  the  same  formula  as 
MEPROLONE-2  (bottles  of  100). 

1.  Comroe's  Arthritis:  Hollander,  J.  L.,  p.  149  (Fiftli 
Edition,  Lea  & Febiger,  Philadelphia,  Pa.  1953). 

2.  Merck  Manual:  Lyght,  C.  E.,  p.  1102  (Ninth 
Edition,  Merck  & Co.,  Inc.,  Rahway,  N.  J.  1956). 


THE  FIRST  MEPROBAMATE  PREDNISOLONE  THERAPY 


meprobamate  to  relieve  muscle  spasm 
prednisolone  to  suppress  inflammation 

relieves  both 
muscle  spasm 
and  joint  inflammation 


MERCK  SHARP  & DOHME  Philadelphia  1,  Pa. 

Division  of  MERCK  & CO.,  INC. 


now... 


unprecedented 

Sulfa 

therapy 


SULFAMETHOXYPYRIDAZINE  LEDERLE 


New  authoritative  studies  show  that  Kynex 
dosage  can  be  reduced  even  further  than  that 
recommended  earlier.^  Now,  clinical  evidence 
has  established  that  a single  (0.5  Gm.)  tablet 
maintains  therapeutic  blood  levels  extending 
beyond  24  hours.  Still  more  proof  that  Kynex 
stands  alone  in  sulfa  performance— 

• Lowest  Oral  Dose  In  Sulfa  History— 0.5  Gm. 
(1  tablet)  daily  in  the  usual  patient  for  main- 
tenance of  therapeutic  blood  levels 

• Higher  Solubility— effective  blood  concentra- 
tions within  an  hour  or  two 

• Effective  Antibacterial  Range— exceptional 
effectiveness  in  urinary  tract  infections 


NEW  DOSAGE 

The  recommended  adult  dose  is  1 Gm.  (2  tab- 
lets or  4 teaspoonfuls  of  syrup)  the  first  day, 
followed  by  0.5  Gm.  (1  tablet  or  2 teaspoonfuls 
of  syrup)  every  day  thereafter,  or  1 Gm.  every 
other  day  for  mild  to  moderate  infections.  In 
severe  infections  where  prompt,  high  blood 
levels  are  indicated,  the  initial  dose  should  be 
2 Gm.  followed  by  0.5  Gm.  every  24  hours. 
Dosage  in  children,  according  to  weight ; i.e., 
a 40  lb.  child  should  receive  of  the  adult 
dosage.  It  is  recommended  that  these  dosages 
not  be  exceeded. 

Tablets : 

Each  tablet  contains  0.5  Gm.  (7%  grains)  of  sulfamethoxy- 
pyridazine.  Bottles  of  24  and  100  tablets. 


• Convenience— the  low  dose  of  0.5  Gm.  (1  tab- 
let) per  day  offers  optimum  convenience  and 
acceptance  to  patients 


Syrup : 

Each  teaspoonful  (5  cc.)  of  caramel-flavored  syrup  contains 
250  mg.  of  sulfamethoxypyridazine.  Bottle  of  4 fl.  oz. 

1 Nichols,  R.  L.  and  Finland,  M.;  J.  Clin.  Med.  49:410,  1957. 


UEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER.  NEW  YORK 
*Reg.  U.S.  Pat.  Off. 


for  ocular 
allergies 


W (0.2%  prednisolone  . 

acetate  and 

0.3%  Chlor-Trimeton®—  ' 
5 cc,  dropper  » 
bottle)  i 


Standard  for  ocular  infections 


(Sulfacetamide  Sodium  U,S.P‘>5  and  15  cc.  dropper  bottles) 


( 1 5 cc.  dropper  bottle) 


extex*zi.a*l 


eye 
disorders 
look  to  these 
topica.1 
healing; 
aids 


SCHERING  CORPORATION  • 


BLOOMFIELD,  NEW  JERSEY 


r 
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At  the  last  accounting,!  physicians  throughout  the  coun- 
try had  administered  at  least  one  dose  of  poliomyehtis 
vaccine  to  64  million  Americans — all  three  doses  to  an 
estimated  34  million.  Undoubtedly,  these  inoculations 
have  played  a major  part  in  the  dramatic  reduction  of 
paralytic  poliomyelitis  in  this  country. 


Incidence  of  polio  in  the  United  States,  1952-1957 
(data  compiled  from  U.S.P.H.S.  reports) 


vaccine  is  plentiful  for  the  job  remaining 

There  are  still  more  than  45  million  Americans  under 
forty  who  have  received  no  vaccine  at  all  and  many 
more  who  have  taken  only  one  or  two  doses. 

As  it  was  phrased  in  a public  statement  by  the  Depart- 
ment of  Health,  Education,  and  Welfare: 

“It  will  be  a tragedy  if,  simply  because  of  public 
apathy,  vaccine  which  might  prevent  paralysis  or  even 
death  lies  on  the  shelf  unused”^ 

Eli  Lilly  and  Company  is  prepared  to  assist  you  and 
your  local  medical  society  to  reach  those  individuals  who 
stiU  lack  full  protection.  For  information  see  your  Lilly 
representative. 

1.  J.  A.  M.  A.,  165:27  {November  23),  1957. 

2.  Department  of  Health,  Education,  and  Welfare:  News  Release,  October  10, 
1957. 

ELI  LILLY  AND  COMPANY  . 


849003 


INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 


^^riginal 


INTUSSUSCEPTiON,  OR  PROLAPSE,  OF  PYLORIC  MUCOSA 

INTO  THE  DUODENUM 


M.  A.  Carreras,  M.D. 
Thomas  Davis  Clinic  — Tucson 


During  the  past  lO  years  a large  number 
of  articles  dealing  with  prolapse,  or  extrusion,  of 
the  pyloric  mucosa  have  appeared  in  the  litera- 
ture. 

Altliough  this  condition  was  first  described  in 
1911  by  Von  Schmieden,  very  little  significance 
was  attached  to  it  at  the  time  and  it  was  consid- 
ered only  as  an  incidental  roentgenological  find- 
ing until  1946,  when  Wendell  G.  Scott  published 
an  analysis  of  19,228  hospital  admissions  with 
1,346  upper  gastrointestinal  examinations  and 
described  14  cases  of  benign  prolapse  of  pyloric 
mucosa  for  an  incidence  of  1.04  per  cent. 

In  1948,  Ferguson  reported  an  incidence  of 
7.7  per  cent  in  297  cases  studied  and  reported  six 
cases  from  the  surgical  service  of  Grady  Hos- 
pital. 

Goves  and  Gurphey  have  reported  22  cases 
seen  in  one  year  and  gave  a good  description  of 
the  roentgen  appearance  and  discussed  the  dif- 
ferential diagnosis. 

Hambley,  Meyer  and  Felsen  report  35  cases 
in  1,257  gastrointestinal  series,  or  an  incidence 
of  2.8  per  cent,  and  discussed  three  cases. 

The  clinical  significance  of  this  condition  is  by 
no  means  agreed  upon  by  all  authors. 

Levin  and  Felsen,  in  October  1951,  reported 
an  analysis  of  100  gastrointestinal  series  in  which 
the  sole  criterion  was  the  absence  of  gastroin- 
testinal symptoms  and  found  18  per  cent  of  the 
cases  with  prolapse,  or  8 per  cent  if  the  slight 
cases  were  omitted. 

Pohland,  in  Germany,  disputes  the  clinical  sig- 


nificance of  this  condition  and  attributes  the 
x-ray  appearance  of  the  base  of  the  bulb  to  a 
phase  of  the  pyloric  muscular  contraction  and 
variable  formation  of  the  overlying  mucosa. 

Bartels  and  Eltrom  reviewed  a series  of  240 
cases  and  found  44,  or  18.3  per  cent,  cases  that 
presented  a prolapse,  of  which  34  had  fairly  large 
prolapses.  These  cases  all  presented  varied  symp- 
tomatology. All  were  associated  with  some  other 
pathology  of  the  gastrointestinal  mucosa  in  the 
region  of  the  antrum,  pylorus  or  duodenal  bulb. 

Forty -two  persons  studied  without  any  dys- 
peptic complaints  showed  10  with  typical  large 
prolapse  and  11  with  small  folds.  They  conclude 
that  the  frequency  of  mucosal  prolapse  through 
the  pylorus  was  higher  among  the  controls  than 
among  the  dyspeptic  group  and  interpret  the 
prolapse  of  the  gastric  mucosa  through  the 
pylorus  as  a normal  physiological  variation. 
ETIOLOGY: 

The  etiology  of  this  condition  is  not  definitely 
known  or  agreed  upon.  It  has  been  attributed  by 
some  authors  as  the  result  of  chronic  low  grade 
inflammation  of  the  mucosa,  other  authors  be- 
lieve it  to  be  caused  by  the  effect  of  hyperper- 
istalsis loosening  the  already  loose  attachment  of 
the  mucosa  to  the  muscularis,  and  by  others  as 
the  result  of  normal  stretching  of  the  mucous 
membrane  during  normal  gastric  movements  and 
to  the  effect  of  altered  motility  as  the  result  of 
neuro-genic  factors.  Probably  a number  of  fac- 
tors are  involved. 

Histological  studies  have  shown  no  more  than 
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evidence  of  redundant  mucosa  and  in  some  cases 
low  grade  gastritis  in  the  region  of  the  antrum. 
SYMPTOMS: 

The  symptomatology  of  this  condition  is  not 
specific  in  any  way.  Pain  is  present  in  practically 
every  case  and  may  vary  from  slight  discomfort 
to  severe  pain,  simulating  gallbladder  colic  and 
requiring  strong  sedation.  Nausea  is  frequent 
and  usually  vomiting  is  also  present  during  an 
attack. 

At  times  the  symptoms  may  simulate  duodenal 
ulcer,  although  as  a rule  the  onset  of  symptoms 
is  post-prandial  rather  than  fasting.  As  com- 
pared with  the  entirely  functional  gastrointesti- 
nal disturbance  without  prolapse,  the  onset  of 
the  pain  seems  to  be  more  sharply  defined  and 
the  frequency  of  the  attacks  not  as  high  and  pa- 
tients as  a rule  are  entirely  symptom  free  be- 
tween attacks.  There  is  not  the  chronic  complaint 
so  characteristic  of  the  purely  psychoneurotic 
individual. 

Bleeding  is  a frequent  occurence,  usually  slight 
oozing  with  nothing  else  but  positive  occult  blood 
in  the  stools,  but  at  times  severe  hemorrhage 
may  occur.  Mood  and  Speed  reported  a case  in 
1949  which  required  21  transfusions  and  was  not 
controlled  until  gastric  resection  was  done.  The 
prolapsed  pyloric  mucosa  was  the  only  abnor- 
mality found.  More  recently  Lichstein  and  Asher 
have  reported  an  incidence  of  22  per  cent  of 
bleeding  in  their  cases. 

DIAGNOSIS: 

The  diagnosis  of  this  condition  is  entirely 
a roentgenological  one.  Quoting  from  Feldman, 
Morrison  and  Meyers,  Gastroenterology,  Janu- 
ary, 1952,  the  following  criteria  are  characteristic 
of  the  condition: 

1.  Defect  of  the  base  of  the  bulb,  described 
as  mushroom,  umbrella,  cauliflower  or  lo- 

bulated  appearance. 

2.  Honeycomb  effect  in  the  bulb  caused  by 
the  duodenal  gastric  mucosa. 

3.  Variations  in  the  appearance  of  the  bulb 
in  the  same  or  repeated  examination. 

4.  The  disappearance  of  the  deformity  when 
prolapse  is  reduced. 

5.  Absence  of  irritability  when  not  associated 
with  an  ulcer. 

6.  Gastric  peristalsis  usually  accelerated. 

7.  Enlargement  and  thickening  of  the  gastric 
folds,  usually  associated  with  hypertrophic 
gastritis. 


8.  Gastric  folds  prolapsed  in  the  folds. 

9.  Multiple  linear  defects  in  the  pylorus  rep- 
resenting mucosal  folds  passing  from  an- 
trum into  the  duodenum. 

10.  Ghanges  in  the  pyloric  canal  which  may 
be  normal,  narrowed,  widened,  or  show  an 
annular  cuff  defect  of  varying  extent,  de- 
pending upon  the  amount  of  redundant 
mucosal  folds  in  the  pylorus  and  hyper- 
trophy. 

11.  Evacuation  of  the  stomach  is  either  nor- 
mal or  accelerated.  In  some  cases  there  is 
a small  five  hour  gastric  retention  and  in  a 
few  incidents  pyloric  obstruction. 

12.  Absence  of  gastric  dilatation. 

DIFFERENTIAL  DIAGNOSIS: 

According  to  Lichstein,  the  following  condi- 
tions may  simulate  benign  prolapse  of  the  gastric 
mucosa : 

1.  Pedunculated  gastric  polyp. 

2.  Multiple  gastric  polypi. 

3.  Pre-pyloric  gastric  carcinoma. 

4.  Hypertrophic  gastritis. 

5.  Secondary  metastasis  to  the  stomach  and 
duodenum. 

6.  Duodenal  ulcer. 

7.  Pre-pyloric  ulcer. 

8.  Antral  gastritis. 

9.  Duodenitis. 

10.  Pylorus  x-rayed  over  tlie  spine. 

11.  Gongenital  bands. 

12.  Food  retained  in  the  duodenum. 

The  present  study  consists  of  a review  of  353 
gastrointestinal  series  done  during  the  year  1954, 
and  an  incidence  of  6.2  per  eent  of  prolapse  of 
pyloric  mucosa  was  encountered  of  which  4.8 
per  cent  were  unassociated  with  other  pathology. 

It  must  be  stressed  that  in  this  series  all  the 
patients  had  been  x-rayed  because  there  had 
been  some  eomplaint  referable  to  the  digestive 
system,  in  counterdistinction  to  other  reports 
from  large  centers  where  gastrointestinal  studies 
were  in  part  routine  studies  made  in  the  course 
of  general  examination. 

Feldman,  Morrison  and  Meyers  recognized  in 
their  work  on  this  subject  that  the  incidence 
seems  to  be  greater  in  private  practice,  possibly 
because  of  the  ambulatory  nature  of  this  condi- 
tion. 

In  our  series  pain  seemed  to  be  a common 
complaint.  As  mentioned  before,  this  varied  in 
degree  and  was  usually  present  immediately 
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after  ingestion  of  a meal,  and  in  two  cases  re- 
quired large  doses  of  demerol  or  morphine  for 
relief.  Between  attacks  the  patients  remain  rela- 
tively asymptomatic  with  only  minor  dyspeptic 
complaints.  Severe  hemorrhage  was  not  encoun- 
tered. One  case  showed  chronic  low  grade  loss 
of  blood  from  the  gastrointestinal  tract  with  oc- 
cult blood  in  the  stools,  and  chronic  anemia 
which  improved  following  treatment  for  his  gas- 
tro-intestinal  disturbance.  This  patient,  however, 
had  multiple  diverticulosis  and  the  source  of 
bleeding  is  not  definitely  localized  as  to  the 
pyloric  mucosa  itself. 

All  of  our  patients  did  well  on  conservative 
treatment  with  anti-spasmodics,  acid  neutralizers 
and  bland  diets.  In  none  of  our  cases  was  it  nec- 
essary to  do  surgery. 

TREATMENT: 

The  treatment  of  this  condition  is,  in  the  vast 
majority,  conservative,  consisting  of  bland  diet, 
anti-spasmodics  and  anti-acid  medications.  Sur- 
gery should  be  reserved  entirely  to  intractable, 
severe  cases  with  frequent  attacks  of  severe  pain 
requiring  much  sedation,  or  to  cases  of  intracta- 
ble massive  bleeding.  The  surgical  procedures, 
as  reported  in  various  articles  in  the  literature, 
vary  from  simple  pyloroplasty  to  sub-total  re- 
section. 

The  following  cases  are  reported  as  illustrative 
of  this  condition : 

1.  JVO— 70  years  old,  male.  Severe  epigastric 
pain  simulating  gallbladder.  Gallbladder  x-rays 
were  normal  and  about  three  or  four  attacks  a 
year.  Required  demerol  for  relief.  Has  done  well 
on  diet  and  anti-spasmodics. 

2.  RH— 68  years  old,  male.  Epigastric  distress, 
anemia,  positive  guaiac.  Treated  medically  and 
improved,  occult  blood  in  the  stools  cleared  up. 
Has  diverticulum  of  the  stomach,  duodenum  and 

- colon. 

3.  S— 52  years  old,  male.  Recurrent  attacks  of 
epigastric  pain  with  occasional  vomiting;  usually 
controlled  by  diet  and  anti-spasmodics,  and  one 
severe  episode  with  pyloric  obstruction  requir- 
ing gastric  suction  for  48  hours. 

4.  B— 48  years  old,  female.  Gaseous  indigestion 
for  two  years.  Frequent  nausea.  Relieved  with 
anti-spasmodics. 

5.  This  is  a severe  psychoneurosis.  G1  series 
was  done  because  of  complaints  on  one  visit,  al- 
though prolapse  is  present,  probably  it  is  not 
causing  any  difficulties. 


Case  No.  1. 
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6.  This  case  does  not  belong  to  our  series,  it  is 
presented  to  show  a severe  prolapse  and  possibly 
a duodenal  ulcer. 

7.  AS— 62  years  old.  Severe  upper  abnominal 
pains  suddenly  radiating  to  the  back  associated 
with  vomiting;  required  morphine  to  terminate 
the  severe  attacks.  After  the  severe  episodes  rare 
heart  burn  is  complained  of. 

SUMMARY  & CONCLUSIONS; 

A review  of  the  literature  in  the  past  10  years 
shows  increasing  concern  of  the  clinicians  with 
the  prolapse  or  intussusception  of  the  pyloric  mu- 
cosa into  the  duodenum.  Of  353  patients  re- 
viewed by  one  author,  an  incidence  of  4.8  per 
cent  of  uncomplicated  prolapse  was  found. 

While  the  clinical  significance  of  the  condition 
is  by  no  means  accepted  by  all  authors,  it  is  our 
feeling  that  the  cases  described  in  the  literature, 
as  well  as  our  own,  presented  enough  similiarity 
in  their  symptomatology  and  response  to  treat- 
ment to  assume  that  the  prolapsed  mucosa,  pro- 
ducing intermittent  low  grade  intussusception 
with  partial  or  at  times  complete  pyloric  ob- 
struction is  the  cause  of  the  symptoms. 
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RECENT  ADVANCES  IN  THE  SURGICAL  TREATMENT  OF 
DISEASES  OF  THE  GASTROINTESTINAL  TRACT  AND 

ABDOMEN 


Leon  Goldman,  M.D.  and  Richard  E.  Gardner,  M.D. 
San  Francisco,  Galifornia 


The  TEGHNIGAL  advances  in  the  field  of  sur- 
gery have  often  exceeded  deveolpments  in  phy- 
siology and  biochemistry,  and  as  a result  many 
surgeons  are  spending  more  and  more  time  in 
the  experimental  laboratory.  Such  laboratory  re- 
search has  led  to  a re-evaluation  and  more  sound 
understanding  of  the  basic  principles  of  many 
surgical  procedures  and  has  added  further  to 
our  knowledge  in  all  fields  of  surgery.  The  ap- 
plication of  adequate  methods  of  anesthesia  and 
electrolyte  and  nutritional  replacement  therapy, 
as  well  as  profieiency  in  surgical  treatment,  have 
helped  to  decrease  the  mortality  and  morbidity 
of  extensive  operative  procedures. 

Much  of  the  progress  made  in  the  field  of  ab- 
dominal surgery  has  been  the  result  of  such  lab- 
oratory studies.  It  is  the  purpose  of  this  discus- 
sion to  describe  some  of  the  more  important  ex- 
perimental studies  and  their  relationship  to  re- 
cent advances  in  abdominal  surgery. 
ESOPHAGUS:  (Gardiospasm  - Achalasia) 

Gardiospasm  results  in  obstruction  of  the  low- 
er esophagus,  producing  dilatation  and  hyper- 
trophy of  the  proximal  esophagus  in  most  in- 
stances. The  specific  pathologic  finding  may  be 
a deficiency  of  the  parasympathetic  plexus 
(Auerbach’s),  resulting  in  a failure  of  peristalsis 
to  pass  through  this  area.  Motility  patterns  in 
this  disease  demonstrate  diminished  peristaltic 
movements  of  the  entire  esophagus  ( 1 ) . Dys- 
phagia, regurgitation,  and  pain  while  swallow- 
ing are  the  most  common  symptoms.  It  also  has 
been  noted  that  patients  with  this  disorder  tend 
to  be  emotionally  labile. 

The  majority  of  patients  with  cardiospasm  are 
treated  successfully  by  dilatation  of  the  esopha- 
gus with  a mercury  bag  or  a Plummer  bougie. 
This  will  control  the  symptoms  in  approximately 
80  per  cent  of  the  eases(2).  However,  15  to  20 
per  cent  of  the  patients  do  not  respond  to  dila- 
tation and  require  surgical  treatment. 

Various  methods  of  anastomosis  of  the  stom- 
ach to  the  esophagus  have  resulted  in  severe  re- 
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gurgitative  esophagitis.  At  the  present  time, 
therefore,  we  use  the  Heller  procedure  ( esopha- 
gocardiomyotoiny ) almost  routinely.  We  are  not 
satisfied  with  any  operative  procedure  for  the 
treatment  of  cardiospasm  but  in  patients  unre- 
lieved by  any  lesser  method  we  feel  that  esopha- 
gocardiomyotomy  affords  the  best  result.  The 
results  of  this  technique  as  reported  in  the  liter- 
ature are  somewhat  conflicting.  However,  the 
incidence  of  regurgitation  following  this  proce- 
dure approximates  50  per  cent,  which  is  less  than 
that  after  other  operative  procedures.  The  re- 
sults do  not  seem  to  vary  sufficiently  to  enable 
one  to  state  an  exact  length  for  the  myotomy  in- 
cision. Nonetheless,  the  incision  should  extend 
across  the  obstructed  portion  of  the  esophagus 
and  the  cardio-esophageal  junction.  Gare  should 
be  taken  to  transect  all  the  circular  fibers  and 
avoid  perforation  of  the  esophageal  mucosa. 

ESOPHAGEAL  VARICES: 

The  development  of  vascular  surgery  has  led 
to  a reconsideration  of  the  surgical  treatment  of 
portal  hypertension.  It  is  difficult  to  determine 
the  incidence  of  esophageal  varices  associated 
with  cirrhosis.  However,  in  patients  who  do  have 
varices,  80  per  cent  of  the  varices  are  due  to 
Laennec’s  cirrhosis  ( 3 ) . Extra-hepatic  portal  ob- 
struction accounts  for  the  remaining  20  per  cent. 
Because  of  the  high  surgical  mortality  the  early 
results  of  portal  systemic  shunting  compared 
poorly  vdth  the  medical  treatment.  After  a more 
careful  selection  of  cases,  however,  the  results 
of  surgical  treatment  improved.  It  has  been  dem- 
onstrated that  patients  with  ascites,  jaundice,  or 
low  serum  albumin  determinations  cannot  sur- 
vive such  an  operative  procedure.  Patients  with 
liver  disease  who  seemingly  have  adequately 
functioning  livers  ( BGP  below  15  per  cent  in  30 
minutes,  no  ascites  or  jaundice,  and  serum  al- 
bumin above  3 grams)  have  a mortality  rate  of 
18  per  cent  after  portal-systemic  procedures. 

The  choice  of  surgical  treatment  for  these  pa- 
tients is  somewhat  controversial.  It  is  generally 
concluded,  however,  that  the  increased  portal- 
systemic  compensatory  communications  tliat  dc- 
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velop  spontaneously  are  not  adequate  to  de- 
crease the  portal  pressure.  After  a proper  selec- 
tion of  cases,  a systemic  shunt  is  therefore  advis- 
able for  decompression  of  the  portal  system.  The 
lack  of  adequate  tests  for  liver  function  has  made 
it  difficult  to  determine  the  location  of  the  portal 
obstruction  in  some  instances.  Splenoportogra- 
phy, however,  has  been  helpful  in  visualizing 
the  portal  system.  This  method  consists  of  in- 
jecting 50  cc.  of  70  per  cent  Urokon  into  the 
spleen,  through  the  mid-axillary  line  of  the  9th 
interspace  on  the  left  side.  Multiple  films  are 
then  taken(3).  It  has  been  our  recent  practice 
to  carry  out  this  procedure  in  the  operating 
room  immediately  preceding  the  operation  it- 
self. In  most  instances  the  films  are  adequate  to 
demonstrate  the  portal  system  and  extra-hepatic 
portal  obstruction,  and  are  an  important  adjunct 
in  planning  the  operative  procedure. 

The  anastomosis  of  the  portal  vein  to  the  vena 
cava  results  in  the  most  effective  decompression 
and  the  rate  of  thrombosis  of  the  anastomosis  is 
low.  Evidence  gained  from  experiments  on  lab- 
oratory animals  showed  that  complete  diversion 
of  the  portal  blood  into  the  vena  cava  was  fol- 
lowed by  a pronounced  decrease  in  liver  func- 
tion. On  the  other  hand,  Macpherson(4)  has 
been  unable  to  demonstrate  any  specific  altera- 
tion in  hepatic  metabolism  in  patients  on  whom 
an  end-to-side  portacaval  anastomosis  was  per- 
formed. 

Many  patients  with  portal  hypertension  will 
have  associated  splenomegaly  or  hypersplenism, 
which  will  preclude  the  use  of  a portacaval  an- 
astomosis. In  these  instances  one  must  consider 
removal  of  the  spleen  and  splenorenal  anasto- 
mosis as  the  shunt  procedure  of  choice.  This 
method  has  a high  rate  of  anastomotic  thrombo- 
sis (30  per  cent)  in  addition  to  associated  re- 
currence of  bleeding  from  the  varices  and  is  a 
particularly  common  problem  in  children  when 
such  an  anastomosis  is  used  for  the  treatment  of 
extrahepatic  portal  obstruction.  Some  surgeons, 
therefore,  recommend  the  use  of  esophago-gastric 
resection  ( 5 ) . They  feel  that  such  a procedure  re- 
moves the  varices  adequately  and,  although  com- 
plicated by  esophagitis,  is  a far  more  reasonable 
operation  to  use  in  the  treatment  of  a child  with 
esophageal  varices  than  it  may  be  in  an  adult. 

In  summary,  the  desired  course  of  treatment 
of  esophageal  varices  is  medical  evaluation  and 
preparation  for  surgical  treatment  of  those  cases 


that  meet  the  criteria  for  portal  systemic  anas- 
tomosis. In  some  instances  the  patient  who  en- 
ters the  hospital  with  bleeding  uncontrolled  by 
esophageal  tamponage(6)  will  require  an  emer- 
gency operation  and  direct  trans-esophageal  li- 
gation. Although  it  sometimes  may  be  a life-sav- 
ing procedure,  the  mortality  rate  in  this  group 
is  extremely  high,  since  these  patients  are  usual- 
ly in  impending  hepatic  coma(7)  and  are  ex- 
tremely poor  surgical  risks. 

STOMACH: 

The  surgical  treatment  of  carcinoma  has  al- 
ways been  directed  toward  en  bloc  dissection  of 
the  involved  organ,  and  associated  lymphatic 
drainage.  This  technique  has  been  extended  to 
tumors  of  the  stomach,  with  removal  of  the  en- 
tire stomach,  spleen,  and  in  some  cases,  the  body 
and  tail  of  the  pancreas  ( 8 ) . The  operation  of  to- 
tal gastrectomy,  however,  has  been  complicated 
by  nutritional  problems  during  the  post-opera- 
tive period. 

Many  operative  procedures  have  been  devised 
to  overcome  the  nutritional  problem.  Esophago- 
jejunostomy  was  the  original  operative  proce- 
dure. This  was  followed  by  esophagoduodenos- 
tomy.  Esophago-ileocolo-duodenostomy(9)  and 
esophago-jejunoduodenostomy(  10)  have  been 
used  to  form  a pouch  replacement  for  the  re- 
moved stomach.  The  Roux-en-Y  and  modifica- 
tions of  the  esophago-jejunoduodenostomy  have 
also  been  used. 

Surgeons  who  have  used  the  technique  of 
pouch  replacement  of  the  stomach  are  of  the 
opinion  that  it  presents  less  nutritional  complica- 
tions. In  fact,  however,  physiologic  studies  of 
these  patients  reveal  that  carbohydrate,  fat  and 
protein  absorption  are  not  significantly  improved 
by  these  operative  procedures.  These  patients 
have  the  same  nutritional  problems  as  patients 
on  whom  an  esophago-duodenostomy  or  esopha- 
go-jejunostomy  was  performed,  and  statistically 
there  is  no  biochemical  or  physiologic  evidence 
that  favors  one  or  the  other  operative  proce- 
dure (11).  Marshall  and  Uram(12),  in  a study 
of  184  patients  who  had  total  gastrectomies,  con- 
cluded that  the  survival  statistics  were  not  better 
than  those  following  partial  gastric  resection  for 
the  treatment  of  carcinoma.  It  should  be  con- 
cluded from  this  study  that  total  gastric  resec- 
tion be  reserved  for  those  cases  of  extensive  in- 
volvement in  which  it  is  necessary  to  perform  to- 
tal gastrectomy  in  order  to  remove  the  gastric 
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lesion  with  an  adequate  margin.  The  nutritional 
problems  are  more  severe  after  total  resection 
than  when  a small  portion  of  the  stomach  still 
remains. 

PEPTIC  ULCER: 

Until  the  importance  of  nutritional  problems 
was  recognized,  the  operation  of  choice  for  pep- 
tic ulcers  was  based  on  the  fear  of  the  develop- 
ment of  marginal  ulcers.  Today,  the  recognition 
of  the  nutritional  complications  has  caused  a re- 
newal of  interest  in  the  Billroth  I operation 
( gastroduodenostomy  following  subtotal  gastric 
resection).  The  Billroth  I procedure  has  been 
evaluated  in  several  clinies  and  many  surgeons 
state  that  there  are  fewer  postoperative  compli- 
cations after  this  operation.  However,  careful 
evaluation  of  a large  series  demonstrated  that 
there  is  little  differenee  between  the  Billroth  I 
and  Billroth  II  as  far  as  the  ineidence  of  the 
“dumping  syndrome”  or  weight  changes  are  con- 
cerned ( 13 ) . 

Moreover,  scarring  and  inflammation  are  often 
present,  making  the  anastomosis  of  gastroduo- 
denostomy difficult.  Patients  who  have  had  a 
gastroduodenostomy  are  less  anemic,  and  cer- 
tainly this  procedure  is  a more  physiologie  op- 
eration. This  proeedure  should  therefore  be  con- 
sidered in  the  treatment  of  patients  with  benign 
gastric  ulcers  or  high-lying  duodenal  ulcers. 

In  many  operative  procedures  for  duodenal 
ulcer,  portions  of  the  stomaeh  are  removed.  The 
results  of  sueh  operations  compare  favorably 
with  the  Billroth  I and  Billroth  II  procedures 
and  there  seem  to  be  fewer  postoperative  nutri- 
tional problems.  Patients  treated  by  vagotomy, 
gastroenterostomy,  or  a 40  per  cent  partial  re- 
section still  have  a higher  ineidence  of  the 
“dumping  syndrome”  and  weight  changes  than 
one  might  expect  (13).  Further  experience  with 
and  evaluation  of  the  technique  of  40  per  eent 
gastric  resection  and  vagotomy  may  demonstrate 
that  it  is  a more  ideal  operation  for  peptic  ulcer 
than  the  other  proeedures  ( 15 ) . It  appears  that 
the  more  of  the  stomach  that  remains,  the  better 
the  long-term  nutritional  results  will  be.  There 
is  a correlation,  however,  between  the  body 
build  of  an  individual  and  the  postoperative  re- 
sults, regardless  of  operative  procedure.  Good 
results  will  be  obtained  in  patients  who  are  of 
ideal  weight  or  above  at  the  time  of  operation, 
as  compared  to  patients  below  ideal  weight. 


BILIARY  SYSTEM: 

In  operations  upon  the  biliary  system  the  treat- 
ment of  choledocholithiasis  presents  a difficult 
problem.  Even  the  most  experienced  surgeon 
has  difficulty  in  detecting  the  presenee  of  stones 
in  the  common  duct  by  direct  palpation.  Various 
reports  estimate  that  exploration  of  the  common 
duct  is  done  in  20  per  cent  or  more  of  the 
patients  operated  upon  for  cholelithiasis  ( 16). 
In  10  to  25  per  cent  of  these  explorations  stones 
are  overlooked. 

Direct  cholangiography  has  been  developed  as 
an  aid  in  visualizing  stones  in  the  common  duct. 
One  of  the  most  satisfactory  methods  is  to 
insert  a small  polythene  catheter  into  the  cystic 
duct  and  inject  an  opaque  dye,  sueh  as  Diodrast 
or  Urokon(I7).  In  order  to  obtain  good  results 
it  is  neeessary  that  proper  x-ray  equipment  be 
available  and  that  the  films  are  correetly  placed. 
Multiple  films  should  be  taken  after  injection  of 
5,  10,  and  15  cc.  of  the  opaque  dye.  Over- 
filling of  the  common  duct  with  large  amounts 
of  dye  will  obscure  small  stones.  With  experi- 
ence, this  method  adds  very  little  time  to  the 
operative  proeedure;  the  surgeon  is  able  to  re- 
move the  gall  bladder  while  the  films  are  being 
developed. 

Cholangiography  often  reduces  the  neeessity 
for  exploration  of  the  common  duct  in  patients 
who  have  simple  dilatation  of  the  common  duct 
but  no  palpable  stones;  patients  with  a reeent 
history  of  ehills  and  fever;  and  patients  who  have 
many  small  stones  in  the  gall  bladder.  Cholan- 
giography is  also  of  value  in  those  eases  in  whieh 
the  common  duct  has  been  explored  and  multiple 
stones  removed.  This  group  has  been  stated  to 
have  residual  stones,  demonstrated  by  post- 
operative cholangiography  through  the  “T”  tube, 
in  9 to  13  per  eent  of  the  eases  ( 18 ) . Therefore, 
the  operative  cholangiograms  taken  after  the 
“T”  tube  is  in  place  assure  the  recognition  of 
overlooked  stones  before  the  abdomen  is  elosed. 
The  proper  use  of  operative  eholangiography 
would  prevent  the  necessity  for  secondary  oper- 
ative proeedures  in  many  instanees. 

It  is  important  to  recognize  that  there  will 
be  false  positives  in  approximately  5 per  cent  of 
the  cases  and  that  before  the  teehnique  is  com- 
pletely mastered  there  may  be  equivocal  films. 
Air  bubbles  are  a common  complication.  How- 
ever, air  shadows  are  ovoid  or  round  as  a rule 
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and  have  somewhat  sharp  edges  as  compared 
to  the  rougher-shaped  silhouette  of  a stone.  Al- 
though there  are  difficulties  involved  in  the  use 
of  operative  cholangiography  the  procedure  is 
not  harmful  to  the  patient,  and  the  findings  may 
be  of  considerable  surgical  importance. 

PANCREAS: 

The  diagnosis  of  pancreatic  disease  has  al- 
ways been  difficult  because  of  our  poor  methods 
of  evaluating  pancreatic  function.  The  use  of 
such  laboratory  aids  as  urinary  diastase  and 
serum  amylase  determinations  have  helped  in 
the  diagnosis  of  acute  pancreatitis  but  may  be 
of  little  value  in  chronic  relapsing  pancreatitis. 

Experience  has  demonstrated  that  the  mor- 
tality rate  in  acute  pancreatitis  is  considerably 
lower  when  conservative  therapy  is  used.  The 
mortality  is  20  to  40  per  cent  when  an  operative 
procedure  is  performed  during  the  acute  phase 
of  the  disease,  as  compared  to  a 4 to  12  per 
cent  mortality  after  conservative  medical  ther- 
apy (19).  The  patient  who  has  an  initial  acute 
attack  of  pancreatitis  should  be  thoroughly  in- 
vestigated following  recovery.  The  high  asso- 
ciation of  biliary  tract  disease  with  acute  pan- 
creatitis makes  investigation  of  this  system  es- 
sential. Obstruction  of  the  pancreatic  duct  is 
considered  to  be  the  cause  of  acute  pancreatitis. 
Various  surgical  procedures  have  been  advocated 
for  patients  who  have  recurrent  attacks.  Dou- 
bilet  and  Mulholland  consider  that  spasm  of 
the  sphincter  of  Oddi  is  responsible  for  almost 
all  cases  of  pancreatitis  and  they  therefore  rec- 
ommend sphincterotomy  for  patients  with  re- 
current acute  pancreatitis.  We  have  not  had 
satisfactory  results  from  this  operation,  how- 
ever. 

Many  other  procedures  have  been  recom- 
mended; complete  diversion  cf  the  biliary  sys- 
tem by  Roux-en-Y  anastomosis  of  the  common 
duct;  resection  of  the  tail  of  the  pancreas,  with 
Roux-en-Y  for  reverse  drainage;  exploration  of 
the  pancreatic  ducts;  and  resection  of  the  head 
or  entire  pancreas. 

There  does  not  seem  to  be  uniformity  of  opin- 
ion regarding  the  surgical  treatment  of  pancrea- 
titis. Those  who  tecoinmend  operative  proce- 
diires,  however,  reserve  them  for  the  more  diffi- 
cult ^ problem-cases  of  chronic  relapsing  pan- 
creatitis; Tancreatic  cysts  require  surgical  drain- 


age. In  unrelenting,  progressive  pancreatitis, 
total  pancreatectomy  may  be  necessary  for  al- 
leviation of  symptoms. 

REGIONAL  ILEITIS  AND 
ULCERATIVE  COLITIS: 

Regional  ileitis  and  ulcerative  colitis  may  be 
very  difficult  to  distinguish  on  a clinical  basis. 
Regional  ileitis  may  involve  the  colon  in  a small 
proportion  of  the  cases,  and  conversely,  ulcera- 
tive colitis  may  extend  into  the  ileum.  Pathologic 
examination,  however,  shows  that  the  two  dis- 
eases differ  considerably  (21). 

1.  Regional  Ileitis.  Regional  ileitis  might  be 
stated  as  being  a cicatrizing  enteritis.  The  dis- 
ease is  associated  with  a thickening  of  the  in- 
testine and  mesentery  and  a pronounced  de- 
crease in  the  diameter  of  the  lumen  of  the  in- 
testine. Gross  ulceration  is  not  a common  char- 
acteristic although  it  may  be  found  occasionally 
in  the  edematous  mucosa. 

The  diagnosis  of  regional  ileitis  is  suspected 
from  the  clinical  history  of  vague  abdominal 
symptoms.  Roentgenologic  studies  reveal  an 
obliterative  mucosal  pattern,  coarsening  and 
polypoid  changes,  and  rigidity  and  narrowing 
of  the  small  intestine. 

There  is  considerable  difference  of  opinion 
about  the  treatment  of  choice  for  regional  ilei- 
tis. Antibiotics,  cortisone  and  ACTH  have  not 
been  of  value  in  arresting  this  disease.  The 
medical  treatment  of  regional  ileitis  is  similar 
to  that  of  any  chronic  granulomatous  process.  A 
trial  period  of  bed  rest  and  supporting  nutri- 
tional therapy  is  advisable  until  the  disease  is 
quiescent  (22).  This  stage  is  very  difficult  to 
determine  in  some  cases,  however.  Resection  of 
the  diseased  portion  is  advisable  in  the  quies- 
cent or  “burned  out”  stage,  and  after  the  pattern 
of  the  disease  is  well-established. 

However,  patients  treated  by  resection  have 
a 20  to  30  per  cent  recurrence  rate  and  require 
re-operation  ( 23 ) , and  it  is  felt  by  some  observ- 
ers that  the  eventual  postoperative  recurrence 
rate  over  a 5 to  10  year  period  is  30  per  cent. 
Therefore,  these  patients  should  be  treated  by 
conservative  medical  methods,  with  the  excep- 
tion of  those  patients  with  intestinal  obstruc- 
tion or  progressiye  symptoms. 

2.  Ulcerative  Colitis.  In  this  disease  the 
pathologic  damage'As^  limited  as  a rule  to  super- 
ficial areas'  Bf Ahe  edlonr^ahd  is  mainly  restricted 
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to  the  colonic  mucosa  and  submucosa.  This  is  in 
contrast  to  regional  ileitis,  in  which  the  entire 
intestinal  wall  and  mesentery  are  involved  (24). 
Ulcerative  colitis  most  commonly  starts  in  the 
sigmoid  colon  and  rectum,  but  soon  involves 
the  entire  colon. 

The  diagnosis  of  ulcerative  colitis  should  be 
made  early  and  can  be  determined  from  the 
clinical  history,  proctosigmoidoscopy,  and  ro- 
entgenologic studies  after  barium  enema.  How- 
ever, more  specific  roentgenologic  patterns  are 
seen  in  the  late  stages  of  the  disease.  The  dis- 
ease is  self-limiting  in  many  cases.  The  ma- 
jority of  clinics  estimate  that  only  20  to  25 
per  cent  of  these  patients  must  be  surgically 
treated.  Of  255  patients  seen  at  the  University 
of  California  Hospital,  only  21.5  per  cent  under- 
went operative  procedures. 

In  the  surgical  treatment  of  ulcerative  colitis, 
the  diseased  segment  must  be  removed.  For- 
merly, the  operative  procedures  consisted  of 
ileostomy,  with  second-stage  removal  of  the 
colon.  In  recent  years  it  has  been  found  that 
ileostomy,  with  resection  of  the  colon  to  the 
lower  sigmoid,  results  in  a more  rapid  improve- 
ment of  the  patient  and  there  are  fewer  post- 
operative complications.  The  abdominal  perineal 
resection  can  be  done  at  a later  date  with 
less  hazard  after  the  patient  has  improved  nutri- 
tionally. Some  surgeons  recommend  complete 
removal  of  the  colon,  or  removal  of  the  rectum 
to  the  pectinate  line  in  a one-stage  operation. 
Mayo  has  preserved  the  rectum,  utilizing  an 
ileoproctostomy  in  patients  who  do  not  have 
evidence  of  disease  in  the  rectum  (28).  How- 
ever, ulcerative  colitis  involves  the  rectum  so 
frequently  that  this  does  not  seem  to  be  an 
advisable  procedure. 

The  operative  mortality  and  complications 
following  surgical  treatment  are  high.  How- 
ever, with  more  careful  preoperative  manage- 
ment and  postoperative  care  there  has  been  an 
improvement  in  recent  years.  The  development 
of  adequate  ileostomy  appliances  and  surgical 
modifications  of  the  ileostomy  have  made  it  pos- 
sible for  these  patients  to  carry  on  a normal  life 
following  colonic  resection. 

MEGACOLON: 

The  early  diagnosis  of  megacolon  in  infants 
is  difficult.  The  disease  must  be  suspected  in 
infants  with  chronic  constipation.  If  constipa- 


tion occurs  after  the  age  of  2 years,  one  must 
evaluate  the  patient  carefully,  for  in  a child  of 
this  age  constipation  usually  represents  a habit 
pattern  rather  than  megacolon  (29).  The  pres- 
ence of  the  disease  must  be  confirmed  by  ro- 
entgenographic  demonstration  of  the  narrow 
aganglionic  segment  and  by  rectal  or  sigmoidal 
biopsy  to  demonstrate  the  deficiency  of  Auer- 
bach’s plexus.  It  is  to  be  noted  that  the  dilated 
portion  of  the  large  bowel  is  a manifestation 
of  the  obstructive  disease.  Localized  resections 
of  the  enlarged  colon  that  do  not  remove  the 
aganglionic  area  are  of  no  value.  The  Swenson 
procedure  (resection  of  the  aganglionic  segment 
and  re-anastomosis  by  a pull-through  procedure ) 
has  significantly  improved  the  results  of  the  sur- 
gical treatment  of  this  disease  ( 30 ) . Infants  with 
greatly  dilated  colons  may  require  a colostomy 
as  a preparatory  operative  procedure  before  re- 
section of  the  aganglionic  segment.  In  these 
patients  the  colonic  stoma  should  be  placed  at 
the  margin  of  the  aganglionic  and  ganglionic 
portions;  the  latter  can  be  determined  by  biopsy 
and  frozen  section  at  the  time  of  operation.  With 
the  colonic  stoma  in  this  position,  the  definitive 
operation  does  not  require  further  resection  of 
the  colon  and  the  pull-through  procedure  is 
easier. 

Patients  with  Hirschsprung’s  disease  have  a 
deficiency  of  all  the  pelvic  parasympathetic 
nerves  and  frequently  have  a hypotonic  blad- 
der with  abnonnal  cystograms.  Five  per  cent 
have  associated  megalo-ureters.  The  abnormal 
parasympathetic  supply  requires  the  surgeon  to 
take  great  care  when  dissecting  in  the  recto- 
sigmoidal  and  rectal  areas  in  order  to  prevent 
further  injury  to  the  nerve  supply  of  the  pelvic 
structures. 

It  is  not  possible  to  touch  upon  all  the  re- 
cent advances  in  abdominal  surgery.  There  are 
many  other  subjects  which  could  have  been  in- 
cluded but  which  are  beyond  the  scope  of  this 
article,  such  as  a consideration  of  secondarx’ 
operations  as  a method  of  evaluating  recur- 
rences of  cancer;  more  radical  surgical  exci- 
sions in  the  treatment  of  polyps  and  carcinoma 
of  the  colon;  the  increased  use  of  resection  of 
the  sigmoid  in  the  treatment  of  diverticulitis; 
and  the  use  of  cytology  as  a diagnostic  tool  for 
various  exfoliating  carcinomas  of  the  intestinal 
tract. 
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THE  DERMATOLOGIST'S  ROLE  IN  SKIN  CANCER 

C.  F.  Lehmann,  M.D. 

San  Antonio,  Texas 


ANGER  OF  THE  skin  is  commonest  of  all 
cancers,  and  certainly  more  early  diagnoses  are 
made  of  cancer  in  this  field  than  in  any  other. 
Most  skin  cancers  occur  on  the  face  and  quite 
often  the  patient  seeks  the  dermatologist  for  a 
skin  defect  because  it  is  a cosmetic  problem.  In 
an  analysis  of  115  cases  seen  by  us  in  a short  pe- 
riod in  1956,  there  were  98  on  the  face  and  neck. 

The  American  Board  of  Dermatology  recog- 
nizes this  responsibility  and  requires  trainees  to 
be  well  grounded  in  diagnosis  of  cancer  and  rec- 
ognition of  all  its  vagaries,  and  to  be  well  versed 
in  what  can  be  accomplished  with  all  types  of 
treatment.  At  the  annual  meeting  of  the  Ameri- 
can Academy  of  Dermatology  a good  portion  of 
the  program  is  devoted  to  the  study  and  treat- 
ment of  cancer.  These  high  educational  stand- 
ards have  reflected  in  better  cancer  work  by 
dermatologists  in  the  last  two  decades;  but  this 
specialty  is  not  unmindful  of  the  fact  that  it 
needs  to  improve  itself  in  this  field,  as  well  as 
to  do  more  effective  missionary  work  in  getting 
early  diagnosis  and  early  treatment. 

The  diagnoses  of  the  commoner  types  of  carci- 
noma of  the  skin  usually  present  no  problems  to 
the  trained  dermatologist,  but  it  is  not  infrequent 
that  as  a result  of  a biopsy  not  corroborating  the 
clinical  impression,  he  is  in  a dilemma,  and  to 
be  safe  repeats  the  biopsy,  or  destroys  the  lesion 
for  a total  biopsy.  Whenever  the  clinical  impres- 
sion is  strongly  in  favor  of  cancer,  the  patient 
should  not  be  dismissed  until  a definite  course 
is  taken,  and  the  doubt  cleared. 

Types  of  Carcinoma 

The  commonest  type  of  carcinoma  is  the  basal 
cell  type.  It  is  usually  exophytic  and  elevated 
about  the  normal  skin  level  as  an  ischemic 
mound.  If  old  it  may  break  down  in  the  center 
and  produce  the  so-called  rodent  ulcer.  It  is  a 
very  friable  lesion  and  frequently  even  a small 
one,  if  traumatized,  splits  and  breaks  down  into 
a small  ulcer.  It  spreads  by  extension,  and  very 
rarely  metastasizes.  The  superficial  type  of  can- 
cer, which  shows  a scaly  red  plaque,  commonly 
has  a thread-like  rolled  edge  border.  On  diasco- 
pic  pressure  (i.e.  pressing  a glass  slide  on  the 
lesion  to  produce  ischemia)  the  characteristic 


gelatinous  consistency  of  a basal  cell  epithelioma 
is  seen.  (This  is  also  a characteristic  of  the  nod- 
ule of  lupus  vulgaris  which,  by  the  way,  is  ex- 
tremely rare  in  most  parts  of  this  country. ) The 
prickle-cell  type  of  skin  carcinoma  is  more  often 
infiltrative  than  the  basal  cell  type.  It  is  fre- 
quently preceded  by  hyperkeratosis,  as  leuco- 
plakia  of  the  lower  lip,  or  the  sunlight  or  senile 
keratoses.  When  the  dry  crust  is  removed,  it  has 
many  tiny  bleeding  points.  There  is  no  absolute 
pathognomonic  picture  of  either  type.  Suffice  it 
to  say  that  a persistent  nodule,  a bleeding  erosive 
lesion,  or  a persistent  ulcer  should  have  a strong 
suspicion  of  cancer  until  proved  otherwise. 

Most  probably  the  reason  why  relatively  sim- 
ple-looking superficial  skin  cancers  recur  after 
ti'eatment  is  because  it  is  not  recognized  that 
there  may  be  sub-dermal  pseudo-pods  (or  silent 
peripheral  extensions ) which  are  not  sufficiently 
eradicated  at  the  first  treatment.  Fortunately 
such  lesions  are  rare,  but  such  a possibility 
should  be  taken  into  consideration  when  treat- 
ment is  instituted. 

Most  of  the  skin  cancers  seen  by  the  derma- 
tologist are  recognizable  clinically  by  a trained 
eye.  In  a recent  study  at  a large  clinic  the  clinical 
diagnosis  of  cancer  agreed  with  the  microscopical 
in  85  per  cent. 

Whether  the  dermatologist  is  of  much  help 
in  selection  of  a site  for  biopsy  to  establish  the 
premalignant  stage  of  pigmented  nevi  is  de- 
batable. However,  being  aware  of  the  poten- 
tialities of  junction  nevi  from  which  the  malig- 
nant melanoma  starts,  he  does  examine  closely 
those  lesions  that  have  certain  characteristics 
such  as  the  following;  (1)  a pigmented  lesion 
that  begins  to  take  on  a halo  — the  brown  pig- 
ment extending  out  from  the  border  of  a black 
macule;  (2)  a pigmented  nevus  that  begins  to 
form  a black  papule;  (3)  a black  macule  that 
apears  first  in  adult  life. 

From  50  to  75  per  cent  of  melanomas  develop 
de  novo.  There  are  from  one  to  three  dozen 
pigmented  nevi  on  every  person.  We  know 
that  pregnancy  and  ACTH  makes  pigmented 
nevi  darker,  but  there  is  no  evidence  that  they 
cause  malignant  melanoma.  The  incidence  of 
melanoma  has  been  estimated  to  be  one  per 
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50,000  population.  Nevi  on  the  feet  are  com- 
monly viewed  with  concern,  but  it  is  known 
that  they  disappear  at  old  age.  There  is  so 
much  conflicting  thought  about  melanoma  aris- 
ing from  pigmented  nevi  that  it  is  hard  to  out- 
line an  iron-clad  rule  for  dealing  with  it.  How- 
ever, the  advice  of  Davis  and  Pack  concerning 
which  lesions  to  eradicate  are  certainly  to  be 
endorsed.  They  are: 

( 1 ) A mole  on  any  portion  of  the  skin  subject 
to  trauma. 

(2)  A mole  showing  any  evidence  of  change, 
particularly  if  there  is: 

(a)  increased  pigmentation. 

( b ) increase  in  size  or  color. 

(c)  inflammatory  reaction  in  or  about  the 
mole. 

(d)  ulceration,  bleeding,  crusting  (late 
signs). 

(3)  All  moles  on  genitalia,  hands,  feet  and 
mucous  membrances. 

(4)  All  moles  that  are  a shade  of  blue  or 
black. 

(5)  Nevi  that  appear  late  in  life  and  show 
change. 

(6)  Decision  as  to  removal  should  not  be 
made  upon  presence  or  absence  of  hair  in  a 
nevus.  In  general,  hairy  nevi  are  not  the  patho- 
genic variety  which  give  rise  to  melanoma,  but 
this  is  not  an  invariable  rule. 

Shaffer  (Bertram  Shaffer,  JAMA  161:  1222- 
1226,  July  28,  1957)  is  a study  of  several  thou- 
sand moles,  concluded  that  the  melanocytic  nevi 
classified  as  flat  lesions,  slightly  elevated  lesions 
with  pigmented  halos,  and  verruciform  lesions 
are  apt  to  have  junctional  activity,  whereas  poly- 
poid, dome-shaped,  sessile  and  pedunculated 
lesions  do  not.  He  stated  that  the  chances  of  a 
mole  becoming  malignant  are  about  one  to  a 
million. 

Some  basal  cell  epitheliomas  have  pigment  in 
them.  Their  chief  characteristic  is  their  super- 
ficial appearance  and  their  gelatinous  consis- 
tency. The  melanin  in  them  is  usually  spotted 
and  therefore  their  color  is  not  solid  black.  They 
do  not  have  the  highly  malignant  import  or  ill 
omen  that  melanomas  do. 

Differential  Diagnosis 

I.  The  dermatologist  can  be  of  aid  in  dif- 
ferential diagnosis  very  often,  as  in  the  follow- 
ing: lupus  erythematosus;  psoriasis  from  super- 
ficial epitheliomata  (cancer  in  situ);  seborrheic 


keratoses  vs.  melanomas,  leimyomas,  necrobio- 
sis, histiocytomas,  mycosis  fungoides. 

II.  Infectious  tumors  that  call  for  a differen- 
tial diagnosis  from  cancer  are  occasionally  seen. 
Molluscum  contagiosum  has  been  confused. 
Gummas  that  have  not  broken  down  may  simu- 
late the  clinical  picture  of  a subdermal  cancer; 
eosinophilic  granulomas  and  lepromata  may  pre- 
sent solitary  nodules. 

HI.  Multiple  nodules  in  the  skin  are  more 
likely  to  be  associated  with  some  general  dis- 
turbance, as  leukemia,  leprosy,  or  metastasis.  A 
not  uncommon  site  for  metastatic  nodules  from 
a breast  cancer  is  the  scalp.  A kidney  carcinoma 
may  produce  a metastatic  node  at  entrance  of  the 
nostril  or  of  an  auricle. 

IV.  Occasionally  the  dermatologist  can  assist 
in  detection  of  internal  malignancies. 

Acanthosis  nigricans  which  gives  rise  to  dark 
colored  areas  (most  commonly  in  the  axillae) 
with  closely  set  vegetative  papules,  appearing 
first  in  adult  life  should  call  for  a general  cancer 
survey  in  the  patient. 

Chronic  intractable  pruritis  is  sometimes  asso- 
ciated with  internal  malignancy,  particularly 
with  Hodgkin’s  disease  and  in  the  pre-mycotic 
stage  of  mycosis  fungoides. 

V.  Kaposi’s  idiopathic  hemorrhabic  sarcoma 
may  present  numerous  nodules,  but  usually  be- 
gins as  a solitary,  dark-colored  papule,  or  as  a 
darkened  area  of  lichenified  ( leathery ) skin.  The 
pigment  here  is  from  blood;  and  although  in 
some  lesions  the  color  may  be  very  black,  it  is 
not  due  to  melanin  and  the  biopsy  gives  a clear 
differentiation.  Kaposi’s  sarcoma  may  involve 
any  site  on  the  skin,  but  its  beginning  is  usually 
on  the  lower  legs  and  feet. 

There  are  other  tumors  of  the  skin  that  occa- 
sionally confront  the  dermatologist,  as  glomus 
tumor,  dermatofibroma  protuberans,  but  the  pre- 
ceding lists  embrace  the  more  common  lesions 
seen  by  him. 

Precancerous  Dermatoses 

Some  sticklers  for  terminology  refute  this  term 
and  contend  that  there  is  no  such  thing;  that  a 
cancer  is  a cancer  from  the  beginning.  Re- 
gardless, it  is  a good  term  because  it  puts  us  on 
a guard  in  detecting  early  cancers.  Precancer- 
ous dermatoses  include  any  scarring  process  that 
is  associated  with  deficient  blood  supply,  as  seen 
from  burns,  lupus  erythematosus,  etc. 

Also  included  in  this  group  are  some  of  the 
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atrophying  conditions,  as  lichen  sclerosis  et  atro- 
phicus  of  the  vagina. 

The  most  common  of  the  precancerous  con- 
ditions commonly  seen  by  the  dermatologist  are 
the  keratoses. 

The  seborrheic  keratoses  have  a waxy  crust, 
frequently  an  uneven  surface  and  a velvety  feel. 
The  soft  crust  peels  off  with  curettage  easily;  the 
infiltration  is  not  deep  in  the  corium.  Although 
the  histological  picture  is  gruesome,  it  rarely 
degenerates  into  an  epithelioma,  and  when  it 
does,  the  lesion  is  of  the  basal  cell  type  and 
remains  local  indefinitely. 

The  keratosis  that  is  pre-malignant  is  dubbed 
the  senile  or  sunlight  keratosis.  This  is  more 
common  on  the  face  or  back  of  the  hand.  It 
is  in  greater  preponderance  in  the  Southwest 
where  the  sunlight  is  more  intense  than  in  more 
northern  climates.  We,  in  Texas,  have  another 
brag  here  as  we  claim  to  have  more  sunlight 
keratoses  than  any  other  place. 

Phillips  (of  Temple,  Texas)  and  others  have 
shown  the  increased  incidence  of  skin  cancer 
among  people  of  outdoor  occupations  in  Texas. 
In  a study  of  1,294  carcinomata,  358  were  in 
the  farmer  type  of  individual. 

These  lesions  vary  in  size  from  pinhead  to 
fingernail  size.  They  have  a rough,  dry  sur- 
face. When  curetted  off  they  bleed  easily.  Be- 
fore they  degenerate  into  a carcinoma,  they 
become  an  infiltrated  plaque.  Preceding  the 
formation  of  a keratosis,  they  may  be  a tender, 
red  spot  with  a thin  keratin  layer  long  before 
the  stage  of  hyperkeratosis.  When  they  de- 
generate into  malignancy,  the  type  is  the  squa- 
mous cell  type. 

The  dermatologist  plays  a big  role  in  cancer 
prevention  by  eradicating  keratoses.  Experience 
and  training  guide  him  as  to  their  successful 
management.  To  do  a biopsy  on  every  one  is 
unnecessary,  but  the  discoid,  thickened,  long- 
standing ones  should  be  dealt  with  as  malig- 
nant unless  proved  otherwise. 

A common  form  of  hyperkeratosis  (which  be- 
longs in  this  group  of  pre-malignant  lesions)  is 
leucoplakia  of  the  lip.  It  may  be  present  or 
recurrent  for  a long  time  before  becoming  can- 
cerous. It  should  be  mentioned,  however,  that 
lip  cancer  is  not  always  preceded  by  leucop- 
lakia. Another  characteristic  of  its  early  be- 
ginning is  a small  patch  of  dyskeratosis  (which 
term  alludes  to  an  irregular  formation  of  kera- 
tin) in  which  the  surface  layer  is  thinner  than 


normal  and  frequently  cracks  or  becomes  eroded. 

Factors  favoring  malignancy  genesis  of  the 
lip,  besides  sunlight,  are  the  heat  from  smok- 
ing, or  burning  with  the  hot  coffee  cup.  Also, 
it  is  not  uncommon  for  a cancer  of  the  lip 
to  appear  on  the  scars  of  herpes  simplex.  (It 
should  be  mentioned  here  that  sunburn  frequent- 
ly precipitates  herpes  simplex).  It  is  my  pro- 
found conviction  that  the  tars  from  tobacco  in 
the  saliva  act  in  a photodynamic  way  to  accen- 
tuate sunlight  irritation. 

The  dermatologist  has  a big  responsibility  in 
cancer  prevention  and  cure.  He  has  been  criti- 
cized many  times  for  his  lackadaisical  attitude 
toward  this  problem,  or  for  ineffective  treat- 
ments given  when  he  was  the  first  doctor  to 
handle  the  case.  This  criticism  prevailed  more 
in  the  past  than  it  does  now.  His  treatments  are 
now  more  effective,  the  responsibility  is  felt 
more,  and  his  diagnostic  acumen  is  better  than 
it  was  a decade  or  two  ago.  His  follow-up 
study  is  more  thorough.  He  not  infrequently 
picks  up  the  failures  of  treatments  given  by 
others,  and  is  in  a position  to  detect  such  and 
guide  the  patient  toward  more  effective  treat- 
ment. 

One  of  the  best  illustrations  of  what  skin 
cancer  will  do  is  portrayed  in  the  work  of  Dr. 
Fred  Mohs  in  his  chemo-surgery.  As  you  prob- 
ably know,  he  shaves  off  the  escharotic  tissue 
produced  by  the  chemical  and  stains  each  layer 
as  it  is  removerd.  By  progressively  removing 
the  cancer  cells  he  traces  the  pseudo-pods  until 
the  are  all  removed.  This  fractional  removal  of 
cancer  shows  so  clearly  what  the  growth  will 
do  if  allowed  to  progress.  It  also  illustrates  why 
recurrences  occur  at  the  depth  or  borders  of  a 
lesion  that  is  insufficiently  eradicated  by  the 
doctor  who  first  treats  the  lesion. 

It  is  not  my  purpose  here  to  discuss  treatment 
of  skin  cancer.  There  are  many  ways  of  treat- 
ing it.  The  primary  objective  is  to  eradicate  it. 
So  any  treatment  that  cures  a cancer  is  good 
treatment.  Many  times,  factors  come  up  that 
call  for  a particular  treatment  such  as,  location 
of  the  cancer,  age  of  patient,  hospitalization, 
costs,  travel,  accessibility  to  a doctor  particu- 
larly skilled  in  one  line  of  treatment,  etc. 

The  treatment  many  times  has  to  be  influenced 
by  all  exigencies,  but  never  should  anything  less 
than  total  eradication  of  the  lesion  be  done.  An 
axiom  in  regard  to  selection  of  treatment  should 
be:  “Never  send  a boy  to  do  a man’s  work.” 
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THE  PHYSICAL  CIRCUMSTANCES  OF 
AUTO-PEDESTRIAN  COLLISIONS 

By  William  W.  Harper 


INTRODUCTION 

T 

1 HE  auto-pedestrian  collision  continues  to  be 
one  of  the  persistent  problems  in  the  traffic  acci- 
dent field.  For  the  past  10  years  pedestrian 
fatalities  have  been  approximately  8,000  an- 
nually, with  injuries  running  well  over  100,000. 
Poliomyelitis,  by  comparison,  was  a smaller  prob- 
lem with  roughly  3,500  deaths  and  only  14,000 
crippling  disabilities  each  year.  Unlike  car 
occupants,  whose  injuries  can  be  curtailed  with 
safety  belts  and  other  devices,  pedestrians  have 
little  chance  of  surviving,  without  injuries,  im- 
pacts with  vehicles  having  kinetic  energies  meas- 
ured in  thousands  of  foot  pounds.  But  not  only 
do  pedestrians  suffer  from  these  tragedies.  Each 
year  thousands  of  drivers  suffer  from  psycholog- 
ical shock,  financial  hardship  and  police  action 
which  frequently  follows. 

As  with  other  types  of  collisions,  efforts  to 
remedy  the  problem  have  been  based  essentially 
on  enforcement,  engineering  and  education. 
There  can  be  little  doubt  that  these  efforts  were 
largely  responsible  for  the  dramatic  decline  from 
the  15,500  pedestrian  deaths  in  1937  to  the  pre- 
sent level.  The  fact,  however,  that  the  pedes- 
trian morbidity  curve  has  maintained  a flat 
plateau  since  1948  is  strong  evidence  that  these 
combined  efforts  are  not  adequate  to  bring  about 
further  improvement. 

The  purpose  of  this  paper  is  to  stimulate  inter- 
est in  a more  realistic  evaluation  of  the  auto- 
pedestrian relationship.  In  particular,  it  will 
discuss  the  complex  physical  circumstances  con- 
fronting the  driver  involved  in  these  collisions 
and  it  will  show  the  great  need  for  re-orienting 
the  pedestrian  relative  to  his  own  safety. 

Comparative  Energies 

The  enormous  disparity  between  the  kinetic 
energies  of  motor  vehicles  and  pedestrians  must 
be  given  first  consideration.  The  kinetic  energy 
of  any  moving  object  is  a function  of  the  product 
of  its  weight  ( mass ) and  the  square  of  its  speed. 
A 3,500  pound  passenger  car,  traveling  25  miles 
per  hour,  has  a kinetic  energy  of  roughly  72,000 
foot  pounds.  By  contrast,  a 150  pound  pedes- 
trian, walking  at  three  miles  per  hour,  develops 

(Presented  to  the  Arizona  Chapter,  American  College  of 
Surgeons,  Chandler,  Arizona,  Dec.  6,  1957.) 


only  45  foot  pounds.  Car  energies  may  be  as 
much  as  1,000  to  3,000  times  greater  than  the 
energies  of  walking  or  even  running  pedestrians. 
The  very  low  energies  of  pedestrians,  combined 
with  the  kinematics  of  the  human  body,  account 
for  the  fact  that  they  can  stop  in  very  brief  inter- 
vals of  time  and  distance.  Because  of  high  ener- 
gies, motor  vehicles  require  great  distances  for 
stopping. 

Even  at  five  miles  per  hour,  when  a car  will 
develop  2,900  foot  pounds,  the  energy  is  far 
above  the  lethal  threshold.  Tests(l)  have  shown 
that  skull  fractures  or  serious  brain  damage  may 
result  at  energies  of  only  50  foot  pounds.  This 
level  can  be  reached  by  impacting  the  head 
against  a hard  pavement  after  being  knocked 
down  by  a slow  moving  car. 

In  spite  of  these  circumstances,  adult  pedes- 
trians saunter  carelessly  across  streets  and  high- 
ways. Parents  thoughtlessly  permit  children  to 
play  on  or  near  a roadway  packed  with  tre- 
mendous destructive  energy.  Some  day  we  must 
learn  that  thoroughfares  accommodating  motor 
vehicles  are  high  energy  domains  where  pedes- 
trians have  no  guaranteed  rights  except  sudden 
death. 

These  energy  considerations  alone  cast  grave 
doubt  on  the  wisdom  of  giving  pedestrians  the 
right  of  way  under  any  conditions  when  they 
enter  upon  a roadway  where  vehicles  are  in  mo- 
tion. 

The  Collision  Zone 

Our  concept  of  a motor  vehicle  stems  largely 
from  its  static  appearance.  The  front  terminates 
in  a bumper,  beyond  which  there  is  no  visible 
evidence  of  potential  danger.  Dynamically,  how- 
ever, the  front  projects  an  invisible  danger  area 
to  great  distances  ahead  as  the  vehicle  moves 
forward.  This  danger  area  can  be  called  the 
collision  zone,  for  within  it  most  traffic  accidents 
develop.  The  collision  zone  is  that  area  ahead 
of  a moving  vehicle,  in  which  the  vehicle,  upon 
making  an  emergency  stop,  will  inevitably  col- 
lide with  any  object  remaining  within.  This  zone 
may  be  considered  just  as  rigidly  affixed  to  the 
car  as  the  front  bumper. 

Figure  1 gives  a table  of  collision  zone  data 
for  five  typical  speeds.  The  lengths  given  in- 
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elude  reaction  and  braking  distance,  based  re- 
spectively upon  0.75  second  reaction  time  and 
60  per  cent  effective  braking.  These  distances 
increase  significantly  when  the  roadway  is  wet 
or  covered  with  sleet,  snow,  sand  or  wet  mud. 

The  areas  are  based  on  a car  width  of  six 
feet.  At  any  point  within  these  areas  a pedes- 
trian may  receive  fatal  injuries.  Within  a col- 
lision zone  a car  is  actually  out  of  control.  It 
cannot  be  stopped  at  any  point  short  of  the  end 
of  the  zone.  Furthermore,  in  the  case  of  the 
usual  four-wheel  locked  skid,  its  direction  can- 
not be  appreciably  altered. 

The  critical  distances  listed  show  how  close 
a pedestrian  can  be  to  an  approaching  car  and 
barely  make  a safe  transit  across  the  car’s  path. 
This  assumes  an  average  walking  speed  of  three 
miles  per  hour,  or  4.5  feet  per  second.  An  in- 
terval of  1.33  second  is  thus  required  for  a 
pedestrian  to  cross  the  zone.  The  critical  dis- 
tance also  defines  the  position  of  the  front  of 
the  car  1.33  second  after  an  emergency  brake 
application  is  made. 

The  maximum  stay  time  shows  approximately 
how  long  a pedestrian  may  remain  in  the  far 
or  stopping  end  of  the  zone  without  being 
struck.  In  other  words,  if  a pedestrian  remains 
in  the  end  of  a collision  zone  for  any  period  of 
time  greater  than  the  maximum  values  shown, 
he  will  be  struck  regardless  of  the  intentions  or 
actions  of  a driver.  If  he  attempts  crossing  at 
a closer  distance  to  the  car,  the  safe  stay  time 
will  be  correspondingly  less.  These  data  show 


the  great  rapidity  with  which  these  collisions 
develop. 

It  is  evident  that  a driver  is  confronted  with 
circumstances  over  which  he  has  no  control 
when  he  finds  a pedestrian  approaching  or  al- 
ready in  his  collision  zone.  Although  he  may 
be  aware  that  the  law  demands,  under  certain 
conditions,  that  he  must  yield  the  right  of  way, 
there  is  only  one  course  of  action  which  he  can 
follow,  namely;  prevent  the  wheels  from  turn- 
ing by  means  of  the  brakes  and  let  the  weight 
of  the  car  drag  it  to  a stop.  Meanwhile,  the 
pedestrian  may  be  either  dead  or  seriously  in- 
jured. 

The  problem  of  preventing  these  collisions  is 
relatively  simple  for  the  pedestrian.  Unless  in- 
toxicated, he  is  not  confronted  with  loss  of  con- 
trol. His  low  speed  and  energy  permit  him  to 
stop  within  a time  interval  of  not  over  0.5  second 
and  in  a distance  of  not  over  one  to  two  feet.  He 
not  only  can  stop  abruptly;  he  can  usually  jump 
forward,  backward  or  sideways. 

With  these  circumstances  in  mind,  prosecution 
of  a driver  based  on  right  of  way  violation  seems 
vague  and  arbitrary.  If  a driver  is  traveling  at 
a legal  or  prudent  speed,  what  physical  quan- 
tity decides  whether  the  right  of  way  of  a pedes- 
trian has  been  violated?  The  answer  that  the 
pedestrian  was  in  a cross-walk  is  dogmatic.  It 
has,  however,  been  the  basis  of  numerous  prose- 
cutions. Whether  recognized  by  law  or  not, 
it  must  be  conceded;  that  the  car,  not  the  driver, 
usurps  the  right  of  way  until  it  stops  at  the  end 
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of  the  collision  zone.  In  reality,  a pedestrian 
who  has  walked  into  the  collision  zone  of  a car 
traveling  at  any  speed,  has  violated  the  natural 
right  of  way  of  the  car.  Once  this  is  understood 
by  pedestrians,  fewer  will  become  traffic  cas- 
ualties. 

V isibilitij  C onsiderations 

Vision  plays  a key  role  in  the  prevention  of 
all  collisions.  The  eye  is  the  terminal  receptor 
which  triggers-off  those  responses  necessary  for 
evasive  action.  With  reference  to  auto-pedes- 
trian collisions,  limitations  imposed  upon  driver 
vision  are  not  shared  by  the  pedestrian.  Where- 
as a driver  is  confronted  with  many  obstacles  in 
visually  detecting  a pedestrian;  a pedestrian  has 
little  or  no  problem  in  detecting  an  approach- 
ing vehicle.  The  disparity  here  is  not  unlike 
that  pointed  out  in  connection  with  their  relative 
energies. 

Forgetting  automobiles  for  the  moment,  view- 
ing a pedestrian  at  200  feet  develops  only  an 
inconspicuous  image  on  the  retina.  At  this  dis- 
tance he  subtends  a visual  angle  of  roughly  1.5 
degrees.  This  is  only  twice  the  size  of  the  angle 
of  acute  or  foveal  vision.  Taking  into  considera- 
tion all  the  possible  variations  of  lighting  and 
contrast,  a pedestrian  at  such  a distance  can 
easily  escape  detection.  During  twilight  and 
darkness,  a very  low  contrast  ratio  may  add 
further  complication.  Pedestrians  in  dark  cloth- 
ing against  a dark  background  may  give  con- 
trast ratios  below  the  minimum  threshold  re- 
quired for  detection.  The  glare  of  on-coming 
headlights  may  also  be  a disturbing  factor. 

The  viewing  distance  of  200  feet  has  been 
chosen  since  it  represents  a distance  at  which 
an  auto-pedistrian  collision  may  have  its  in- 
ception. At  typical  car  speeds  this  distance 
may  be  traversed  in  from  three  to  six  seconds.  If 
the  pedestrian  is  not  almost  immediately  detect- 
ed, he  may  be  within  the  collision  zone  before 
the  driver  can  react. 

Additional  limitations  of  vision  arise  when  a 
driver  is  seated  behind  the  windshield  of  his 
car.  The  windshield  and  its  supporting  struc- 
ture adversely  affect  visibility.  The  windshield 
corner  post  at  the  driver’s  side  may  cause  a 10 
foot  blind  space  at  a distance  of  100  feet,  or 
a 20  foot  blind  space  at  200  feet.  Somewhat 
smaller  blind  spaces  are  formed  to  the  right, 
since  the  comer  post  is  at  a greater  distance 
from  the  driver’s  eyes.  These  spaces  are  mov- 


ing ahead,  as  well  as  laterally  toward  the  car’s 
path,  as  the  car  moves  forward.  They  are  of 
such  dimension  that  a pedestrian  can  be  con- 
cealed from  view  until  he  is  in  close  proximity 
to  the  eollision  zone.  Some  improvement  has 
been  brought  about  in  this  problem  by  the 
design  of  wrap-around  windshields. 

In  night  driving  too  much  reliance  is  placed 
upon  headlights.  Even  a beam  of  high  eandle 
power  may  fail  to  make  a pedestrian  visible  un- 
der eertain  conditions.  A pedestrian  does  not 
emit  light;  he  merely  reflects  it  from  his  clothing. 
If  the  clothing  is  dark  the  amount  of  light  re- 
flected to  the  eyes  of  the  driver  may  be  very 
small.  Unless  the  contrast  with  the  background 
is  sufficient  he  may  not  be  immediately  visible. 
Adding  to  the  difficulty  are  multiple  moving  re- 
fleetions  and  shadows  which  may  mask  a pedes- 
trian for  brief  intervals. 

That  the  brain  may  be  confused  with  what 
the  eyes  see  is  well  known.  As  an  example  of 
this.  Figure  2 illustrates  how  confusion  can  arise 
under  the  most  simple  conditions.  As  you  view 
this  figure,  do  you  see  a vase  or  the  profiles 
of  two  faces?  Under  the  complex  optical  condi- 
tions existing  at  night,  the  image  of  a pedes- 
trian on  the  retina  may  not  be  immediately 
identified  by  the  brain. 


FIG.Z 


The  most  serious  handicap  placed  on  driver 
vision  in  recent  years  is  the  tinted  windshield. 
With  the  hope  of  reducing  sun  glare  and  interior 
car  temperatures,  the  transmittance  of  light 
through  these  windshields  has  been  reduced  to 
such  an  extent  that  night  visibility  distances 
have  been  significantly  shortened.  Haber(2) 
has  shown  that  visibility  distances  may  be  re- 
duced by  as  much  as  30  to  45  per  cent  by  tinted 
glass.  This  means  that  if  the  contrast  threshold 
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for  a pedestrian  in  dark  clothing  against  a dark 
background  is  reached  at  a distance  of  150 
feet  with  a clear  windshield;  the  pedestrian  may 
not  be  detected  until  the  car  approaches  to 
within  100  feet  if  it  has  a tinted  windshield.  The 
consequence  of  this  loss  in  visibility  is  evident 
from  the  table  in  Figure  1.  At  40  miles  per 
hour  the  collision  zone  has  a length  of  approxi- 
mately 134  feet.  With  a clear  windshield,  a 
driver  could  detect  a pedestrian  under  adverse 
lighting  and  contrast  conditions  at  150  feet  and 
avoid  collision.  The  tinted  windshield,  how- 
ever, giving  a visibility  distance  of  only  100 
feet,  might  permit  the  pedestrian  to  enter  the 
collision  zone  before  detection. 

It  has  also  been  shown  by  Blackwell(3)  that 
tinted  windshields  produce  similar  reductions  in 
visibility  distances  under  twilight  conditions, 
when  headlights  are  not  in  operation. 

Relative  Motion 

Another  factor  contributing  to  some  auto- 
pedestrian collisions,  and  bearing  directly  on 
pedestrian  visibility,  is  relative  motion.  Refer- 
ring to  Figure  3,  assume  that  a car  (C)  (eye 
point  of  driver)  and  a pedestrian  (P)  will 
collide  at  a certain  point  (O). 

Assume  further  that  car  and  pedestrian  are 
traveling  at  uniform  velocities,  so  that  the  dis- 
tances ( CO ) and  ( PO ) will  be  covered  in 
equal  time.  Under  these  conditions  the  ratio 
of  pedestrian  velocity  to  car  velocity  remains 
constant  as  they  both  approach  (O)  and  the 
viewing  angle  (A)  will  also  be  constant.  In 


other  words,  the  point  (p)  in  the  windshield 
(WW)  tlirough  which  the  pedestrian  is  seen 
(or  should  be  seen)  by  the  driver  will  neither 
recede  from,.. nor  move  farther  into,  the  wind- 
shield. Furthermore,  if  the  relative  velocities 
and  distances  are  such  that  the  line  of  vision 
(CP)  happens  to  be  cut  off  by  the  windshield 
corner  post,  the  driver  is  unable  to  see  the 
pedestrian  until  he  is  at  close  range. 

Even  with  some  deviation  from  this  constant 
ratio  of  velocities,  a pedestrian  may  be  momen- 
tarily obscured  during  the  early  phase  of  the 
car’s  approach. 

At  night  time,  even  without  corner  post  ob- 
scurement,  relative  motion  may  cause  visibility 
impairment.  Assuming  that  acute  driver  vision 
is  concentrated  principally  in  the  direction  of 
travel  (CO),  the  image  of  a pedestrian  will  fall 
on  the  extra-foveal  region  of  the  retina.  This 
region,  lacking  in  acute  vision,  may  fail  to  de- 
tect a low  contrast  and  relatively  stationary 
image  of  a pedestrian.  If  recognition  is  delayed 
in  this  manner  for  a few  tenths  of  a second,  both 
pedestrian  and  driver  may  be  in  serious  trouble. 

It  is  believed  that  relative  motion,  in  com- 
bination with  comer  post  obscurement,  is  respon- 
sible for  many  auto-pedestrian  collisions  at  low 
speed  and  close  range.  Pedestrians  too  fre- 
quently assume  that  since  a car  is  so  visible  to 
them  at  close  range,  the  driver  is  able  to  see 
them  equally  well.  Unfortunately  there  is  no 
reciprocal  relationship  in  driver  versus  pedes- 
trian visibility. 


FIG.  3 
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Timing  Considerations 

Skidmarks  frequently  lead  to  infonnation  re- 
garding time  relationships  in  these  collisions.  By 
this  means  the  positions  of  car  and  pedestrian  a 
few  seconds  prior  to  impact  can  be  estimated. 

Assume  a typical  situation  as  shown  in  Figure 
4,  in  which  a pedestrian  has  been  struck  in  a 
cross-walk.  Assume  further  the  following  cir- 
cumstances: 

(1)  The  pedestrian  had  an  unrestricted  view 
of  the  approaching  car. 

( 2 ) The  pedestrian  was  crossing  from  right  to 
left  across  the  car’s  path. 

(3)  The  impact  was  in  the  region  of  the 
right  front  headlamp  of  the  car. 

(4)  The  point  of  impact  was  located  by  phy- 
sical evidence  and/or  eye  witnesses. 

(5)  Skidmarks  were  present  and  the  car  stop- 
ped at  the  end  of  the  skidmarks. 

From  the  length  of  the  skidmarks  the  mini- 
mum speed  of  the  car  is  determined.  With 
this  speed  value,  the  approximate  reaction  point 
of  the  driver  is  located.  It  is  then  possible  to 
determine  the  time  interval  between  the  moment 
the  driver  first  saw  the  pedestrian  and  the  mo- 
ment of  impact. 

For  illustration,  say  this  time  interval  is  3.0 
seconds.  Where  was  the  pedestrian  3.0  seconds 
prior  to  impact?  At  the  average  walking  rate 
of  4.5  feet  per  second  he  was  13.5  feet  from 
impact  when  first  seen  by  the  driver.  Figure 
4 shows  the  situation  as  it  must  have  existed 
just  3.0  seconds  prior  to  impact. 

The  pedestrian  had  at  least  3.0  seconds,  or 
13.5  feet,  in  which  to  stop,  but  he  requires  only 


a fraction  of  a second,  or  a few  feet  at  the  most. 
Why  did  he  continue?  Perhaps  he  didn’t  look, 
or  seeing  the  car  out  of  the  comer  of  his  eye,  he 
assumed  that  the  law  would  require  the  car  to 
stop.  At  least  it  can  be  said  that  either  he 
blundered  or  committeed  suicide. 

These  timing  considerations,  and  the  skid- 
marks upon  which  they  are  based,  give  mute 
evidence  in  many  cases  that  drivers  see  pedes- 
trians before  the  pedestrians  see  the  cars  which 
strike  them. 

Auditory  Considerations 

Sound  may  provide  an  ideal  early  warning 
system  for  pedestrians  with  average  hearing. 
Being  essentially  non-directional,  as  compared 
with  vision,  sound  from  an  approaching  car 
serves  as  a signal  to  make  a visual  inspection. 
There  are  limitations,  of  course,  in  heavy  traffic. 

Sounds  emanating  from  vehicles  include  those 
from  engine  exhaust,  rolling  of  tires,  air  dis- 
turbances (at  high  speed),  and,  of  course,  horns. 
These  integrated  sounds  may  be  heard  by  pedes- 
trians at  distances  of  several  hundred  feet.  The 
sound  from  skidding  tires,  usually  quite  audible, 
frequently  gives  a danger  signal  which  arrives 
too  late.  At  eustomary  car  speeds  this  type  of 
warning  precedes  impact  by  only  1 to  4 seconds. 

Here  again  there  is  a great  disparity  in  circum- 
stances which  favor  the  pedestrian.  A driver 
receives  no  sound  warning  of  the  approach  of  a 
pedestrian  to  his  path. 

Injury  Potential  of  Cars 

There  is  some  controversy  concerning  the  in- 
jury potential  of  external  ornamentation.  It  is 


FIG.  4 
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believed  by  some  authorities  that  since  impact 
energies  are  so  great  in  most  auto-pedestrian 
collisions,  little  can  be  gained  from  the  removal 
of  these  external  protuberances  which  have  great 
sales  values.  This  reasoning  is  not  entirely  ap- 
pealing. Many  victims  do  survive  these  im- 
pacts, even  though  they  receive  compound  frac- 
tures of  extremities  and  extensive  internal  in- 
juries. Those  who  unfortunately  suffer  head 
impacts  against  so-called  radiator  or  hood  orna- 
ments frequently  succumb. 

Statistical  data  are  not  available  on  this  sub- 
ject. The  Crash  Injury  Research  program  at 
Cornell  has  not  encompassed  this  phase.  No 
correlation  studies  have  been  made  to  show  the 
relationship  between  pedestrian  injuries  and  the 
mechanical  features  of  cars.  We  have  merely 
noted  that  pedestrians  are  injured  and  killed 
in  these  encounters  without  pin-pointing  the 
details.  Counting  the  number  of  victims  of  an 
epidemic,  however,  sheds  no  information  help- 
ful in  possible  prevention. 

It  is  known  that  when  the  head  strikes  a small 
rigid  protuberance,  a skull  fracture  may  result 
at  impact  energies  as  low  as  four  to  eight  foot 
pounds  ( I ) . It  is  also  obvious  that  the  probability 
of  a pedestrian  being  struck  by  a protuberance 
increases  with  the  number  of  protuberances. 

Older  cars  customarily  carried  one  radiator 
ornament.  More  than  a few  pedestrians,  who 
might  have  survived  impact  with  the  bumper 
and  grill,  were  fatally  injured  by  these  single 
ornaments.  Most  of  the  new  cars,  of  which 
Figure  5 is  an  example,  now  carry  many  addi- 
tional protuberances.  Two  hood  ornaments  are 
common.  Similar  ornaments  are  found  above 
the  headlamps  on  some  models.  Additionally, 
almost  all  headlamps  and  signal  lamps  are  pro- 


FIG.  5 


vided  with  rigid  projecting  visors.  These  fea- 
tures multiply  the  probability  of  inflicting  seri- 
ous injuries. 

While  car  manufacturers  have  decreased  the 
injury  potential  of  car  interiors  by  providing 
crash  pads  and  removing  radio  knobs  and  other 
projections,  they  apparently  have  declared  war 
on  pedestrians.  There  is  practically  no  area  of 
the  front  of  a modem  car  without  some  type  of 
deadly  fang. 

Little  has  been  done  to  counteract  these  haz- 
ards. In  this  connection,  it  is  interesting  to  note 
that  one  vehicle  code  carries  the  following 
section;  no  person  shall  sell  any  new  motor 
vehicle  nor  shall  any  person  operate  any  motor 
vehicle  sold  as  a new  motor  vehicle  in  this  state 
— which  is  equipped  with  a radiator  cap  or 
radiator  ornament  upon  the  top  thereof  which 
extends  or  protmdes  to  the  front  of  the  face  of 
the  radiator  grill  of  such  a motor  vehicle.” 

The  purpose  of  this  section  is  not  entirely 
clear.  It  is  assumed  that  a reduction  in  injury 
potential  of  the  front  of  a vehicle  is  intended. 
If  this  is  the  case,  legislators  who  formulated 
this  section  failed  to  take  into  account  that  the 
human  body  is  well  articulated  and  quite  flex- 
ible. At  the  moment  of  impact  with  a car,  it 
may  whip  over  the  front  hood  with  complete 
pliability.  Indentations  from  the  head,  in  some 
cases,  are  found  far  back  on  the  hood  or  cowl. 
Any  projection  at  any  point  is  dangerous. 

Although  the  number  of  pedestrians  who  suffer 
fatal  injuries  from  striking  external  ornaments 
may  be  relatively  small  percentage-wise,  each 
life  saved  is  important. 

Maneuverability  and  Right  of  Way 

We  come  now  to  the  problem  of  right  of  way 
between  pedestrians  and  vehicles.  Advertise- 
ments have  practically  convinced  us  that  since 
cars  have  great  power,  acceleration  and  speed, 
they  also  have  great  maneuverability.  Nothing 
could  be  farther  from  the  truth.  A car  cannot 
be  stopped  quickly.  It  cannot  be  turned  quickly 
without  rolling  over.  In  all  emergency  situations 
it  is  extremely  sluggish.  By  contrast,  the  human 
body  is  a very  highly  maneuverable  machine.  It 
has  built-in  radar  (vision)  and  sonar  (hearing) 
capable  of  providing  very  rapid  muscular  re- 
sponse. Maneuvering  times  and  distances  are 
almost  infinitesimal. 

Since  tbe  beginning  of  organized  travel,  it  has 
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been  logical  for  more  maneuverable  machines  to 
yield  the  right  of  way  to  less  maneuverable.  At 
sea,  motor  powered  vessels  yield  to  sailing  ves- 
sels. In  the  air,  airplanes  and  rotorcraft  give 
way  to  airships,  gliders  and  ballons;  airships 
give  way  to  gliders  and  balloons;  and  finally 
gliders  give  way  to  balloons.  In  other  words,  a 
machine  must  give  way  to  another  of  a different 
type  which  is  less  maneuverable  and  unable  to 
take  effective  action  to  avoid  collision.  This 
fundamental  logic  seems  to  have  been  lost  in 
dealing  with  the  auto-pedestrian  problem. 

Years  ago  had  pedestrians  learned  to  give  way 
to  cars  and  to  stop,  look  and  listen,  as  they  have 
done  for  trains,  many  lives  would  have  been 
saved.  Pedestrian  right  of  way  laws  may  be 
with  us  for  many  years,  but  meanwhile,  unless 
pedestrians  give  way  to  motor  vehicles,  this 
needless  carnage  will  continue. 

Laws  on  pedestrian  right  of  way  are  based 
mainly  on  emotion  rather  than  fact.  They  have 
been  conceived  with  the  thought  of  champion- 
ing the  weak  over  the  strong.  They  ignore  that 
the  automobile  is  the  helpless  one.  Laws  such 
as  these,  which  attempt  to  bypass  physical  real- 
ity, are  of  doubtful  value. 

Conclusion 

Further  reduction  in  auto-pedestrian  collisions 
can  come  only  from  a general  recognition  and 
acceptance  of  the  physical  circumstances  in- 


volved. Intensified  educational  efforts  must  be 
made  to  enlighten  pedestrians  (and  all  drivers 
are  occasionally  pedestrians ) relative  to  the  phy- 
sical facts  which  can  spare  them  injury  or  death. 

Pedestrians  must  learn  that  vehicles  are  dead- 
ly, high  energy  objects.  They  must  also  learn 
that  every  vehicle  in  motion  carries  a collision 
zone  which  expands  with  speed;  and  should 
they  enter  such  a zone  at  the  wrong  time,  or 
dwell  in  one  for  more  than  a brief  interval,  in- 
jury or  death  is  almost  certain  regardless  of 
the  actions  of  the  driver.  They  must  also  recog- 
nize the  visibility  limitations  of  drivers. 

Car  manufacturers  should  be  encouraged  to 
provide  windshields  of  the  highest  possible  light 
transmittance.  They  should  also  contribute  to 
pedestrian  safety  by  reducing  the  injury  poten- 
tial of  external  ornamentation.  Dangerous  orna- 
mentation should  be  abolished  by  uniform  trajffic 
legislation. 

The  language  of  pedestrian  right  of  way  laws 
should  be  reconsidered,  having  in  mind  that  the 
laws  of  physics  dominate  all  collisions. 

Finally,  the  integrated  patterns  of  these  col- 
lisions lead  to  one  simple  conclusion:  The  only 

time  a pedestrian  can  safely  exercise  his  right 
of  way  is  after  vehicles  have  stopped,  not  before. 
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BROWN  DOG  TICK 

By  J.  N.  Roney,  Extension  Entomologist 
Agricultural  Extension  Service,  University  of  Arizona 


I N the  lower  elevations  of  Arizona,  the  brown 
dog  tick  has  become  a very  troublesome  pest 
of  dogs  and  a nuisance  to  homeowners.  The 
ticks  infest  the  dog,  then  in  turn  the  lawn  and 
the  home.  When  it  gets  into  the  home,  that  is 
when  the  trouble  starts  to  mount. 

The  brown  dog  tick  is  a very  interesting 
creature.  It  is  different  from  most  ticks,  espe- 
cially the  American  dog  tick.  With  the  Amer- 
ican dog  tick,  a rodent  is  necessary  for  the  tick 
to  complete  its  life  cycle,  while  the  dog  itself 
is  the  only  pest  necessary  for  the  brown  dog 
tick  to  complete  a life  cycle. 

The  life  cycle  of  the  tick  is  as  follows  — the 
egg;  the  seed  tick  or  larvae;  the  nymph;  and 
the  adult. 

The  eggs  are  laid  in  groups  of  from  1,000  to 
3,000,  either  in  the  grass  or  cracks  in  the  soil,  or 
in  the  house.  The  eggs  will  hatch  in  anywhere 
from  19  to  60  days  into  active  six-legged  seed 
ticks. 

When  opportunity  offers  itself,  the  seed  tick 
attaches  itself  to  the  dog  and  fills  itself  with 
blood.  This  usually  takes  from  three  to  six 
days.  These  blood-filled  seed  ticks  are  of  a 
bluish  color,  and  about  the  size  of  Number  8 
shot.  When  fully  engorged,  these  seed  ticks 
drop  from  the  dog  and  hide  in  cracks,  or  in  the 
grass  or  shrubs.  In  from  six  to  23-days  they  shed 
their  skins  and  become  eight-legged,  reddish- 
brown  nymphs. 

After  a few  days  of  inactivity,  the  nymphs 
attach  themselves  to  a dog  — if  one  is  available. 
They,  too,  fill  themselves  with  blood  in  usually 


from  four  to  nine  days.  At  this  time  they  are 
oval,  about  the  size  of  Number  5 shot,  and 
dark  gray.  These  nymphs  leave  the  dog,  hide 
away,  and  shed  their  skins.  This  happens  be- 
tween 12  and  29  days. 

They  are  now  adult  females  and  males  of  a 
reddish-brown  color  and  very  active  when  dis- 
turbed. 

If  a dog  comes  near,  they  will  again  attach 
themselves  to  the  dog  and  start  filling  themselves 
on  blood.  This  occurs  in  from  6 to  50  days. 
They  then  drop  off  as  full-grown  ticks  about  % 
inch  in  length  and  of  a bluish-gray  color. 

Adults  may  live  as  much  as  200  days,  in  hid- 
ing, without  any  food. 

In  controlling  the  dog  tick,  first  the  yard  and 
the  home  should  be  cleaned  up  before  starting 
on  the  dog.  Using  a dust,  either  10  per  cent 
chlordane  or  2 per  cent  dieldrin,  thoroughly  dust 
the  entire  yard,  especially  in  high  grass,  at  the 
base  of  all  shrubs,  and  wherever  the  dog  has 
a tendency  to  lie  around.  Dusts  work  much  bet- 
ter than  sprays.  For  a normal-sized  city  lot,  three 
to  four  pounds  of  dust  is  usually  sufficient.  It 
may  be  applied  with  a puff-type  hand  duster,  or 
by  sprinkling  out  of  a can. 

In  the  house,  any  good  fly  spray,  sprayed  on 
the  ticks,  will  control  them. 

In  controlling  the  ticks  on  the  dog,  any 
dog  tick  material  purchased  at  a pet  shop  or 
drug  store  may  be  used,  and  good  results  se- 
cured. Do  not  use  any  material  on  the  dog 
until  you  have  first  cleaned  up  the  ticks  in  the 
yard  or  in  the  home. 
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ARIZONA  MEDICAL  ASSOCIATION  INC. 

ANNUAL  MEETING  — APRIL30-MAY  1-3,  1958 

Wednesday  — April  30 

10:00 

Council  Meeting 

2:00 

Blue  Shield 

6:30 

Social  Hour 
Buffet 

Thursday  — May  1 

8:00 

House  of  Delegates 

9:30 

General  Session  Ceremonies 

10:00-10:20 

MacBryde  — Modem  Diagnosis  and  Treatment  of  Hyper- 
thyroidism. 

10:20-10:40 

Pollack  — Thyroid  and  Thyroid  Cancer. 

10:40-11:00 

Nolan  — The  Cytology  and  Treatment  of  Carcinoma  of  the 
Cervix. 

11:00-11:15 

Question  and  Answer  Period 

11:15-11:30 

Intermission 

11:30-11:50 

Loeb  — Therapy  of  Leukemia. 

11:50-12:10 

Del  Regato  — The  Treatment  of  Carcinoma  of  the  Skin. 

12:10-12:30 

Byars  — Chronie  Ulceration  of  the  Skin. 

12:30-12:45 

Question  and  Answer  Period 

1:00 

Specialty  Luncheons 

2:30-  4:00 

Motion  Pietures 
Clinical  Shock  — 47  min. 
Fractures  — 33  min. 

6:30 

Social  Hour 

Friday  — May  2 

9:00-  9:20 

Elkins  — Surgical  Management  of  Hydroeephalus. 

9:20-  9:40 

Byars  — Treatment  of  Peripheral- Vascular  Abnonnalities  of 
Congenital  Origin. 

9:40-10:00 

Deamer  — Some  Problems  Presented  by  Normal  Puberty. 

10:00-10:20 

MacBryde  — Problems  in  Growth  and  Sex  Development. 
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10:20-10:40 

10:40-10:55 

10:55-11:15 

Question  and  Answer  Period. 

Intermission 

Del  Regato  — The  Role  of  Radiotherapy  in  the  Treatment  of 
Cancer  of  the  Breast. 

11:15-11:35 

11:35-11:50 

Pollack  — Complications  of  Breast  Surgery. 

Byars  — Surgical  Treatment  of  Cancer  of  the  Mouth. 

11:50-12:05 

Question  and  Answer  Period. 

12:30 

Specialty  Luncheons. 

1.  Pediatrics  and  Allergy  — Deamer. 

2:30-  4:00 

Motion  Pictures 

Management  and  Mismanagement  of  Breech  Presentation 

19 Vs  min. 

The  Doctor  Defendant  — 30  min. 

Cancer  Society  Film  (title  to  be  announced) 

7:45 

Dinner  Dance 

8:00 

Saturday  — May  3 

House  of  Delegates. 

10:00-10:20 

10:20-10:40 

10:40-10:55 

10:55-11:10 

11:10-11:30 

Nolan  — Carcinoma  of  the  Corpus  Uteri. 

Deamer  — Respiratory  Allergy  and  Environmental  Control. 
Question  and  Answer  Period. 

Intermission 

Griffith  — The  Theories  Regarding  the  Prevention  and  Manage- 
ment of  Atherosclerosis. 

11:30-11:50 

11:50-12:10 

Loeb  — Medical  Indications  for  Splenectomy. 

Griffith  — The  Physician’s  Responsibility  to  the  Patient  with 
Heart  Disease. 

12:10-12:55 

Question  and  Answer  Period. 

1:30 

Golf  Tournament. 
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GUEST  SPEAKERS 


Louis  T.  Byars,  M.D. 


CURRICULUM  VITAE 
Louis  T.  Byars,  M.D. 

Dr.  Byars  graduated  from  Washington  Univer- 
sity Sehool  of  Medicine  in  1932,  and  since  that 
time  has  been  associated  with  Dr.  Vilray  P.  Blair 
and  Dr.  J.  B.  Brown.  He  is  associate  professor 
of  Clinical  Surgery  at  Washington  University 
School  of  Medicine,  the  Area  Consultant  of  Plas- 
tic Surgery  for  the  Veterans  Administration.  He 
is  President  Elect  (1957-1958)  for  the  American 
Society  of  Plastic  and  Reconstructive  Surgery. 
At  present  he  is  President  of  the  St.  Louis  Sur- 
gical Society  and  most  recently  was  elected  to 
the  Board  of  Regents  of  the  American  College  of 
Surgeons.  He  is  a founder  of  the  American 
Board  of  Plastic  Surgery  and  has  served  as  Sec- 
retary, Vice  President  and  President  of  that 
group. 

THE  TREATMENT  GE  CHRONIC 
ULCERATIONS 

An  understanding  of  normal  repair  processes 
is  necessary  to  manage  properly  any  ulceration 
which  does  not  heal  or  where  healing  cannot  be 
maintained.  Even  though  the  original  cause  of 
such  an  ulceration  may  be  due  to  varicose  veins, 
or  other  circulatory  insufficiency,  the  persistence 
of  the  ulceration  may  not  be  due  to  this  factor 
and  when  the  etiological  condition  is  corrected 
or  alleviated,  it  is  still  necessary  to  do  something 
more  to  obtain  solid  healing.  The  treatment  of 
chronic  ulcerations  due  to  various  causes  is  out- 
lined, both  as  to  preparation  of  the  area  and 
repair. 


TREATMENT  OE  PERIPHERAL- VASCULAR 
ABNORMALITIES  OF  CONGENITAL 
ORIGIN 

The  classification  of  hemangiomas  is  very  con- 
fused in  the  literature  so  that  different  authors 
may  use  the  same  descriptive  term  in  refer- 
ring to  lesions  that  are  actually  not  related.  The 
treatment  is  equally  confused.  An  effort  is  made 
to  clarify  the  classification  by  illustrating  the 
gross  lesion  along  with  its  behavior  pattern  and 
miscroscopic  appearance.  These  malformations 
are  frequently  of  a mixed  nature  and  under  cer- 
tain circumstances  a member  of  any  class  of 
hemangioma  may  prove  dangerous.  An  effort 
is  made  to  relate  the  treatment  to  the  pathology 
and  anatomy,  with  special  emphases  on  arterio- 
venous fistulae. 

SURGICAL  TREATMENT  OF  CANCER 
OF  THE  MOUTH 

The  application  of  an  adequate  operation  in 
the  treatment  of  malignancies  originating  in  the 
mouth  and  their  metastases  is  actually  rather 
recent  as  far  as  widespread  practice  is  concerned. 
Although  surgery  has  been  used  in  the  treat- 
ment of  these  lesions  for  many  years,  in  certain 
centers  the  majority  of  such  patients  have  prob- 
ably been  treated  with  radiation.  In  many  con- 
ditions, surgery  is  definitely  superior  in  its  end 
results.  An  effort  is  made  to  present  the  indi- 
cations for  surgery  and  to  present  basic  surgical 
techniques. 


Juan  A.  del  Reguto,  M.D. 

CURRICULUM  VITAE 
Juan  Angel  del  Regato,  M.D. 

Dr.  Regato  was  born  1909  in  Cuba,  naturalized 
as  an  American  citizen  in  1941.  At  present  he 
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is  director  of  Penrose  Cancer  Hospital  in  Colo- 
rado Springs,  Colorado  and  serves  as  the  Asso- 
ciate Professor  of  Clinical  Radiology  at  the  Uni- 
versity of  Colorado.  He  is  consultant  to  the 
Los  Alamos  Medical  Center  and  a member  of  the 
Committee  on  International  Affairs  of  the  Amer- 
ican College  of  Radiology.  He  is  Secretary  of 
the  International  Club  of  Radiologists.  Most  of 
his  medical  training  was  received  at  the  Uni- 
versity of  Paris,  graduating  there  in  1937.  Fol- 
lowing this,  he  worked  at  the  Curie  Foundation, 
the  Chicago  Tumor  Institute,  Warwick  Cancer 
Clinic,  National  Cancer  Institute,  the  Ellis  Fis- 
chel  Cancer  Hospital  and  now  at  the  Penrose 
Cancer  Hospital. 


THE  TREATMENT  OF  CARCINOMA  OF 
THE  SKIN 

J.  A.  del  Regato,  M.D. 

Colorado  Springs,  Colo. 

Carcinoma  of  the  skin  can  easily  be  treated 
by  an  excision  biopsy  when  they  are  small  and 
are  so  situated  as  to  make  the  excision  simple 
and  expeditious  without  undesirable  esthetic 
consequences.  Certain  lesions  like  those  situated 
on  the  dorsum  of  the  hands  are  better  managed 
by  wide  excision  and  graft. 

Many  carcinomas  of  the  skin,  in  particular 
those  developing  on  the  eyelids,  ears,  and  on  the 
skin  of  the  nose,  are  better  managed  by  adequate 
irradiation  which  contributes  a high  percentage 
of  control  and  the  best  possible  esthetic  result. 
Advanced  lesions  having  recurred  after  repeated 
inadequate  treatment  can  only  be  managed  by 
radiotherapy.  Additional  radiotherapy  requires 
adaptation  to  the  special  circumstances  of  each 
case  for  best  results. 


THE  ROLE  OF  RADIOTHERAPY  IN  THE 
TREATMENT  OF  CANCER  OF  THE  BREAST 

J.  A.  del  Regato,  M.D. 

Colorado  Springs,  Colo. 

Radiotherapy  plays  a secondary  role  in  the 
curative  treatment  of  cancer  of  the  breast.  Post- 
operative radiotherapy  is  widely  practiced  in 
an  effort  to  add  to  the  patient’s  chances  of  con- 
trol by  radical  mastectomy  depending  on  the 
findings  after  operation.  This  is  advisable  since 
it  can  do  no  harm.  The  author  favors  the  radia- 
tion of  the  internal  mammary  chain  and  the  su- 
praclavicular region. 

The  great  proportion  of  patients  who  are  not 
eligible  for  mastectomies  and  the  additional 
number  who  present  local  or  regional  recurrences 
as  well  as  distant  metastases  require  an  impor- 
tant participation  by  the  radiotherapist  in  the 
palliative  management  of  the  patient. 


William  G.  Deamer,  M.D. 

CURRCULUM  VITAE 
Willim  C.  Deamer,  M.D. 


William  C.  Deamer  graduated  from  the  Uni- 
versity of  California  Medical  School  in  1923. 
His  pediatric  training  was  at  Bellevue  Hospital 
in  New  York,  Yale,  and  later  in  Vienna.  He 
is  Professor  of  Pediatrics  at  the  University  of 
California  School  of  Medicine  and  Chairman  of 
that  department.  He  is  a member  of  the  Amer- 
ican Pediatric  Society,  the  Society  for  Pediatric 
Research,  and  the  American  Academy  of  Pedia- 
trics. 

RESPIRATORY  ALLERGY  AND 
ENVIRONMENTAL  CONTROL 
Allergic  rhinitis  and  asthma  are  very  common 
problems  in  childhood  and  later  life.  They  fre- 
quently masquerade  as  upper  and  lower  res- 
piratory tract  infection.  In  the  etiology  of  these 
conditions  how  important  is  the  environment? 
In  comparison  with  other  factors  such  as  bacter- 
ial, food,  climatic  or  emotional  etiology,  what 
is  the  relative  importance  of  the  patient’s  phy- 
sical home  environment?  Since  attempts  at  en- 
vironmental control  are  admittedly  incomplete 
and  partial,  why  not  rely  on  desensitization  and 
drugs  instead?  These  questions  will  be  dealt 
with  in  this  paper. 

SOME  PROBLEMS  PRESENTED  BY 
NORMAL  PUBERTY 

The  growth  of  boys  and  girls  at  puberty  is 
not  identical  for  the  two  sexes  and  very  maiked 
individual  variations  occur  as  well.  This  situa- 
tion makes  for  many  problems  for  child,  parent, 
and  physician.  The  tall  early  maturing  girl  and 
the  short  late  maturing  boy  freiiuently  have 
problems  based  on  their  unusual  growth  pattern. 
The  obese  so-called  “Froelich-type”  boy  is  often 
thought  to  have  au  endocrine  abnormal  it\-.  Those 
and  similar  problems  will  be  discussed. 


278  Arizona  Medicine  April,  1958 


George  C.  Griffith,  M.D. 


GEORGE  GUPP  GRIFFITH,  M.D. 

Graduate  of  Jefferson  Medical  Gollege  in  1926, 
interning  at  Presbyterian  Hospital,  Philadelphia 
1926-28,  preceptee.  Graduate  School  of  Medicine, 
Philadelphia  1929-33,  and  attending  Harvard 
Postgraduate  School  of  Medicine  1931-33,  Doc- 
tor George  Gupp  Griffith  was  assistant  professor 
of  cardiology.  Graduate  Hospital,  Philadelphia, 
1929-46;  Glinical  professor  of  medicine.  Univer- 
sity of  Southern  Galifornia,  1946-50;  Professor  of 
medicine,  cardiology.  University  of  Southern 
Galifornia,  1950  to  date.  During  the  years  1928 
to  1950  he  received  many  important  appoint- 
ments including  the  institutions  Presbyterian 
Hospital,  Graduate  Hospital,  Babies  Hospital, 
Women’s  Hospital,  Douglas  Hospital,  all  of  Phila- 
delphia; Home  for  Incurables,  Philadelphia;  Los 
Angeles  Gounty  Hospital,  Birmingham  VA  Hos- 
pital, San  Antonio  Community  Hospital,  Good 
Hope  Hospital  Association,  St.  Luke  Hospital, 
Long  Beach  VA  Hospital,  Huntington  Memorial 
Hospital,  Good  Samaritan  Hosiptal,  all  of  Cali- 
fornia; Trustee,  Juniata  College,  Huntington, 
Pennsylvania;  Medical  advisor  to  the  Pennsyl- 
vania Railroad;  Civilian  expert  to  the  Surgeon 
General,  McCornack  Hospital,  California;  Con- 
sultant in  Rheumatic  Fever,  Board  of  Public 
Health,  State  of  California;  Consultant,  State 
of  California  Department  of  Public  Education, 
Bureau  of  Rehabilitation;  Member  of  the  Board 
of  Consultant  Editors,  Journal  of  Insurance  Me- 
dicine; Chairman  of  the  Health  and  Hospital 
Committee,  Pasadena  Chamber  of  Commerce; 
President,  California  Heart  Association;  and 
member  of  the  Editorial  Board  of  the  Journal 
of  American  Geriatrics  Society.  Doctor  Griffith 
is  also  a member  of  a large  number  of  medical 
societies  and  associations. 


SUMMARIES  OF  DR.  GRIFFITH’S  PAPERS 

On  atherosclerosis: 

Conditions  of  the  arterial  wall  predispose  cer- 
tain areas  to  disease  while  other  areas  escape. 
Damage  to  the  arterial  wall,  deposits  of  fat  in 
injured  wall  areas  and  at  bends  and  bifurcations 
of  the  vessel,  and  intramural  hemorrhage  at  the 
site  of  injury  all  contribute  to  the  atherosclero- 
tic process.  Programs  of  medical  management 
must  include:  the  correction  of  concurrent  dis- 
ease processes  which  influence  atheromatosis; 
regulation  of  stress;  a diet  low  in  fat  and  carbo- 
hydrates; use  of  special  agents  to  lower  blood 
fats  — especial  post-prandial  hyperlipemia;  and 
the  proper  use  of  anticoagulants. 

On  the  physician’s  responsibility: 

What  is  the  physician’s  responsibility  to  the 
patient  with  heart  disease?  First,  to  provide  a 
working  diagnosis  to  be  used  in  management  of 
the  patient’s  condition  (if  an  absolute  diagnosis 
is  not  possible);  second,  to  see  that  the  patient 
gets  full  advantage  of  the  best  medical  and  sur- 
gical treatment,  no  matter  what  his  financial 
status;  third,  to  know  where  to  go  for  outside 
help  if  necessary;  and  fourth,  to  be  a real  friend 
to  the  patient. 


Virgil  Loeb,  Jr.,  M.D. 

VIRGIL  LOEB,  JR.,  M.D. 

Washington  University  School  of  Medicine, 
M.D.  Sept.,  1944. 

Assistant  Professor  of  Glinical  Medicine;  As- 
sistant Professor  of  Pathology,  W.  U.;  Director 
of  Laboratories  and  School  of  Medical  Tech- 
nology, Barnes  Hospital,  July  1952  to  present. 

Society  Memberships:  American  Board  of  In- 
ternal Medicine,  American  Federation  for  Glini- 
cal Research,  International  Society  of  Hema- 
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tology,  Sigma  XI,  American  College  of  Phy- 
sicians, American  Association  of  Blood  Banks, 
American  Society  of  Clinical  Pathologists  (As- 
sociate ) . 

CURRENT  TREATMENT  OF  LEUKEMIA 
AND  THE  LYMPHOMAS 
The  management  of  patients  with  malignant 
blood  dyscrasias  resolves  itself  essentially  into 
accurate  diagnosis  and  judicious  selection  of  a 
therapeutic  regimen.  The  indications  for  the  use 
of  specific  chemotherapeutic  agents  and  irradia- 
tion will  be  discussed  and  emphasis  will  be 


FOGARTY  PROPOSES  WHITE 
HOUSE  CONFERENCE  ON  AGING 
THIS  YEAR 

Rep.  JOHN  Fogarty  (D.,  R.I.),  a leading  con- 
gressional figure  in  health  matters,  wants  con- 
gress to  enact  a bill  that  would  provide  for  a 
broad-scale  White  House  conference  on  aging. 
It  would  be  called  by  the  President  and  would 
be  held  before  Dec.  31  of  this  year.  Subjects 
to  be  discussed  by  representatives  of  federal  and 
private  agencies  concerned  with  the  aged  would 
include  medical  care  and  research,  housing  and 
retirement  income.  The  bill  (HR  9822)  also 
authorizes  assistance  to  the  states  to  help  them 
conduct  similar  conferences  prior  to  the  White 
House  meeting. 

Mr.  Fogarty  says  it  would  be  the  first  sueh 
conference.  Associates  report  that  the  idea  for 
the  bill  was  stimulated  by  a conference  called 
by  Governor  Roberts  of  Rhode  Island  last  fall, 
and  that  Mr.  Forgarty  has  been  in  close  contact 
with  the  department  of  health,  education  and 
welfare  on  the  subject. 

The  Rhode  Island  congressman,  who  also  is 
chairman  of  the  appropriations  sub-eommittee 
on  health,  told  congress  that  up  to  now  the 
greatest  output  on  problems  of  the  aged  had 
been  words  and  that  the  time  is  here  for  action, 
through  “the  best  brains  we  have  working  on 
these  problems.”  He  made  this  further  observa- 
tion; 

“The  congress  has  done  a great  deal  in  the 
past  to  provide  income  security  and  health  fa- 
cilities and  other  programs  to  help  other  people, 
and  I am  sure  we  shall  have  to  do  more.  Yet  I 
firmly  believe  that  the  major  part  of  the  re- 
sponsibility will  always  lie  and  must  always 
lie  with  the  states  and  the  communities.”  He 
said  that  in  some  countries  with  an  older  popu- 
lation similar  to  that  in  the  U.  S.,  not  a single 


placed  upon  total  patient  care  with  respect  to 
avoiding  complications  of  the  disease  and  its 
treatment. 

MEDICAL  INDICATIONS  FOR 
SPLENECTOMY 

Techniques  are  currently  available  which  help 
provide  a rational  approach  to  the  selection  of 
patients  for  splenectomy.  Recognition  of  secon- 
dary “dyssplenism”  will  be  emphasized  and  in- 
dications for  removal  of  the  spleen  in  the  man- 
agement of  hematologic  problems  will  be  dis- 
cussed. 


hospital  has  been  built  since  the  end  of  the 
war  and  that  there  are  even  empty  beds  in 
mental  hospitals.  “Why  are  we  in  this  country 
asking  for  huge  appropriations  to  build  more 
mental  hospitals  for  our  older  people?”  he  asked. 
Mr.  Fogarty  suggested  that  part  of  the  answer 
may  be  more  home  care  instead  of  hospital 
care. 


PHS  CONTRACTS  FOR  CANCER 
CHEMICAL  TESTS 

p 

I UBLIC  health  service  has  contracted  with  an- 
other organization,  the  Battelle  Memorial  Insti- 
tute of  Columbus,  Ohio,  to  test  chemicals  and 
antibiotic  filtrates  as  possible  agents  for  use 
against  cancer.  The  contract  for  $229,481  is 
similar  to  other  contracts  now  in  effect  with 
seven  other  laboratories,  institutes  and  founda- 
tions. In  the  Battelle  contract,  chemicals  and 
filtrates  will  be  used  against  three  forms  of  can- 
cer in  mice  — leukemia,  breast  cancer  and  tumors 
of  the  connective  tissues.  In  addition,  the  Bat- 
telle staff  will  try  to  develop  improved  methods 
for  testing  compounds  and  will  perform  toxicity 
tests  on  antibiotic  culture  filtrates. 


RHEUMATOID  ARTHRITIS:  A Definition  of  the  Disease  and 
a Clinical  Description  Based  On  a Numerical  Study  of  293 
Patients  and  Controls 

by  Charles  L.  Short,  M.D.,  Walter  Brauer,  M.D.,  and  William  E. 
Reynolds,  M.D.  480  pages.  (1957)  Harvard  University  Press.  $7. 

Rheumatoid  arthritis  is  seen  as  an  independ- 
ent, chronic,  inflammatory  entity  of  unknown 
etiology.  Systemic  in  nature,  it  is  characterized 
by  the  manner  in  which  joints  are  involved.  The 
clinical  description,  both  cross  sectional  and 
longitudinal,  is  based  on  studies  of  an  extensive 
series  of  carefully  observed  and  diagnosed  pa- 
tients. The  authors  are  at  Harvard. 


Stacey’s  Medical  Books,  San  Francisco,  California. 
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I T HAS  BEEN  THE  THOUGHT  OF  THE  PRESIDENT  TO  REPRESENT  ALL  OF  YOU 
AT  ALL  TIMES.  TO  THIS  END,  IN  MY  OWN  WAY,  I HAVE  TRIED  TO  POINT  OUT  IN 
THIS  PAGE  PERTINENT  POINTS  OF  INTEREST  TO  YOU. 

SOAIE  MAY  HAVE  THOUGHT  THAT  I WAS  TOO  OUT-SPOKEN  IN  MY  GRITIGISM 
OF  HOSPITALS,  BOTH  LOGAL  AND  NATIONAL.  IN  THIS,  I WAS  BRINGING  TO  YOUR 
ATTENTION  THE  TRENDS. 

I HAVE  URGED  THAT  THE  GOUNTY  SOGIETIES  DEVELOP  FEE  SGHEDULES.  TO 
DATE  I GAN  NOT  REPORT  ANY  SOGIETY  ADOPTING  A SGHEDULE,  ALTHOUGH 
I BELIEVE  YUMA  GOUNTY  DOES  HAVE  A SGHEDULE. 

ANY  PROGRESS  OF  THE  SOGIETY  IS  DUE  TO  THE  INTEREST,  GO-OPERATION  AND 
HARD  WORK  OF  THE  GOMMITTEES  AND  GHAIRMEN.  I WISH  TO  THANK  ALL 
OF  THEM  FOR  THEIR  HELP  AND  EFFORTS  THIS  PAST  YEAR.  YOU  WILL  GET  A 
GOOD  IDEA  OF  THE  ENORMOUS  AMOUNT  OF  WORK  THEY  DO  BY  READING 
THEIR  ANNUAL  REPORTS. 

THE  COUNGIL  HAS  BEEN  MOST  GOOPERATIVE  AND  DILIGENT  IN  ATTENDING 
MEETINGS.  I URGE  THAT  THE  MID-WINTER  MEETING  BE  GONTINUED  AS  IT  IS 
MOST  HELPFUL  TO  THE  LEGISLATIVE  GOMMITTEE. 

I WANT  TO  THANK  MR.  GARPENTER  AND  HIS  STAFF  FOR  THEIR  EXGELLENT 
GOOPERATION  AT  ALL  TIMES.  THEY  HAVE  KEPT  ME  INFORMED  BY  GOPIES  OF 
GORRESPONDENGE  AND  TELEPHONE  GALLS  OF  EVERYTHING  THAT  IS  HAPPEN- 
ING IN  THE  GENTRAL  OFFIGE. 

I HAVE  KNOWN  YOUR  INGOMING  PRESIDENT  FOR  MANY  YEARS.  HE  WILL  BE 
AN  EXGELLENT  PRESIDENT,  FAR  BETTER  THAN  I GOULD  EVER  BE. 

I AGAIN  THANK  YOU  FOR  THE  PRIVILEGE  AND  HONOR  OF  SERVING  AS  YOUR 
PRESIDENT  FOR  THE  YEAR  1957-58. 

ATTEND  THE  ANNUAL  MEETING  AT  GHANDLER  APRIL  30,  MAY  1,  2 AND  3. 

G.  G.  GRAIG,  M.D. 

PRESIDENT  ARIZONA  MEDIGAL  ASS’N.  ING. 
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CONTRIBUTORS 

The  Editor  sincerely  solicits  contributions  of  scientific- 
articles  for  pul)lication  in  ARIZONA  MEDICINE.  All  such 
contrilmtions  are  greatly  appreciated.  All  will  be  given  equal 
consideration. 

Certain  general  rules  must  be  followed,  however,  and  the 
Editor  therefore  respectfully  submits  the  following  suggestions 
to  authors  and  contributors: 

1.  Follow  the  general  rules  of  good  English,  especially  with 
regard  to  construction,  diction,  spelling,  and  punctuation. 

2.  Be  guided  by  the  general  rules  of  medical  writing  as 
followed  by  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION. 

3.  Be  brief,  even  while  being  tborougb  and  complete.  Avoid 
unnecessary  words.  Try  to  limit  the  article  to  1500  words. 

4.  Read  and  re-read  the  manuscript  several  times  to  cor- 
rect it,  especially  for  spelling  and  punctuation. 

5.  Manuscripts  should  be  typewritten,  double  spaced,  and 
the  original  and  a carbon  copy  submitted. 

6.  Articles  for  publication  should  have  been  read  before 
a controversial  body,  e.g.,  a hospital  staff  meeting,  or  a 
county  medical  society  meeting. 

7.  Exclusive  Publication— Articles  are  accepted  for  publi- 
cation on  condition  that  they  are  contributed  solely  to  this 
Journal.  Ordinarily  contributors  will  be  notifed  within  60 
days  if  a manuscript  is  accepted  for  publication.  Every  effort 
will  be  made  to  return  unused  manuscripts. 

8.  Illustrations  — Ordinarily  publication  of  2 or  3 illustra- 
tions accompanying  an  article  will  be  paid  for  by  Arizona 
Medicine.  Any  number  beyond  this  will  have  to  be  paid  for 
by  the  author. 

9.  Reprints  — Reprints  must  be  paid  for  by  the  author 
at  established  standard  rates. 

The  Editor  is  always  ready,  willing,  and  happy  to  help 
in  any  way  possible. 


(The  Opinions  expressed  in  original  contributions  do  not  neces- 
sarily express  the  opinion  of  the  Editorial  Board.) 


THE  COST  OF  MEDICAL 
EDUCATION 

illEDICAL  education  comes  high!  The  average 
cost  of  educating  a medical  student  for  one  year 
averages  $3,000-$3,500.  The  average  tiution  fees 
are  $720  for  resident  students  and  $918  for  non- 
resident students  per  annum.  In  1956-57  there 
were  29,130  undergraduate  students  in  our  82 
approved  medical  schools.  In  addition,  all  medi- 
cal faculties  carried  responsibilities  for  teaching 
62,964  other  than  undergraduate  medical  stu- 
dents (dental,  pharmacy,  nursing,  technical,  arts 
and  science  majors,  candidates  for  advanced  de- 
grees, internes,  residents,  fellows,  postgraduate 
students,  etc)  This  is  a function  of  medical 
schools  frequently  overlooked  by  those  not  fa- 
miliar with  these  other  than  undergraduate  medi- 
cal student  teaching  activities. 

In  1957,  the  approved  medical  schools  re- 
ported 331  unfilled,  budgeted,  full-time  faculty 
positions.  One  hundred  and  forty-four  of  these 
were  in  the  basic  medical  science  departments, 
and  187  were  in  clinical  faculty  positions.  The 
difficulties  in  finding  qualified  faculty  person- 
nel pose  serious  educational  problems.  Competi- 
tion from  industry,  private  practice,  inadequate 
financial  support,  etc.,  all  play  roles. 

The  State  of  Arizona  will  someday  be  ready 
to  support  the  heavy  tax  load  that  the  establish- 
ment and  maintenance  of  a top  flight  four-year 
medical  school  entails.  It  is  obvious,  however, 
that  we  must  settle  for  no  less  than  one  of  the 
best  equipped,  best  staffed  institutions  in  the 
United  States.  — H.  W.  K. 

MEDICAL  SCHOOL? 

w 

IIITHIN  recent  months,  there  has  been  con- 
siderable discussion  in  regard  to  the  advisabil- 
ity and  desirability  of  establishing  a medical 
school  in  Arizona.  The  question  has  come  be- 
fore members  of  the  state  legislature.  It  has 
been  considered  at  length  by  members  of  the 
Arizona  Medical  Association.  There  have  been 
discussions  with  the  administrators  of  the  Ari- 
zona State  College  at  Tempe  and  the  Universit}’ 
of  Arizona  at  Tucson.  The  Arizona  Medical 
Educational  Foundation  has  been  organized. 
Probably,  most  of  this  work  is  not  premature 
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and  must  be  under  advisement.  But,  it  is  pre- 
mature to  contemplate  establishing  a medical 
school  in  Arizona  within  the  near  future. 

If  a medical  school  is  established,  it  must  be 
a good  one.  Overall  experience  seems  to  dictate 
that  a four-year  school  will  become  a necessity 
because  of  the  integration  of  the  two  preclinical 
and  clinical  years.  This  is  an  expensive  develop- 
ment. 

Various  authorities  have  indicated  that  a state 
is  not  able  to  support  a medical  school  until  its 
population  is  approximately  two  million  people. 
One  must  question  our  ability  to  support  an 
additional  school.  Our  present  taxation  is  high. 
We  are  offering  our  educators  an  inadequate 
stipend.  This  salary  level  must  be  raised.  A 
step  that  is  urgent  now,  but  which  will  be  even 
more  demanding  within  three  years.  At  that 
time  it  is  contemplated  a large  wave  of  students 
will  enter  our  colleges,  and  with  it  of  course,  a 
great  demand  for  teachers.  There  is  no  ques- 


tion that  this  will  be  so  great  that  unless  we  raise 
their  present  salary  levels,  we  will  lose  our  edu- 
cators in  droves. 

Therefore,  it  would  seem  the  advisable  and 
immedate  step  is  to  bolster  our  present  educa- 
tional program,  rather  than  to  contemplate  ex- 
panding our  system  to  include  a medical  school 
whether  it  be  a two  or  four  year  school.  This 
consideration  of  the  overall  educational  program 
must  come  foremost,  and  we  must  not  allow  a 
minority  to  prematurely  force  through  a medical 
school  in  Arizona. 

Our  present  population,  the  contemplated 
growth,  the  present  tax  structure,  the  needs  of 
the  overall  education  system  prohibits  the  estab- 
lishment of  a medical  school  at  the  present  time. 
If  and  when  that  time  arises,  there  is  little  ques- 
tion that  our  institutions  of  higher  learning  will 
be  ready  to  meet  the  demand  that  will  be  placed 
upon  them. 


HB  100 

N amendment  to  Sec.  25-103.01  was  intro- 
duced Jan.  22,  1958,  as  HB  100.  The  effect  of 
this  amendment,  if  it  becomes  law,  will  depend 
upon  legal  interpretation.  However,  the  phrase- 
"ology  of  this  amendment  suggests  strongly  that 
it  would  permit  issuance  of  marriage  licenses  to 
standard  serological  test  “negative”  individuals 
without  procurement  of  a certificate  issued  by  a 
physician.  The  proposed  amendment  seems  to 
be  based  upon  an  erroneous  assumption  that 
the  Wasserman  (or  Kahn,  or  Kline,  etc.)  “nega- 
tive” individual  cannot  have  detectible  and  com- 
municable syhpilis.  One  wonders  if  the  next 
step  might  not  be  introduction  of  an  amendment 
providing  that  the  individual  having  a “positive” 
test  reaction  shall  not  be  issued  a marriage  li- 
cense. We  know,  of  course,  that  the  laboratory 
report  is  not  diagnostic;  that  it  merely  provides 
one  bit  of  a jig-saw  puzzle,  others  parts  of  the 
puzzle  being  various  items  of  information  which 


must  be  collected  by  the  clinician.  Isn’t  it  de- 
sirable that  we  share  this  knowledge  with  our 
law-makers? 

By  legal  interpretation,  the  key  phrase  in  the 
unamended  statute  is  “such  examination— as  may 
be  necessary  for  the  discoveiy  of  syphilis.” 
Equally  important  is  the  requirement  that  the 
certificate  which  permits  issuance  of  a marriage 
license  must  state  that  “the  person  either  is  not 
infected  with  syphilis,  or  if  so  infected,  is  not 
in  a state  of  that  disease  which  is  or  may  be- 
come communicable  to  the  marital  partner.” 
There  are  few  diseases  capable  of  causing  as 
many  variable  sign-symptom  complexes  as  syphi- 
lis. Accordingly,  the  examination  required  is 
such  that  it  should  ordinarily  reveal  (and  some- 
times identify)  disease  other  than  syphilis  if 
such  disease  is  present.  In  practice,  then,  the 
present  law  can  be  effective— as  effective  as 
aggregate  diagnostic  acumen  will  permit  it  to 
be.  HB  100  is  apparently  designed  to  destory 
must  of  this  effectiveness.  — R.  H.  F. 
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FROM  EDITOR'S  NOTEBOOK 
CARDIAC  ARREST 

ARDIAC  arrest  was  first  reported  in  January, 
1848.  A fifteen  year  old  girl  was  given  chloro- 
form for  the  removal  of  a toenail.  Cardiac  arrest 
developed.  The  patient  expired  prior  to  surgery 
being  performed. 

This  is  not  an  uncommon  problem.  Statistics 
are  variable.  The  average  is  about  one  death 
from  cardiac  arrest  during  the  administration  of 
3,000  anesthetics.  In  the  poor  anesthetic  risk  pa- 
tient, the  ratio  is  one  in  one  thousand,  while  in 
the  good  risk  patient,  it  is  one  in  five  thousand. 
These  figures  seem  relatively  high,  and  yet,  a 
check  of  some  of  our  local  hospitals  reveals  a 
rate  of  one  in  seven  thousand. 

If  we  are  correct  in  assuming  that  approxi- 
mately ten  million  surgical  procedures  are  per- 
formed each  year  in  the  United  States,  and  con- 
sidering the  above  ratio,  one  would  be  forced  to 
assume  that  there  would  be  ten  thousand  deaths 
per  year  in  the  United  States  from  “cardiac  ar- 
rest”. The  reports  in  the  literature  do  not  bear  out 
this  rather  appalling  number  of  deaths  from  this 
problem. 

If,  however,  the  above  figures  are  correct,  then 
deaths  from  this  cause  are  increasing.  An  in- 
crease not  only  with  an  increased  number  of  pro- 
cedures being  performed,  but  a percentage  in- 
crease. This  is  probably  due  to  the  wider  scope 
of  surgery  being  performed.  That  is,  the  greater 
number  of  chest,  vascular  and  geriatric  cases 
coming  to  surgery.  Possibly,  the  use  of  a greater 
number  of  anesthetic  agents  plays  a role,  but  this 
seems  to  be  debatable.  Certainly,  a greater  num- 
ber of  depressing  drugs  are  used  in  the  pre- 
anesthetic medication,  and  this  may  play  a role. 

The  etiology  of  this  problem  remains  ques- 
tionable. There  are  numerous  factors  involved. 
Foremost  is  hypoxia  of  the  myocardium.  (2) 
hypoxia  of  the  central  nervous  system.  (3)  An 
increased  CO2  level  in  the  lungs  and  respiratory 
acidosis.  (4)  Electrolyte  imbalance.  (5)  Ex- 
cessive vagal  stimulation.  (6)  In  some  there  is 
an  overdose  of  anesthetic  agents.  (7)  A hypo- 
volemia of  blood  or  a patient  in  chronic  shock 
before  surgery  starts. 

The  role  of  the  anesthetist  — He  must  order 


adequate  sedation  and  not  over  sedate  the  pa- 
tient. The  sedation  must  be  to  the  point  to  allay 
fear  prior  to  surgery.  At  the  time  of  surgery 
there  must  be  an  unhurried  induction,  a gentle 
intubation  and  upon  the  completion  of  surgery, 
no  prolonged  aspiration  or  tracheal  toilet.  This 
latter  factor  is  a very  real  hazard.  It  has  been 
noted  on  a number  of  occasions  as  the  cause  for 
cardiac  arrest.  Adrenalin  is  occasionally  ad- 
ministered by  the  anesthetist  and  may,  at  times, 
be  implicated  as  a cause  for  fibrillation.  How- 
ever, it  is  rarely  used,  so  hardly  seems  to  be  a 
great  factor  in  the  cause  of  this  complication  of 
surgery. 

With  the  development  of  cardiac  arrest  the 
anesthetist  must  immediately  notify  the  surgeon 
upon  the  disappearance  of  pulse,  and  blood  pres- 
sure. He  should  deliver  100%  oxygen  imme- 
diately with  the  bag  and  mask  for  breathing. 
Then  the  surgeon  should  be  asked  to  check 
various  pulses,  such  as  the  aortic.  If  endo- 
tracheal intubation  is  feasible  it  should  be  car- 
ried out.  The  anesthetist  should  watch  the  time 
and  notify  the  surgeon  when  3 minutes  are  past 
and,  of  course,  immediately  upon  the  detect- 
tion  of  an  absent  pulse  and  blood  pressure,  order 
the  drug  tray,  sterile  instrument  pack  and  the 
defibrillator. 

The  role  of  the  surgeon  — Initially  there  must 
be  an  adequate  study  and  preparation  of  the 
patient.  At  the  time  of  survery  there  should  be 
no  effort  to  force  the  anesthesiologist  to  carry 
out  his  procedures  in  haste.  There  must  be  gen- 
tleness, hemostasis  and  asepsis.  Local  anesthetic 
block  may  cut  down  the  need  of  a great  amount 
of  general  anesthetic.  In  chest  work  the  lungs 
should  be  frequently  expanded  and  bronchial 
leaks  limited,  if  present.  The  diaphram  should 
not  be  excessively  depressed.  And  most  im- 
portant, the  surgeon  should  not  demand  extreme 
positions  to  facilitate  exposure.  These  add  to 
the  danger  of  air  embolism  and,  of  course,  there 
is  always  a fall  in  blood  pressure  whenever  the 
patient  is  turned.  While  haste  is  not  recom- 
mended, there  is  a definite  increase  in  the 
danger  of  cardiac  arrest  with  an  increase  in  tlie 
length  of  the  operation  and  the  associated  in- 
creased length  of  anesthesia. 

With  the  development  of  cardiac  arrest  and 
a notification  by  the  anesthetist  that  tlu'  pulse, 
and  lilood  pressure  are  no  longer  obtainable,  the 
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mixture  of  chlortetracycline  base  with  sodium  rneta- 
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Although  the  enhanceraent  of  blood  levels  of  tetra- 
cycline. by  phosphate,  either  coraplexed  to  the  tetra- 
cycline or  mixed  with  the  base  or  the  hydrochloride, 
thus  seemed  fairly  well  established,  some  doubts  still 
remamed  because  certain  reliable  observers  (includ- 
ing many  whose,  results  have  not  been  published) 
failed  to  confirm  the  findings  -with  the  materials  and 
methods  they  used.  Further  confusion  seemed  to  be 
added  by  a subsequent  report  of  Welch  et  al./  who,-, 
in  ref>e:ating  a crossover  study  with  capsules  of  tetra-^ 
cycline  phosphate  complex  and  tetracycline  _b'*drc/ 
chloride  with  and  without  . sod?* 
phate,  foup.  ’ 
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the  reduced  absorption  of  tetracyclines  and  show  that- 
citric  acM  can  parSally  neutralize  this  effect.  The;, 
depressing  effect  of  foexf  on  the  serum  levels  of  tetra- 
cycline is  likewise  explained  by  the  goodly  amount  of 
minerals  contained  in.  ’commercial  laboratory  diets,,, 
and  they  postulate  that  the  multivalent  cations  may, 
be  responsible  for  the  poorer  absorption  of  the  drug. 
I'he  authors  could  not  explain  the  failure  of  citric  , 
acid  to  enhance  serum  concentrations  when  admin- 
istered with  tetracycline  base  in  contrast  to  hs  marked 
effect  when  given  ,as  the  hydrochloride.  However, 
they  hypoth^ized  that  the  ability  of  citric  a.cid  to 
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me'^aiF^entioned  report  of  Welch 
; These  data  were  based  on  thoroughly  con- 
trolled studies  both  in  rats^  and  in  m.an^  and  include 
additional  findings  that  serve  to  explain,  fairly  con- 
clusively, the  various  discrepancies  that  have  been 
mentioned*  * 

The  experiments  in  rats**  were  carried  out  to  study 
the  effecis  of  citric  acid,  dicalcium  phosphate,  sodium 
metaphosphate,  food,  oil  and  sorbitol  on  the  serum 
antibacteiial  activity  produced  by  the  administration 
of  tetracycline  hydrochloride  or  tetracycline  base. 
Cutric  acid  administered  in  equal  weight  with  tetra- 
cycline hydrochloride  ga\-e  the  highest  concentrations 
of  all  the  preparations  studied.  No  enhancing  effect 
was  obtained  from  citric  add  when  given  wuth  tetra- 


'liiifWiWt''  paper  of 
mM  d!.'^  indicates  that  in  their  study  the  capsules 
Rfracydine  hydrochloride,  chlortetracycline  hydro- 
chloride and  tetracycline  phosphate  complex  all  con- 
tained dicalcium  phosphate  as  a filler,  svhereas  the 
capsules;  containing  .citric  acid  and  sodium  hexameta- 
ph.osph.ate  did  not  contain  any  dicalcium  phosphate. 
This  could  clearly  explain  the  discrepancies  noted  in 
that  study..  Likewise,  the  inconsistencies  in  other 
studies  may  very  well  have  been  due  to  the  presence 
of  calcium  as  fillers  in  some  of  the  capsules  and  not 
in  others. 

This,  however,  fails  to  explain  the  most  recent  find- 
ings of  Welch  and  Wrightd*-'’  who  compared  the  ab- 
sorption of  three  capsules,  each  containing  250  mg.  of 
oxytetracycline  hydrochloride  one  without  any  ad- 
juvant, one  with  250  mg.  of  citric  acid  and  the  third 
with  380  mg.  of  sodium  hexametaphosphate;  no  other 
.filler  W'as  contained  in  any  of  these  capsules,  in  triple 
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surgeon  should  perform  an  immediate  thoraco- 
tomy through  the  4th  or  5th  inter  space  on  the 
left,  starting  cardiac  compression  at  the  rate  of 
50  to  60  times  per  minute.  If  there  is  evidence 
that  there  has  been  excessive  vagal  stimulation, 
atropine  in  doses  of  grains  1/50  in  10  cc.  of  nor- 
mal saline  should  be  injected  directly  into  the 
ventricular  cavity.  This  is  to  be  followed  by 
Calcium  Chloride  if  necessary,  6-10  cc.  in  10% 
solution,  directly  into  the  left  ventricle.  This  in 
turn  to  be  followed  by  Epinephrine,  1 cc.  in 
1 to  1,000  strength  and  administered  in  10  cc. 
of  normal  saline  directly  into  the  left  ventricle. 
As  a last  resort,  Isopropylnorephinephrine  is  to 
be  given  in  .02  — .04  mgm.  diluted  in  10  cc.  nor- 
mal saline  into  the  left  ventricle. 

The  surgeon  in  the  presence  of  ventricular 
fibrillation  should  bring  about  cardiac  compres- 
sion as  above  at  the  rate  of  50  to  60  times  a 
minute.  Electro-shock  should  be  given  directly 
to  the  heart,  2 amp.,  110-130  V,  0.1-0.5  sec.  and, 
if  necessary,  serial  shock  can  be  given  over  5-6 
stimuli.  Procaine  Hydrocholride,  10  cc.  in  a 1% 
solution  to  be  injected  directly  into  the  left  ven- 
tricle. If  asystole  or  weak  contractions  occur 
after  defrillation  or  the  administration  of  Pro- 
caine, given  Calcium  Cholride,  2-4  cc.  in  a 10% 
solution  or  Epinephrine  1 cc  in  1 : 1000  solution  in 
10  cc  of  normal  saline  giving  both  of  these  drugs 
cautiously  into  the  left  ventricle. 

The  surgeon,  in  addition  to  doing  above,  for 
cardiac  standstill,  or  ventricular  fibrillation 
should  place  the  patient  in  Trendelenburg  posi- 
tion, and  administer  intravenous  fluids  or  blood. 

Monitors  have  been  used  during  surgery.  They 
are  helpful  but  are  no  substitute  for  alert  per- 
sonnel. The  monitors  will  differentiate  between 
(1)  cardiac  standstill,  (2)  ventricular  fibrilla- 
tion, (3)  peripheral  vascular  collapse.  To  do 
this,  it  must  be  oscilloscope  and  this  is  an  ex- 
pensive instrument. 

It  is  extremely  important  that  in  addition  to 
the  above  procedures  to  be  carried  out  by  the 
surgeon,  he  should  be  present  during  the  entire 
period  of  anesthesia.  This  means  the  period  of 
induction  and  the  period  of  extubation.  He  must 
be  available  to  do  a thoracotomy. 

The  warning  signs  of  impending  cardiac  ar- 
rest are  those  signs  of  shock,  sweating,  pallor 
and  cyanosis  with  alterations  in  the  cardio-res- 


piratory  pattern,  in  a patient  with  an  unexplained 
hypotension.  The  obvious  signs  of  cardiac  ar- 
rest are:  (1)  gasping  or  absent  respiration,  (2) 
no  pulse,  (3)  no  blood  pressure,  (4)  pupils  are 
dilated  and  without  reaction  to  light,  ( 5 ) a 
cyanotic  mottling  of  the  skin. 

The  treatment  of  cardiac  arrest  as  outlined 
above  is  urgent.  There  is  a SV2  to  4 minute 
limit  during  which  cardiac  functions  must  be  re- 
established. If  cardiac  message  is  effectively  es- 
tablished within  4 minutes,  96%  of  the  patients 
will  survive  the  period  of  cardiac  arrest.  How- 
ever, if  there  is  a delay  greater  than  4 minutes, 
only  4%  of  the  patients  will  survive.  The  pa- 
tients that  have  a period  of  cardiac  arrest  be- 
yond 3V2  minutes  and  up  to  7 minutes  of  anoxia 
will  develop  phychic  disturbances  of  various 
types,  dementia  and  decerebration.  If  more  than 
8 minutes  of  anoxia  pass,  there  is  no  survival. 

The  thoracotomy  should  be  carried  out  di- 
rectly through  the  drapes  that  are  already  in 
place.  No  indirect  approach  will  suffice.  There 
should  be  no  effort  to  obtain  a prep  of  the  skin 
or  consideration  of  sterile  technique.  You  are 
already  dealing  with  a patient  that  is  in  hypoxia 
and  possibly  anoxia. 

After  manual  compression  of  the  heart  is 
started  it  should  be  continued  as  long  as  the 
pulse  can  be  maintained  and  the  patient  ap- 
pears to  be  oxygenated.  Recovery  has  been  re- 
ported after  as  long  as  6-8  hours  of  continued 
artificial  circulation. 

Drugs  to  be  used  in  cardiac  arrest  — the  fol- 
lowing three  are  to  be  used  intravenously. 

1.  Neosynpherine,  2 mg.  or  .2  of  a cc.  20-80 
mg/1000  cc.  of  glucose. 

2.  Atropine,  1 mg.  of  l/60th  of  a grain.  This 
is  a drug  that  is  probably  used  inadequately.  It 
protects  against  vagal  stimulation  but  it  is  a 
limited  stimulation  for  its  duration  of  action 
is  no  longer  than  90  minutes.  It  is  usually  effec- 
tive within  15  to  30  minutes  of  administration 
but  in  90  minutes  it  should  be  repeated. 

3.  Levophed  — 0.02%  directly  intra-cardiac  — 
8 mg/1000  cc  in  the  intravenous  solution. 

The  following  drugs  are  to  be  used  as  intra- 
cardiac or  directly  into  the  left  ventricle: 

1.  Epinephrine,  1 to  1,000.  Various  doses  have 
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CHEMOTHERAPY  PLUS  FLORA  CONTROL 


Floraquirf 


Destroys  Vaginal  Parasites 
Protects  Vaginal  Mucosa 


Vaginal  discharge  is  one  of  the  most  com- 
mon and  most  troublesome  complaints  met 
in  practice.  Trichomoniasis  and  monilial 
vaginitis,  by  far  the  most  common  causes 
of  leukorrhea,  are  often  the  most  difficult  to 
control.  Unless  the  normal  acid  secretions 
are  restored  and  the  protective  Ddderlein 
bacilli  return,  the  infection  usually  persists. 

Through  the  direct  chemotherapeutic  ac- 
tion of  its  Diodoquin®  (diiodohydroxyquin, 
U.S.P.)  content,  Floraquin  effectively  elimi- 
nates both  trichomonal  and  monilial  infec- 
tions. Floraquin  also  contains  boric  acid  and 
dextrose  to  restore  the  physiologic  acid  pH 
and  provide  nutriment  which  favors  re- 
growth of  the  normal  flora. 

Method  of  Use 

The  following  therapeutic  procedure  is 
suggested:  One  or  two  tablets  are  inserted 
by  the  patient  each  night  and  each  morning; 
treatment  is  continued  for  four  to  eight 
weeks. 


Intravaginal  A pplicator  for  Improved 
Treatment  of  Vaginitis 

This  smooth,  unbreakable,  plastic  device  is 
designed  for  simplified  vaginal  insertion  of 
Floraquin  tablets  by  the  patient.  It  places 
tablets  in  the  fornices  and  thus  assures  coat- 
ing of  the  entire  vaginal  mucosa  as  the  tab- 
lets disintegrate. 

A Floraquin  applicator  is  supplied  with 
each  box  of  50  tablets.  G.  D.  Searle  & Co., 
Chicago  80,  Illinois.  Research  in  the  Service 
of  Medicine. 
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been  recommended.  Beck  encourages  the  use 
of  1 to  5 cc.  However,  Bjork  has  recommended 
as  much  as  10  cc. 

2.  Calcium  Chloride,  5 cc  of  a 10%  solution. 

3.  Procaine  Hydrochloride,  1%  for  persistent 
fibrillation. 


In  the  presence  of  fibrillation,  electro-shock 
stimuli  should  be  administered  prior  to  the  use 
of  procaine  for  the  procaine  will  cause  depres- 
sion of  the  cardiac  mulsculature,  the  use  of  the 
procaine  being  limited  to  the  cases  where  you 
are  unable  to  electrically  defibrillate. 

D.W.N. 


ATTEND  THE  ANNUAL 
MEETING  OF 
THE  ARIZONA 

MEDICAL  ASSOCIATION.  INC 

APRIL  30 

MAY  1,2&3,  1958 


CHANDLER,  ARIZONA 
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SKETCHES  OF  A FEW  FAMOUS 
AMERICAN  PHYSICIAN - 
LEGISLATORS 

During  the  troubled  years  from  1810  to  1849 
—the  War  of  1812,  the  struggle  for  expansion, 
the  Mexican  War,  the  early  political  skirmishes 
over  slavery— there  were  at  least  eight  and 
usually  12  to  18  doctors  in  congress.  In  the  fol- 
lowing few  sessions  of  congress,  the  years  lead- 
ing up  to  the  Civil  War,  the  profession  also  was 
well  represented,  having  from  seven  to  15  of  its 
members  in  the  house  or  senate.  During  the 
Civil  War,  although  a high  percentage  of  the 
doctors  were  with  the  armies,  between  five  and 
seven  usually  were  seated  in  Washington. 

These  statistics  may  be  important,  but  they 
show  nothing  at  all  about  what  these  men  were 
like  as  men,  or  what  impelled  them  into  the 
turmoil  of  national  politics.  In  subsequent  para- 
graphs some  of  them  will  be  described  in  other 
connections— as  state  governors,  as  military  line 
officers,  as  physician-legislators  who  also  made 
unusual  contributions.  Below  are  brief  sketches 
of  a few  not  otherwise  described  in  this  report 
who  were  outstanding: 

Matthew  Thornton,  a contemporary  of  Dr. 
Bartlett  and  the  third  signer  of  the  Declaration 
of  Independence,  was  a colonel  in  the  New 
Hampshire  troops  almost  30  years  before  the 
Revolutionary  War.  Massive  physically  as  well 
as  mentally,  he  is  said  to  have  had  “black  and 
penetrating  eyes  and  an  invincibly  grave  ex- 
pression.” After  one  session  of  the  Continental 
congress,  he  was  appointed  to  his  state’s  supreme 
court  and  thereafter  did  not  practice  medicine. 
One  example  of  his  mental  capacity:  when  past 
80  years  of  age,  he  wrote  a metaphysical  treatise. 

Lyman  Hall,  another  signer  of  the  Declara- 
tion, was  born  in  Connecticut,  graduated  from 
Yale,  then  migrated  to  St.  John’s  Parish  on  the 
Georgia  Coast,  where  he  gathered  around  him 
a colony  of  intellectuals  and  independents. 
When  he  arrived  at  the  Continental  congress  in 
1775,  John  Adams  described  him  as  “intelligent 
and  spirited.  . . . made  a powerful  addition  to 
our  phalanx.”  Like  Dr.  Bartlett  and  most  of 
the  others,  he  suffered  for  his  views.  His  home 
was  burned  by  the  British  in  1778.  Later,  as 


governor  of  Georgia,  he  helped  to  found  the 
University  of  Georgia.  Throughout  his  career 
he  practiced  medicine  while  also  prospering  as 
a rice  planter. 

Benjamin  Rush  of  Pennsylvania,  another  prac- 
ticing physician  who  signed  the  Declaration, 
was  easily  the  most  famous  American  physician 
and  medical  teacher  of  his  generation.  Dr.  Rush 
was  a rugged  character,  brash  and  bold  in  de- 
bate and  in  conduct.  His  correspondence  was 
so  indiscrete— he  feuded  violently  with  Wash- 
ington, among  others— that  his  family  kept  his 
private  papers  secret  until  recent  years.  He 
was  a confidant  of  all  the  important  men  of 
his  age  in  political  life.  It  was  to  him  that  Jef- 
ferson wrote  the  famous  line:  “I  have  sworn 
upon  the  altar  of  God  eternal  hostility  against 
every  form  of  tyranny  over  the  mind  of  man.” 

William  Shippen  of  Pennsylvania  was  a mem- 
ber of  the  Continental  congress  and  a dedicated 
physician  all  his  life,  one  of  the  founders  of  the 
College  of  Philadelphia  (later  University  of 
Pennsylvania)  and  of  the  College  of  New  Jer- 
sey (later  Princeton). 

Samuel  Holten  of  Massachusetts,  a friend  of 
the  Revolution  from  the  beginning,  held  many 
state  posts,  and  was  a member  of  provincial 
congress,  of  the  committee  of  safety  and  at  one 
time  president  pro  tempore  of  Continental  con- 
gress; later  a judge. 

David  Ramsey  of  South  Carolina,  where  he 
moved  from  Philadelphia,  was  an  army  surgeon 
during  the  Revolution.  Captured  at  the  fall  of 
Charleston,  he  was  imprisoned  by  British  for  11 
months.  Later,  a member  of  Continental  con- 
gress and  at  one  time  its  president  pro  tempore, 
he  instituted  the  first  election  contest  ever  filed 
before  congress. 

John  Condit  of  New  Jersey,  was  twice  ap- 
pointed and  twice  elected  to  the  U.S.  senate 
and  several  times  elected  to  the  house.  A 
founder  and  trustee  of  Orange  Academy,  he  was 
an  army  surgeon  during  the  Revolution. 

Samuel  L.  Mitchell  of  New  York,  served  as 
representative  or  senator  from  1800  to  1813.  He 
was  medical  editor  and  professor  of  natural  his- 
tory and  botany  and  materia  meclica  in  the  New 
York  College  of  Physicians  and  Surgeons. 

Westel  Willoughby  Jr.  of  New  York,  was 
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state  judge,  member  of  the  state  assembly  and 
president  of  Western  New  York  College  of  Phy- 
sicians and  Surgeons.  He  was  an  army  surgeon 
(1812)  before  election  to  the  U.S.  house.  He 
founded  the  town  of  Willoughby,  Ohio,  and 
Willoughby  College  (now  part  of  Syracuse  Uni- 
versity ) . 

Royal  S.  Copeland  of  New  York,  perhaps  best 
known  of  the  modern  physician-senators,  en- 
tered political  life  as  mayor  of  Ann  Arbor,  Mich., 
1901-1903,  and  on  moving  to  New  York  City, 
served  as  public  health  commissioner  for  five 
years.  He  was  elected  to  the  senate  in  1922 
and  served  until  his  death  in  1938. 

13  PHYSICIAN-CONGRESSMEN 
ALSO  WERE  GOVERNORS 

Among  the  359  doctors  who  have  reached 
congress,  there  are  scores  who,  the  records  show, 
thirved  on  political  combat.  All  their  lives  they 
were  active  in  state  and  local  politics  and  gov- 
ernment, as  well  as  national.  They  were  sheriffs, 
judges,  state  legislators,  state  and  national  com- 
mitteemen. Records  we  have  studied  are  evi- 
dence that  at  least  13  of  these  men  — doctors 
elected  to  Washington  — also  became  state  or 
territorial  governors  at  one  time  or  another. 

One  of  the  most  colorful  must  have  been  Dr. 
James  W.  Throckmorton  of  Texas,  who  served 
in  the  house  of  representatives  after  the  Civil 
War.  He  was  elected  governor  of  Texas  with- 
out much  trouble,  but  was  thrown  out  of  office 
on  orders  of  General  Sheridan. 

Three  states— Alabama,  Delaware  and  Ohio- 
had  doctors  as  their  first  governors.  William 
W.  Bidd  was  Alabama’s  first  governor,  before 
going  to  congress,  where  he  served  both  in  the 
senate  and  house.  Likewise,  Edward  Tiffin 
was  elected  first  governor  of  Ohio  in  1803,  fol- 
lowing which  he  went  to  Washington  as  a U.S. 
senator.  Joshua  Clayton,  who  had  one  term  in 
the  U.S.  senate  at  the  end  of  the  18th  century, 
was  Delaware’s  first  governor. 

At  least  two  physicians  who  served  in  con- 
gress also  have  been  territorial  governors.  Late 
in  his  career,  William  A.  Newell  was  territorial 
governor  of  Washington,  a job  that  could  not 
have  been  a novelty  to  him  as  he  had  served  as 
New  Jersey’s  chief  executive  between  two  terms 
in  the  U.S.  senate  in  the  mid-19th  century.  Dr. 
Newell  rounded  off  his  career  with  an  appoint- 
ment as  U.S.  Indian  inspector,  starting  in  1884. 


During  the  Civil  War,  William  Jayne  was  Da- 
kota Territory  governor  after  sitting  two  years 
in  the  U.S.  house  as  a non-voting  delegate. 

Other  physician-governors  who  spent  some 
time  in  the  U.S.  house  or  senate:  John  Osborne, 
Wyoming  governor  1893-95;  William  Harrison 
Bissel,  Illinois,  mid-19th  century;  Alexander  M. 
Dockery,  Missouri’s  governor  at  end  of  19th 
century;  William  Eustis,  who  served  as  U.S. 
minister  to  The  Netherlands;  Joseph  Kent, 
Maryland’s  governor  between  terms  in  the  U.S. 
house  and  senate;  and  Drs.  Hall  of  Georgia  and 
Wolcott  of  Connecticut,  mentioned  earlier  as 
signers  of  the  Declaration  of  Independence. 

SCORES  OF  PHYSICIAN-CONGRESSMEN 
ALSO  LED  TROOPS  IN  BATTLE 

When  the  country  was  young  and  bursting 
at  its  seams,  doctors,  like  others,  moved  from 
one  profession  or  business  to  another  rather 
freely— medicine  to  law  to  agriculture  then  per- 
haps back  to  medicine.  But  among  doctors  in 
national  politics,  the  most  popular  transition 
was  from  medicine  to  military  duty  as  line  offi- 
cers, then  back  again  to  medicine.  This  ten- 
dency was  pronounced  during  the  Revolution- 
ary War,  continued  through  the  War  of  1812, 
and  was  not  unusual  in  the  Civil  War,  even 
though  by  that  time  there  was  a national  aware- 
ness of  the  great  value  of  military  surgeons. 

Henry  M.  Shaw  of  North  Carolina,  served 
two  terms  in  the  U.S.  house  of  representatives 
before  the  Civil  War.  But  when  the  fighting 
started  he  showed  up  as  a line  colonel  in  the 
Confederate  Army  and  was  killed  in  action  near 
New  Bern,  N.C. 

Similar  to  his  career  was  that  of  a contem- 
porary, Graham  Fitch  of  Indiana,  who  raised 
a regiment  of  volunteers  for  the  North  and  led 
the  men  as  colonel  until  wounds  forced  his  re- 
tirement. A young  doctor  in  Virginia,  Robert 
E.  Withers,  followed  the  same  course;  a major 
of  infantry,  then  colonel,  finally  discharged  “in 
consequence  of  numerous  disabling  wounds.” 
After  the  war  he  served  in  the  senate,  founded 
the  Lynchburg,  Va.,  News,  was  named  consul 
at  Hong  Kong. 

A generation  earlier,  Solon  Borland  of  Arkan- 
sas had  done  the  same  thing— practiced  medi- 
cine until  the  fighting  started  in  Mexican  and 
Civil  Wars,  then  led  troops  in  battle.  His  sen- 
ate service  came  between  the  wars.  Similarly 
John  Bratton  of  South  Carolina  preferred  fight- 
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ing  to  doctoring;  like  Dr.  Borland  he  had  the 
rank  of  line  brigadier  general  in  the  Confederate 
Army.  He  was  a U.S.  senator  after  the  recon- 
struetion  period. 

In  view  of  these  cases,  it  is  not  unusual  that 
two  physicians  who  served  in  congress  also  were 
selected  as  secretary  of  war.  One  was  Henry 
Dearborn  of  Massachusetts,  line  offieer  in  the 
Revolutionary  War,  seeretary  of  war  for  eight 
years  under  Washington,  member  of  eongress, 
then  senior  major  general  in  command  of  troops 
in  the  War  of  1812.  An  earlier  secretary  of  war 
for  Washington  was  James  MeHenry  of  Mary- 
land, whose  Revolutionary  War  reeord  shows 
him  as  surgeon,  secretary  to  Washington,  mem- 
ber of  Lafayette’s  staff.  He  had  sat  in  the  Con- 
tinental congress. 

THEY  WERE  LAWYERS,  BOTANISTS, 
ASTRONOMERS,  DIPLOMATS,  PREACHERS 

In  addition  to  sitting  in  the  U.S.  congress, 
doctors  had  the  enthusiasm  and  capaeity  for 
many  other  aetivities,  some  unusual.  They  are 
not  easy  to  eatalog.  Following  are  a few  words 
about  more  of  them.  Unless  otherwise  indi- 
eated,  their  congressional  service  was  in  the 
house  of  representatives  and  during  the  years 
shown  in  parentheses: 

John  Areher  of  Maryland  (1801-09)  received 
the  first  medical  degree  issued  on  the  American 
continent.  . . . Several  combined  preaching  or 
theology  with  medicine— John  Bull  of  Missouri 
(1833-35),  Oliver  Cromwell  Comstock  of  New 
York  (1813-19),  Luther  Jewett  of  Vermont 
(1815-17),  Hugh  Williamson  of  North  Carolina 
(1789-93),  and  Manasseh  Cutler  of  Massaehu- 
setts  (1801-05).  Dr.  Cutler  also  had  the  time 
to  be  a lawyer,  botanist  and  astronomer.  . . . 
John  S.  Harrison  of  Ohio  (1853-59)  had  as  good 
a elaim  on  the  White  House  as  a man  could  get 
without  being  eleeted  to  it:  he  was  the  son  of 
one  president  and  the  father  of  another.  The 
first  President  Harrison,  incidentally,  studied 
medicine  but  did  not  praetice.  . . . Two  doc- 
tors who  served  in  the  congress  were  later 
directors  of  the  U.S.  mint,  Samuel  Moore  of 
Pennsylvania  (1817-23)  and  Daniel  Sturgeon 
of  Pennsylvania  (1840-51),  and  one  was  U.S. 
treasurer,  Thomas  T.  Tucker  of  South  Carolina 
(1787-88).  . . . Alexander  Campbell  (senate 
1809-13)  was  viee  president  of  the  first  Ohio 


anti-slavery  soeiety.  . . . Thornes  Dunn  English 
of  New  Jersey  (1891-95),  trained  as  physician 
and  lawyer,  neglected  both  for  writing.  . . . 
Samuel  Fowler  of  New  Jersey  (1833-37)  is 
reeognized  as  the  diseoverer  of  two  minerals, 
fowlerite  and  franklinite.  . . . John  E.  Hutton 
of  Alissouri  (1885-89)  practieed  law  and  medi- 
eine  at  the  same  time.  . . . After  serving  in  the 
house,  George  B.  Loring  of  Massaehusetts 
(1877-81)  was  made  U.S.  eommissioner  of  agri- 
culture, then  minister  to  Portugal.  . . . William 
S.  Haymond  (1875-77)  organized  the  Central 
Medical  College  of  Indianapolis,  after  Civil  War 
service.  . . . Norton  S.  Townsend  of  Ohio  (1851- 
53)  beeame  prominent  in  scientifie  agriculture. 
. . . William  Darlington  of  Pennsylvania  (1815- 
23)  was  internationally  reeognized  as  a botan- 
ist. . . . Robert  B.  Vance  of  North  Carolina 
served  one  term  ( 1823-25 ) , was  defeated  three 
consecutive  times  when  he  tried  again,  the  last 
time  with  a degree  of  finality:  his  successful 
opponent  killed  him  in  a duel. 

PHYSICIAN  MEMBERS  OF  THE 
85th  CONGRESS 

Walter  H.  Judd  of  Alinnesota,  member  of 
house  since  1942.  Seiwed  in  field  artillery  in 
World  War  I,  medical  missionary  in  China 
(1925-31  and  1934-38;  just  prior  to  World  War 
II  staged  virtually  one-man  campaign  to  arouse 
people  of  U.S.  against  Japanese  military  expan- 
sion. Arthur  L.  Miller  of  Nebraska,  member  of 
the  house  since  1942.  Army  reserve  surgeon  in 
World  War  I,  Alayor  of  Kimball,  Neb.,  mem- 
ber Nebraska  legislature,  state  health  director. 
Ivor  D.  Fenton  of  Pennsylvania,  member  of  the 
house  since  1939.  Army  surgeon  for  20  months 
in  World  War  I,  11  months  overseas.  Thomas 
F.  Morgan  of  Pennsylvania,  member  of  the 
house  since  1944.  Maintains  practice  at  Fred- 
eriektown.  Pa.  Will  E.  Neal  of  West  Virginia, 
member  of  the  house  1952-54,  elected  agaiu 
for  1957-58.  General  practice  at  Huntington, 
W.Va.,  sinee  1906,  with  exception  three  years 
as  mayor.  Served  in  state  legislature  and  in 
various  health  posts.  Antonio  Fernos-Isern, 
Puerto  Rico’s  resident  commisisoner  in  Wash- 
ington sinee  1946.  Cardiologist,  professor  of 
publie  health  in  Sehool  of  Tropical  Medicine 
of  Puerto  Rico,  commissioner  of  health,  and 
acting  governor  of  the  island  se\  cral  times  prior 
to  election  to  the  house. 
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opics  of  ^^urrent  <^7\^cdical  •interest 


RX.,  DX.,  AND  DRS. 

Guillermo  Osier,  M.D. 


T 

IHE  Arizona  Heart  Association  has  made  a lot 
of  solid  scientific  friends  through  its  recent  meet- 
ing. . . . First,  they  had  good  speakers.  Second,  they 
let  them  speak.  Third,  they  were  hospitable,  and 
welcomed  quite  a few  who  were  attracted  from 
California.  . . . This  we  hear  on  good  authority 
(Dr.  Hoagland  of  Pasadena,  who  said  these  opin- 
ions represented  the  California  guests). 


A couple  of  years  ago,  we  reported  that  POOL- 
ED PLASMA  lost  the  hazard  of  producing  SERUM 
HEPATITIS  if  it  were  simply  stored  for  six 
months.  Hoxworth  and  Haesler  have  confirmed 
the  work  of  Allen  in  this  regard,  and  proved  that 
it  was  safer  than  whole  blood,  even  when  the 
latter  had  been  irradiated. 


The  most  recent  example  of  "interpretation" 
(which  varies  according  to  what  portion  of  the 
elephant  you  feel)  has  been  seen  in  the  announce- 
ments on  the  use  of  diagnostic  x-rays  for  TB  and 
Ca  case-finding.  . . . The  NatT  TB  Ass’n  sent  one 
out,  urging  precautions,  but  approving  a con- 
siderable use.  The  USPHS  sent  one  out,  but  only 
after  a press-release  interview.  . . . You’d  never 
know  it  was  the  same  animal,  since  someone  de- 
cided that  it  was  a warning  against  the  use  of 
case-finding  films.  (Even  Arizona  Medicine,  in  the 
January  1958  issue,  accepted  the  negative  view 
when  it  said,  “PHS  Advises  Against  Community- 
Wide  TB  X-Ray  Campaigns”).  ...  A comparison  of 
the  two  reports  shows  very  little  difference.  They 
both  favor  x-ray  case-finding  when  indicated;  are 
against  it  when  not  indicated;  and  urge  a logical 
caution  in  the  technique.  ...  It  sure  put  the  brake 
on  case-finding,  though,  and  sure  confused  some 
of  the  public  just  as  the  Seal  sale  began. 


An  abstract  of  an  article  in  the  JAMA  (Bu- 
kantz  and  Aubuchon)  has  been  simply  titled, 
"STEROID  THERAPY  EXTREMELY  EFFECTIVE 
IN  ALLERGIC  DISEASE".  The  authors  used  the 
modern  "prednis"  drugs  on  all  sorts  of  allergic 
conditions  in  children  and  adults  with  very  good 
results.  They  watched  closely  for  complications; 
they  stopped  when  they  thought  wise;  and  they 
often  restarted  when  the  original  process  was  not 
completely  resolved.  . . . Another  group  at  Johns 
Hopkins  has  surveyed  their  use  of  steroids  in 
DRUG  AND  SERUM  ALLERGIES.  The  effects 
were  usually  good  and  definitive  in  "serum  sick- 
ness' (penicillin,  et  al.).  The  results  were  very  fine 
for  drug  allergies,  both  for  prevention  and  cure, 
but  only  while  the  steroid  was  in  use.  . . . We  have 
a strong  feeling  that  this  allows  use  of  the  drugs, 
and  protects  the  patient,  but  if  the  drug  is  to  be 


continued  for  long,  a program  of  hyposensitiza 
lion  is  necessary. 


Another  Arizonan  has  been  quoted  in  the  Upjohn 
Scope  section,  "Questions  for  Doctors  — and  An- 
swers." Dr.  Richard  B.  Johns,  a pediatrician  in 
Phoenix,  gave  his  opinion  on  how  detail  men  from 
drug  houses  could  alter  their  approach.  His  ideas 
— have  them  make  appointments  — have  reprints 
available. 


Dr.  Jerome  Kay,  also  a pediatrician  and  also 
from  Phoenix,  was  queried  by  the  same  publi- 
cation a few  weeks  ago:  "In  what  ways  could  your 
internship  or  residency  training  have  been  im- 
proved to  prepare  you  for  the  problems  of  prac- 
tice?" He  said  that  he  had  been  fortunate.  How- 
ever, there  was  loo  little  lime  to  read  medical 
journals,  and  he  believes  they  would  have  profiled 
by  a preceptorship.  . . . (That  Upjohn  man  never 
gets  to  Tucson,  or  Douglas,  or  Prescott,  or  Yuma?) 


Arizona  was  mentioned  again  in  the  same  tab- 
loid when  the  “explosive  outbreak  of  infectious 
hepatitis"  at  Chinle  was  described.  There  were, 
as  you  probably  know,  325  children  at  an  Indian 
boarding  school  on  the  Navajo  reservation  affect- 
ed. The  U.  S.  Indian  Health  Field  Service  whip- 
ped in  a team,  used  quarantine  and  gamma  globu- 
lin. The  Arizona  and  New  Mexico  health  depart- 
ments helped.  The  attacks  were  mild,  brief,  and 
the  results  were  good. 


A few  basic  items  regarding  EMPHYSEMA 
turned  up  this  past  week.  . . . The  pathology  con- 
sists of  a permanent  dilatation  in  the  alveoli,  and 
a loss  of  elastic  tissue.  . . . The  cause  is  uncertain, 
since  inheritance,  infection,  allergy,  bronchilar  ob- 
struction, traction,  age,  etc.,  may  be  involved.  . . . 
The  types  include  local  or  diffuse  areas;  senile,  ob- 
structive, and  compensatory.  . . . The  vital  capacity 
test  is  of  little  use  in  deciding  its  severity,  though 
timed  vital  capacity  and  maximum  breathing  capa- 
city tests  (with  a respirometer)  are  helpful.  . . . 
CYANOSIS  (as  shown  years  ago  by  Comroe)  is 
hard  to  see  with  much  accuracy.  A few  hospitals 
(Mayo's.  University  of  Chicago,  Presbyterian  of 
Philadelphia,  et  al.)  have  developed  OXIMETRY 
to  check  the  blood  color  and  oxygen  content,  us- 
ing a device  attached  to  the  ear  which  continu- 
ously compares  the  absorption  of  both  red  and 
infra-red  light  by  the  ear.  . . . The  difference  be- 
tween DYSPNEA  resulting  from  emphysema  and 
from  a cardiac  cause  can  usually  be  told  by  other 
signs,  but  a method  new  to  this  Osier  is  the  use 
of  a diuretic,  weigh  the  patient  daily;  give  a 
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HEAR  in  CROWDS 


Now,  hear  twice  as  well  - WITH  BOTH  EARS 


Hearing  Glasses 

MAICO  of  PHOENIX 

HEARING  SERVICE 

40  W.  Monroe  - Ph.  AL  8-0270 

WE  GUARANTEE  TO  THE  DOCTOR  AND  HIS  PATIENT 


WIKLE^S 

Specializing  In 

OFFICE  SUPPLIES 

22  East  Monroe 
Alpine  8-1581 
Phoenix,  Arizona 


MEDICAL  SUPPLY  DIRECTORY 


Arizona  Medical  Supply  Co.,  Inc. 

Phone  AAA  3-7581 

1027  E.  Broadway  — Tucson,  Arizona 
Verna  E.  Yocum,  Pres.  George  F.  Dyer,  V.  Pres. 


No  more  late  billing... 


All-Electric  machine  makes  itemized  statement 
in  4 seconds  . . . right  from  your  account  cards 


No  more  late  billing  when  you  send  itemized  statements  made  in  just  4 
seconds.  With  the  new  THERMO-FAX  ’'Secretary”  Copying  Machine, 
your  nurse  or  receptionist  copies  office  account  cards  for  only  2^  per  copy. 
This  copy  ts  the  oill.  You  save  time,  simplify  your  billing  . . . and  your 
patients  get  the  itemized  statements  they  want.  New  All-Electric  copy 
maker  costs  just  $299*.  Dry  process  eliminates  chemicals  or  special 
installations.  *Sugsesleel  retail priee. 


The  terms  THERMO-FAX  and  SECRETARY  are  trade- 
marks of  Minnesota  Mining  & Mfg.  Co.,  St.  Paul  6,  Minn. 
General  Export:  99  Park  Avenue.  New  York  16,  N.  Y, 
In  Canada;  P.  0.  Box  757.  London,  Ont. 


fey  HUGHES  CALIH  AN,^ 


C OK  P O RATIO  I 


1311  N.  Central 


417  E.  3rd  St. 


Phoenix,  Arizona 


Tucson,  Arizona 


AL  8-3461 


AAA  4-4372 


AA.  O.  Kerfoof,  Sec. 
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hypodermic  of  some  mercurial  diuretic;  and  if 
the  loss  in  24  hours  is  about  three  pounds  or  more, 
the  cause  is  CARDIAC. 


Everybody  takes  a swat  at  BCG  vaccination 
against  TB.  The  USPHS  comes  up  with  a recom- 
mendation for  restricted  usage  which  is  essentially 
the  same  as  that  of  the  American  Trudeau  Society 
seven  years  ago.  A logical  list,  but  it  was  not 
restricted  because  of  inefficiency.  . . . The  effec- 
tiveness is  said  by  USPHS  to  be  “from  0 to  80 
per  cent,”  whatever  that  means.  . . . This  Osier  be- 
lieves that  the  best  controlled  series  show  good 
protection  (3-or-4-to-l  ratio  compared  with  non- 
vaccinated  controls).  Also,  in  regard  to  the  per 
cent  of  “takes”,  we  can  report  a recent  small  series 
of  nurses  in  which  100  per  cent  had  typical  re- 
actions at  the  vaccinated  site  at  60  days,  and  100 
per  cent  had  a positive  tuberculin  test  to  PPD 
No.  2. 


HYPNOSIS,  which  has  a number  of  real  diag- 
nostic and  therapeutic  uses,  but  which  has  been 
abused  for  100  years,  has  had  a renascence.  . . . 
Committees  on  mental  health  have  roused  up  and 
passed  resolutions  concerning  its  use.  Their  con- 
clusion, which  follows  the  "In  view  of  — " and  the 
"Whereas,"  could  be  guessed  beforehand,  and  is 
quite  logical  — teaching  of  the  method  should  be 
under  recognized  medical  and  dental  auspices. 


Reactions  to  penicillin  are  increasing  each  year 
said  Dr.  Welch,  chief  of  the  food  and  drug  division 
of  antibiotics.  They  made  their  first  survey  (1956- 
1957),  and  found  that  penicillin  was  the  chief 
cause.  The  total  of  1,072  severe  reactions  included 
809  anaphylactoid  shock,  107  superinfections,  70 
severe  dermatoses,  46  blood  dyscrasias,  and  38 
cases  of  angioneurotic  edema.  . . . Dr.  R.  M.  Becker 
of  Madison,  Wis.,  believe  that  200  to  300  deaths 
could  be  avoided  this  year  by  the  use  of  IV 
penicillinase.  He  reported  46  cases  where  penicil- 
linase alone  had  a good  effect  in  about  50  per 
cent.  ...  It  should  be  mentioned  that  in  October 
1957  Schenlabs  had  reported  a purified  injectable 
penicillinase  called  “Neutrapen”  which  is  called 
“specific.”  It  was  not  then  available,  but  prob- 
ably is  now.  Any  clinic  or  hospital  or  first  aid 
department  might  like  to  have/need  some. 


We  again  brag  of  fhe  TB  CASE-FINDING  PRO- 
GRAM which  the  VA  uses  in  its  173  hospitals  and 
in  its  regional  offices.  All  patients  and  employes 
are  supposed  to  have  an  x-ray  of  the  chest  every 
six  months,  and  most  of  them  do.  . . . Two  thou- 
sand (repeat.  2,000)  cases  of  unsuspected  TB  are 
found  a year.  It  is  probable  that  Dr.  Leo  Sch- 
neider. current  TB  control  chief,  would  give  a 
cheer  for  Dr.  John  Barnwell  who  originated  the 
plan.  ...  It  is  interesting  to  note  that  the  num- 
ber of  cases  found  among  employes  dropped  from 
144  in  1950  to  53  in  1956,  and  the  occurrence 


among  33,578  newly  admitted  NP  patients  was 
410  cases,  while  among  45,571  patients  in  resi- 
dence (once  surveyed)  only  55  were  found.  This 
suggests  an  effective  program. 


Dr.  John  Adrian!  of  Charity  Hospital  in  New 
Orleans  (and  once  one  of  Dr.  Ralph  Water’s  boys 
in  the  pioneer  anaesthesia  school  of  the  University 
of  Wisconsin  Hospitals)  has  reported  on  the  use  of 
a new  British  drug,  “Megimide.”  It  quickly  awak- 
ens persons  in  deep  coma  from  overdoses  of  bar- 
biturates when  given  by  hypodermic.  It  was  suc- 
cessful in  75  per  cent,  but  an  overdose  can  cause 
convulsions. 


AURICULAR  INFARCTION  was  thought  to  be 
very  rare  up  to  1942  when  Cushing,  et  al.,  showed 
that  it  was  present  in  31  of  182  cases  of  myo- 
cardial infarction.  Ante-mortem  diagnosis  has 
been  rare  since  then.  Kaufman  and  colleagues  of 
Detroit  have  reported  the  third  such  case  since 
the  first  one  in  1946.  . . . Another  cardiac  situation 
which  we  believe  to  be  rare  but  even  more  often 
unrecognized  is  CORONARY  PAIN  FROM  PUL- 
MONARY HYPERTENSION.  There  are  a half 
dozen  theories  as  to  its  cause,  but  Golden  of  Los 
Angeles  has  found  that  the  position  of  the  left 
coronary  artery  may  provide  a clue  to  the  symp- 
tom. It  leaves  the  aorta  between  that  vessel  and 
the  conus  of  the  pulmonary  artery.  When  hyper- 
tension in  the  latter  (from  a valve  or  arteriolar 
source)  causes  dilatation  of  the  conus,  it  presses 
against  the  coronary  vessel,  narrows  it,  produces 
ischemia  and  the  resultant  pain.  They  note  that 
adrenergic  drugs  relieve  the  pain  (contrary  to 
other  coronary  lesions),  and  nitroglycerine,  et  al., 
make  it  worse.  . . . We'll  have  to  find  a case  before 
we  can  study  it. 


Anaphylaxis  is  accompanied  by  the  sudden 
presence  in  the  plasma  of  both  serotonin  and  his- 
tamine. It  is  suggested  that  both  are  responsible 
for  some  of  the  tissue  changes  which  occur,  not- 
ably in  the  lung.  . . . Waalkes  and  colleagues  find 
that  serotonin  is  released  from  platelets  (which  are 
very  scanty  at  the  time),  and  histamine  comes  from 
both  platelets  and  tissues.  . . . Some  day  soon  this 
here  serotonin  should  be  surveyed  in  a paragraph 
or  two;  it  is  cropping  up  in  too  many  connections 
to  be  ignored. 


MEDBCAL  EQUIPMENT  SERVICE 


THE  ARIZONA  MEDICAL  EQUIPMENT 
& SERVICE  CO. 

All  Types  And  Makes  Of  Medical  & Scientific  Apparatus 
Repaired 

Maiority  of  all  repair  parts  in  stock  and  immediately  available. 

1005-B  N.  7th  Street,  Phoenix,  AL  3-9155  or  CR  4-4171 
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1,  Recurrent  joint  pain  followed  by 
long  periods  of  complete  remis- 
sion. (Percentages  refer  to  inci- 
dence.) 


3i  Elevated  serum  uric  acid  levels. 


2.  Enlargement  of  bursae  such  as  in 
this  case  involving  the  olecranon 
bursa. 


4.  Colchicine  test:  full  dose  (0.5 
mg. ) every  1 to  2 hours  until  pain 
is  relieved  or  nausea,  vomiting  or 
diarrhea  occur.  The  test  requires 
usually  8 to  16  doses.  Pain  relief 
is  highly  indicative  of  gout. 


FROM  THESE  FINDINGS... SUSPECT  GOUT: 

^BENEMID 

PROBENECID 

A SPECIFIC  FOR  GOUT 


Once  findings  point  to  gout,  long-term  management  can  be  started 
with  Benemid.  This  effective  uricosuric  agent  has  these  unique 
benefits: 


• Urinary  excretion  of  uric  acid  is  approximately  doubled. 

• Serum  uric  acid  levels  are  reduced. 


• Uric  acid  deposits  (tophi)  in  tissues  are  mobilized. 

• Formation  of  new  tophi  can  often  be  prevented. 

• Fewer  attacks  and  severity  is  reduced. 

RECOMMENDED  DOSAGE:  0.25  Gm.  ( V2  tablet)  twice  daily  for 
one  week  followed  by  1 Gm.  (2  tablets)  daily  in  divided  doses. 


MERCK  SHARP  & DOHME 


Benemid  is  a trade-mark  of  Merck  & Co.,  Inc. 


DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1,  PA. 
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THE  ARIZONA  MEDICAL 
ASSOCIATION,  INC. 

COUNCIL  MEETING 

H EETING  of  Council  of  The  Arizona  Medical 
Association,  Inc.,  held  Sunday,  Jan.  26,  1958, 
Tueson,  Ariz.,  D.  W.  Melick,  M.D.,  chairman, 
presiding. 

COMMITTEE  APPOINTMENTS 
Fee  and  Contractual  Medicine  Committee 
It  was  moved  by  Doetor  Craig,  seconded  by 
Doctor  Edel  and  unanimously  carried  that  the 
resignation  of  Doctor  Barfoot  be  received  and 
accepted  with  regret;  and  Clyde  E.  Flood,  M.D. 
(Mesa),  be  appointed  a member  of  this  fee 
and  contractual  medicine  eommittee  to  serve 
during  the  remainder  of  the  fiscal  year  1957-58. 
Safety  Committee 

It  was  moved  by  Doctor  Edel,  seconded  by 
Doctor  Craig  and  unanimously  carried  that 
Doetors  John  A.  Eisenbeiss  (neurosurgery), 
Alvin  L.  Swenson  (orthopedics),  Charles  Neu- 
mann ( psyehiatry ) , Woodson  Young  (general 
medicine),  and  Frederick  P.  Carriker  (oph- 
thalmology), be  appointed  as  additional  mem- 
bers to  the  safety  eommittee  for  the  balance 
of  the  1957-58  year. 

FEE  AND  CONTRACTUAL  MEDICINE 
COMMITTEE-REPORT 
The  fee  and  eontractual  medicine  committee 
in  meeting  held  Jan.  5,  1958,  discussed  panel 
practice  of  medicine  in  Arizona  which  problem 
was  precipitated  by  recent  actions  of  the  Argo- 
naut Insurance  Company  involving  employes  of 
the  Hughes  Aireraft  Company  and  members  of 
the  Pima  County  Medieal  Society  in  Tueson. 
The  following  recommendations  were  directed 
referred  to  council  for  its  further  consideration: 
1.  That  the  committee  on  fee  and  contractual 
medicine  of  The  Arizona  Medieal  Association, 
Inc.,  recommends  to  the  eouncil  of  The  Arizona 
Medical  Association,  Inc.,  that  it  ratify  the  reso- 
lution passed  by  the  house  of  delegates  of  the 
Ameriean  Medical  Association  in  session  in 
Philadelphia,  Pa.,  in  Deeember  1957,  to  the 
effect  that  the  1927  opinion  of  the  judicial  coun- 
cil of  the  American  Medical  Association  was 
re-affirmed  with  regard  to  conditions  of  con- 
tract practice,  namely:  that  “there  are  many 
eonditions  under  which  contract  practice  is  not 
only  legitimate  and  ethical,  but  in  fact  the  only 
way  in  which  competent  medical  service  can 


be  provided”  but  that  contract  practice  of  medi- 
cine would  be  determined  to  be  unethical  if  “a 
reasonable  degree  of  free  choice  of  physician 
is  denied  those  cared  for  in  a community  where 
other  competent  physicians  are  readily  avail- 
able.” 

2.  That  it  be  the  further  recommendation  of 
the  committee  on  fee  and  contractual  medicine 
to  the  council  of  The  Arizona  Medical  Associa- 
tion, Inc.,  that  the  physicians  throughout  Ari- 
zona be  apprised  that  in  accordance  with  this 
principle  of  medieal  ethics  they  not  join  any 
medical  program  which  excludes  the  other  mem- 
bers by  any  given  employer. 

Motion  was  made  by  Doetor  Jarrett,  seconded 
by  Doetor  Edel  and  unanimously  carried  recom- 
mending the  adoption  of  part  one  of  the  recom- 
mendations in  the  committee  report.  It  was 
moved  by  Doctor  Manning,  seconded  by  Doc- 
tor Jarrett  and  carried  with  Doctor  Steen  dis- 
senting that  part  two  of  the  recommendations 
in  the  committee  report  be  amended  to  read: 
“that  the  physicians  throughout  Arizona  be  ap- 
prised that  in  accordance  with  this  principle  of 
medical  ethics  they  not  join  any  medical  pro- 
gram that  excludes  the  other  members  of  the 
local  county  medical  societies  from  caring  for 
the  patients  employed  by  any  given  employer 
or  agent  under  aceepted  conditions  for  insur- 
ance payment  of  the  fee.” 

Motion  was  made  by  Doctor  Jarrett,  seconded 
by  Doctor  Edel  and  unanimously  carried  that 
part  two  of  the  recommendations  in  the  eom- 
mittee report,  as  amended,  be  adopted. 

PRESIDENTIAL  APPRECIATION  PLAQUES 
-REPORT 

It  was  reported  that  in  accordance  with  diree- 
tion  of  council  at  the  Nov.  24,  1957,  meeting, 
bids  for  presidential  appreciation  plaques  were 
asked  and  received.  Charles  J.  Butler,  Appre- 
ciation Plaques,  Evansville,  Ind.,  submitted  the 
low  bid  of  $27.50  each,  on  the  basis  of  27  plaques 
(for  all  living  past  presidents  of  this  associa- 
tion) with  a quotation  of  $27.50  to  apply  to 
all  future  orders  for  such  plaques  based  on  to- 
day’s cost  of  labor  and  materials. 

It  was  moved  by  Doctor  Jarrett,  seeonded  by 
Doetor  Smith,  and  unanimously  carried  that  we 
authorize  the  purchase  of  27  of  these  plaques 
at  a cost  of  $27.50  each  and  award  the  eontract 
to  Butler  ( Charles  J.  Butler,  Appreeiation 
Plaques ) . 
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MEDICARE  COMMITTEE 
Supple mentol  Agreement— Administrative 
Services 

A letter  from  the  department  of  the  army, 
dated  Dec.  31,  1957,  over  the  signature  of 
Walker  W.  Evans,  Lt.  Col.,  was  read  by  the 
executive  secretary  in  part  as  follows: 

“Inclosed  for  execution  are  copies  of  a pro- 
posed modification  to  our  Medicare  contract. 
This  modification  provides  specific  authoriza- 
tion for  certain  expenses  incurred  by  the  com- 
mittee or  board  maintained  in  accordance  with 
the  article  of  the  contract  entitled  ‘Administra- 
tive Services’  to  be  re-imbursed  by  the  govern- 
ment as  allowable  costs. 

“In  general,  this  office  has  discouraged  the 
compensation  of  committee  or  board  members 
under  the  contract.  This  position  has  been  based 
on  the  contention  that  such  members  were  not 
in  the  employ  of  the  government,  but  instead 
were  serving  the  interests  of  the  physicians  in 
their  respective  geographical  areas;.  In  this  con- 
nection, their  functions  at  committee  meetings 
essentially  are  to  determine  that  the  Medicare 
program  is  being  carried  out  by  physicians  con- 
sistent with  normal  practices  and  that  the 
amounts  charged  by  them  are  not  out  of  line 
with  existing  fees  in  the  community.  Several 
contractors  have  indicated  that  while  this  con- 
tention is  valid,  committee  members  do  incur 
‘out  of  pocket’  expenses  which  should  be  re- 
imbursed under  the  contract. 

“It  is  indeed  appreciated  that  ‘out  of  pocket’ 
expenses  are  incurred  by  committe  members. 
However,  it  is  necessary  that  expenses  of  the 
program  be  kept  low  and  it  would  be  impos- 
sible for  the  program  to  cover  even  the  ‘out  of 
pocket’  expenses  of  the  large  committees.  In- 
formation available  to  this  office  indicates  that 
committees  vary  in  size  from  one  member  to 
more  than  20.  While  the  number  of  committee 
members  required  to  review  and  act  upon  Medi- 
care claims  is  a matter  to  be  established  by  each 
contractor,  the  extent  to  which  expenses  in- 
curred by  these  members  can  be  re-imbursed 
is  a matter  for  separate  determination.  In  order 
to  defray  some  of  these  expenses  on  a uniform 
basis,  an  allowance  has  been  developed  which 
is  proportional  to  the  number  of  Medicare  claims 
processed  in  each  geographical  area  under  ex- 
isting contracts.  All  states  were  categorized  into 
four  groups  based  on  this  volume,  and  each  state 
will  be  authorized  an  annual  expenditure  of 


either  $240,  $480,  $840,  or  $1,200.  This  allow- 
ance may  be  used  for  lunches,  dinners,  expenses 
of  members,  but  not  for  salaries. 

“The  allowance  established  in  the  attached 
contract  modification  is  for  the  period  Jan.  I, 
1958  through  the  current  expiration  date  of  our 
contract.  Upon  extension  of  the  contract,  a 
separate  amount  will  be  specified  to  cover  ex- 
penses incurred  during  the  new  contract  pe- 
riod. ^ ^ 

It  was  moved  by  Doctor  Craig,  seconded  by 
Doctor  Knight  and  unanimously  carried  that  the 
president  and  secretary  be  authorized  to  sign 
the  supplemental  agreement  for  execution  of 
administrative  services  from  Jan.  I,  1958  to  Feb. 
28,  1958,  totaling  $80. 

SUPPLEMENTAL  AGREEMENT  - CHANGE 

NO.  8 “JOINT  DIRECTIVE’’  DENTISTS 
AND  OTHER  PROFESSIONAL 
SERVICES 

It  was  reported  that  the  supplemental  agree- 
ment, change  No.  8,  joint  directive,  dentists  and 
other  professional  services,  has  been  reviewed 
by  Mr.  Donald  Lau  (executive  director- Arizona 
Blue  Shield-fiscal  administrator)  and  his  staff 
and  that  it  deals  generally  with  summarizing 
the  extent  of  dental  care  which  will  be  recog- 
nized under  the  Medicare  program  which  does 
not  directly  affect  the  association  and  that  Mr. 
Lau  recommends  execution  thereof. 

It  was  moved  by  Doctor  Hileman,  seconded 
by  Doctor  Steen  and  unanimously  carried  that 
this  (supplemental  agreement)  be  executed  in 
the  usual  manner. 

SUPPLEMENTAL  AGREEMENT-AUDIT- 
ING PROCEDURES-ANNUAL 
VS.  SEMI-ANNUAL 

It  was  reported  that  the  department  of  the 
army,  office  of  dependents’  medical  care,  by 
supplemental  agreement,  wishes  to  modify  that 
portion  of  the  Medicare  contract  calling  for  a 
semi-annual  audit  of  the  fiscal  administrator’s 
books  to  call  for  an  annual  audit  thereof.  ^ Mr. 
Donald  Lau  again  recommends  execution  of 
this  supplemental  agreement.  It  was  moved  b\' 
Doctor  Craig,  seconded  by  Doctor  Podolsky  and 
unanimously  carried  that  this  supplemental 
agreement  be  executed  in  the  iisual  manner. 
SUPPLEMENTAL  AGREEMENT  - CON- 
TRACT EXTENSION  MARCH  1,  1958  TO 
FEB.  28,  1959-COUNSEL  REPORT- 
EDWARD  JACOBSON,  ATTORNEY 

The  executive  secretary,  rcferriug  to  the  sup- 
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plenieiital  agreement  for  the  extension  of  the 
Medicare  contract  btween  this  association  and 
the  department  of  the  army,  office  for  depend- 
ents’ medical  care  from  March  1,  1958,  to  Feb. 
28,  1959,  reported  that  counsel  for  the  associa- 
tion had  reviewed  the  proposed  contract  and 
with  the  exceptions  of  certain  recommended 
modifications  in  Article  3.  a.  ( 1 ) and  Article  3. 
a.  (5)  which  have  been  inserted,  and  comments 
on  Article  3.  b.  which  have  been  noted,  and 
based  upon  the  provisions  of  the  paragraph 
numbered  4 on  page  2 of  the  proposed  new 
agreement,  “we  believe  that  the  new  agree- 
ment, from  and  after  its  effective  date,  wholly 
replaces  the  old  agreement.” 

Counsel  further  states: 

“The  balance  of  the  changes  in  these  docu- 
ments seem  to  deal  either  with  changes  in  the 
duties  of  the  fiscal  administrator,  changes  in 
wording  or  arrangement,  changes  required  to 
extend  the  contract  for  another  year,  or  pro- 
cedural changes  respecting  the  activities  of  the 
association.  On  none  of  these  do  we  believe 
our  comments  would  be  in  order.  All  we  can 
say  respecting  them  is  that  if  the  association 
believes  it  can  practically  and  comfortably  op- 
erate within  the  framework  of  these  provisions, 
then,  and  with  the  specific  recommendations 
above  indicated,  it  is  our  opinion  that  the  con- 
tract is  in  order  for  execution.” 

Discussion  ensued  regarding  payment  of  fees 
for  post-operative  and  pre-operative  care. 

It  was  moved  by  Doctor  Jarrett,  seconded  by 
Doctor  Podolsky  and  unanimously  carried  that 
council  go  on  record  as  not  approving  the  pre- 
or  post-operative  payment  to  a physician  other 
than  the  surgeon  where  the  surgeon  is  available 
to  render  those  services. 

It  was  moved  by  Doctor  Jarrett,  seconded  by 
Doctor  Podolsky  and  unanimously  carried  that 
the  percentage  of  the  surgical  fee  to  be  paid 
for  post  operative  care  by  other  than  the  sur- 
geon be  established  at  20  per  cent  of  the  surgical 
fee  and  to  be  deducted  from  the  surgical  fee. 

Further  discussion  ensued  regarding  the  re- 
negotiation of  the  Medicare  contract. 

It  was  moved  by  Doctor  Beaton,  seconded  by 
Doctor  Poison  and  unanimously  carried  that  our 
representative  to  the  Medicare  negotiations  be 
authorized  to  negotiate  and  approve  a contract, 


which  would  then  be  returned  to  the  associa- 
tion for  the  necessary  official  signature,  with- 
out the  necessity  of  further  council  action. 

RESOLUTION -ARIZONA  COMMISSION 
FOR  THE  IMPROVEMENT  OF  THE 
CARE  OF  THE  PATIENT-BY 
FRANCIS  J.  BEAN,  M.D. 

Doctor  Francis  J.  Bean  appeared  before  coun- 
cil to  present  and  elaborate  upon  a resolution 
by  the  Arizona  Commission  for  the  Improve- 
ment of  the  Care  of  the  Patient  and  its  asso- 
ciation, if  any,  with  the  Joint  Committee  on  Im- 
provement of  Nursing  Services,  of  The  Arizona 
Medical  Association,  Inc.  The  resolution  follows: 

“WHEREAS,  the  Arizona  Commission  for  the 
Improvement  of  the  Care  of  the  Patient  is  com- 
prised of  representatives  from  the  three  estab- 
lished organizations  having  most  to  do  with 
medical  and  hospital  care  and, 

“WHEREAS,  their  chief  function  has  been  to 
obtain  a better  understanding  and  co-ordination 
of  the  problems  of  the  three  groups  by  such  in- 
formal or  formal  methods  as  may  seem  appro- 
priate and, 

“WHEREAS,  no  other  group  of  individuals 
or  organizations  within  the  state  seems  to  oc- 
cupy  quite  the  same  position  and, 

“WHEREAS,  it  has  come  to  the  attention  of 
members  of  the  commission  that  within  the 
present  year  there  have  been  throughout  the 
state  at  least  four  instances  (Winslow,  Tomb- 
stone, Wickenburg  and  San  Manuel)  where 
good  patient  care  and  the  establishment  of 
standards  for  such  has  been  threatened  or  actu- 
ally curtailed  and, 

“WHEREAS,  it  is  felt  by  the  commission  that 
joint  action  of  the  medical,  nursing  and  hospital 
interests  might  have  prevented  such  disturbance 
of  good  patient  care; 

“THEREFORE,  be  it  hereby  resolved  (I) 
that  the  commission  communicate  with  each  of 
its  parent  organizations  advising  them  of  the 
above  situation  and  urging  that  each  organiza- 
tion do  its  utmost  through  its  own  proper  chan- 
nels to  prevent  the  recurrence  of  similar  in- 
stances in  the  future;  and  (2)  that  they  be  fur- 
ther urged  to  consider  the  formation  of  an  offi- 
cial committee  comprised  of  members  from  each 
organization  which  might  serve  in  an  advisory' 
capacity  to  help  in  the  solution  of  such  similar 
difficulties  as  may  occur  or  to  prevent  their 
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arising;  (3)  that  the  medical  association  espe- 
cially be  urged  to  participate  actively  in  such 
an  endeavor;  (4)  the  joint  commission  further 
resolves  to  make  available  its  services  to  what- 
ever degree  they  might  be  helpful  toward  the 
instrumentation  of  the  above  situation.” 

It  was  moved  by  Doctor  Jarrett,  seconded  by 
Doctor  Hileman  and  unanimously  carried  that 
the  first  portion  of  this  resolution:  (“WHERE- 
AS, the  Arizona  Commission  for  the  Improve- 
ment of  the  Care  of  the  Patient  is  comprised  of 
representatives  from  the  three  established  or- 
ganizations having  most  to  do  with  medical  and 
hospital  care,  * * *”),  is  entirely  proper  and 
that  we  adopt  this  portion. 

Doctor  Beaton  asked  if  it  would  be  satisfac- 
tory to  the  commission  that  the  medical  society 
make  available  the  services  of  its  members  on 
the  commission  for  the  investigation  and  adjudi- 
cation, etc.,  of  complaints  which  might  involve 
nursing  services  or  administrative  problems,  but 
would  reserve  to  itself  always  the  investigation 
and  adjudication  of  any  problems  that  involve 
doctors. 

It  was  requested  that  Doctor  Bean  have  the 
commission  spell  out  its  rules  and  regulations 
under  which  it  functions,  making  a request  for 
the  services  of  our  Joint  Committee  on  Improve- 
ment of  Nursing  Services,  if  this  has  not  already 
been  done,  and  report  back  to  this  council  on 
or  before  April  30,  1958. 

GRIEVANCE  COMMITTEE 
Operational  Recommendations 

The  grievance  committee  views  with  alarm 
the  increased  incidence  of  disputes  and  the 
swelling  under-current  of  disquieting  malicious 
gossip  that  occurs  in  a certain  area  of  the  state. 
It  has  considered  several  grievances  from  this 
area,  only  one  of  which  the  committee  was  able 
to  resolve.  The  others  were  not  defined  to  be 
within  the  authority  of  the  grievance  commit- 
tee; but  to  exist  within  the  investigative  juris- 
diction of  the  councilor  of  that  district  and  of 
the  council.  The  grievance  committee  recom- 
mends that  council  appoint  a temporary  special 
committee  to  assist  the  councilor  in  his  investi- 
gation. 

The  grievance  committee  commends  the  local 
county  societies,  especially  Maricopa  and  Pima, 
for  their  own  grievance  committees’  intelligent 
and  prodigious  work  in  handling  dispute.  This 
is  a healthy  sign  of  willingness  of  local  societies 
to  resolve  their  own  problems. 


This  committee,  upon  direction  of  council,  has 
considered  the  1956-1957  annual  report  of  the 
previous  committee,  and  offers  the  following 
recommendations: 

“1.  The  by-laws  of  The  Arizona  Medical  As- 
sociation, Inc.,  adequately  defines  the  authority 
and  duties  of  the  grievance  committee  (Chap- 
ter VIII,  Section  6 1).  This  also  provides  that 
the  council  may  direct  the  committee  to  con- 
duct such  investigations  that  do  not  limit  them- 
selves to  patient-doctor  disputes  that  cannot  be 
properly  resolved  on  a local  society  level.  Dis- 
puts  involving  eomplaints  of  insuranee  carriers 
against  doctors  are  not  within  the  investigative 
jurisdiction  of  the  grievance  eommittee  except: 

(a)  When  the  insured  patient  is  a co-signer 
with  the  insurance  carrier  of  an  affidavit  of 
complaint  agaisnt  a physician,  and 

(b)  When  the  council  directs,  as  provided  in 
the  by-laws,  the  committee  to  conduct  such 
hearings  and  investigations,  and 

(c)  When  such  disputes  involve  the  question 
of  excessive  fees,  improper  procedures  or  other 
professional  misconduct. 

One  of  the  primary  funetions  of  the  grievance 
committee  is  to  improve  relations  between  the 
medical  profession  and  the  “lay  public.”  The 
insurance  earriers  and  the  insured  party  can  be 
considered  the  “lay  public.” 

“2.  Disputes  between  physician  — purchasers 
of  health,  accident  or  life  insurance  and  the 
vendor  insuranee  companies  are  not  within  the 
investigative  scope  of  the  grievanee  committee. 
These  matters  should  be  referred  to  the  insur- 
ance planning  committee  or  the  medieal  eco- 
nomics committee.  Ascribing  to  the  grievance 
committee  a multiplicity  of  functions,  negates 
realization  of  valuable  benefits  to  the  profes- 
sion and  publie  alike.  The  commitee  is  not  un- 
willing to  accept  assignments  of  investigations 
not  defined  in  the  by-laws,  but  it  can  accept 
such  assignments  only  upon  direction  of  council. 

“3.  It  must  be  constantly  borne  in  mind  that 
a grievance  committee’s  primary  functions  are 
to  investigate,  mediate,  arbitrate,  and,  if  neces- 
sary, to  reeommend  disciplinary  action;  but  the 
committee  is  never  to  act  as  a trial  body  or  to 
effect  discipline. 

Therefore,  the  grievance  committee  recom- 
mends to  the  council  that  it,  in  turn,  recom- 
mends to  the  constitution  and  by-laws  commit- 
tee that  it  effect  an  amendment  of  the  by-laws 
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by  changing  the  word  “trial”  to  “inquiry” 
(Chapter  VIII,  Section  6 1). 

“4.  This  grievance  committee  re-affirms  the 
policy  that  all  efforts  should  be  made  to  settle 
all  grievances  at  a local  society  level.” 

It  was  moved  by  Doctor  Edel,  seconded  by 
Doctor  Poison  and  carried,  with  Doctor  De- 
Marse  dissenting,  that  we  ( council ) accept 
this  report. 

ATLANTA  MEDICARE  CONFERENCE 

Doctor  Edel  reported,  “As  you  all  know,  Medi- 
care as  exists  in  Arizona  and  in  practically  all 
of  the  United  States,  is  a service  type  plan.  At 
the  Denver  meeting  of  1956  we  seriously  thought 
of  an  indemnity  type  program,  based  on  the 
fact  that  some  people  stated  that  it  didn’t  seem 
fair  to  eharge  the  colonel’s  lady  the  same  as  a 
buck  private’s.  Thirteen  states  were  repre- 
sented at  the  meeting  in  Atlanta.  The  South- 
ern states,  Rhode  Island  and  Iowa  thrown  in  for 
good  measure,  all  requesting  an  indemnity  type 
program.  I believe  the  brain  behind  the  whole 
thing  was  Mr.  Farrel  who  is  executive  secretaiy 
of  the  Rhode  Island  Association,  and  as  you 
probably  recall  from  the  history  of  Medicare, 
that  Rhode  Island  went  into  the  original  nego- 
tiations with  a chip  on  their  shoulder,  having 
some  fantastic  demands  and  they  never  got  to 
first  base  in  any  of  the  negotiations.  It  might 
also  be  interesting  to  you  that  of  the  13  states 
represented,  about  35  to  45  minutes  were  spent 
in  aimless  discussion.  Each  one  had  a definite 
definition  of  what  constitutes  an  indemnity. 
Nobody  could  agree.  But  finally  the  legal  repre- 
sentative there,  a Mr.  Shakleburg,  from  the  state 
of  Georgia  says  that  indemnity  as  they  would 
define  it  is  the  money  that  would  be  paid  by 
the  government  directly  to  the  patient.  I lis- 
tened to  their  statements  and  a lot  of  their 
arguments  and  explained  to  them  that  we  are, 
or  at  least  a majority,  are  very  agreeable  and 
content  with  the  way  the  service  plan  was  work- 
ing as  far  as  the  state  of  Arizona  is  concerned. 
I would  caution  them  that  we  might,  that  any 
state,  might  have  the  right  to  negotiate  any 
type  of  plan  the  state  might  want  to  negotiate 
for.  The  basic  thing  to  remember  about  indem- 
nity is  that  a state,  as  the  government  says 
would  have  to  pay  to  the  patient  directly.” 

Doctor  Edel  presented  for  consideration  a 
copy  of  the  recommendation  of  the  Atlanta  con- 
ference. 


It  was  moved  by  Doctor  Craig,  seconded  by 
Doctor  Beaton  and  unanimously  carried  that 
Doctor  Edel’s  report  be  accepted.  Following 
Doctor  Craig’s  motion  Doctor  Edel  requested 
and  was  granted  permission  to  write  an  official 
letter  from  the  state  association  to  the  Georgia 
State  Medical  Association,  thanking  them  for 
their  courtesy  extended  and  advise  them  that 
certainly  we  have  no  objection  should  Georgia 
or  any  other  state  desire  to  negotiate  for  an 
“indemnity”  plan,  if  they  so  desired,  but  that 
Arizona  is  currently  satisfied  with  its  “service” 
plan. 

MEMBERSHIP  CLASSIFICATION 
CHANGES 

Apache  County  Medical  Society— 

Arne  R.  Hedegaard,  M.D. 

The  Apache  County  Medical  Society,  by  let- 
ter dated  Dec.  1,  1957,  over  the  signature  of 
Ellis  V.  Browning,  M.D.,  secretary,  requested 
council  to  grant  active  (dues  exempt)  member- 
ship in  this  association  to  Arne  R.  Hedegaard, 
M.D.,  for  post-graduate  training.  Doctor  Hede- 
gaard comes  within  the  five  (5)  year  exemption 
provision  and  is  eligible  for  such  membership 
classification. 

AMA  LAW  DEPARTMENT 
State  and  County  Medical  Society  Attorneys  and 
Executive  Secretaries  Conference— Chicago— 
Drake  Hotel— May  9 and  10,  1958 
The  executive  secretary  called  attention  of 
council  to  the  second  annual  AMA  law  depart- 
ment’s conference  for  state  and  county  society 
attorneys  and  executive  secretaries,  to  be  held 
in  the  Drake  Hotel,  Chicago,  on  May  9 and  10, 
1958,  which  generally  covers  medico-legal  prob- 
lems. The  first  such  meeting  in  1957  (April), 
attended  by  the  attorney  of  this  association,  Mr. 
Edward  Jacobson,  was  considered  quite  suc- 
cessful. Discussion  ensued. 

It  was  moved  by  Doctor  Craig,  seconded  by 
Doctor  Hileman  and  carried  by  voice  vote  that 
the  executive  secretary  be  authorized  to  draw 
upon  the  treasurer  of  the  corporation  for  his  ex- 
penses to  the  meeting  in  Chicago  on  May  9 and 
10,  if  he  so  deems  necessary. 

It  was  moved  by  Doctor  Edel,  seconded  by 
Doctor  Podolsky  and  unanimously  carried  that, 
if  and  when  the  negotiating  team  goes  to  Wash- 
ington (D.C. ) to  renegotiate  the  Medicare  con- 
tract, the  executive  secretary  be  authorized  to 
accompany  it.  . . 
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COMMUNICATIONS 
Santa  Barbara  County  Medical  Society- 
Resolution— Medical  Care— Old  Age  Security 
HR  7225  (PL  880). 

Santa  Barbara  County  (California)  Medical 
Society,  by  resolution  adopted  Nov.  25,  1957, 
urged  other  societies  to  refuse  and  reject  legis- 
lation matching  funds  of  the  federal  government 
(HR  7225  Public  Assistance)  for  tax-paid  medi- 
cal care  of  those  on  old  age  security  and  other 
related  groups,  and  offer  their  own  alternate 
plan. 

No  action  was  taken. 

AMA—Forand  Bill—F.  J.  L.  Blasinganie,  M.D., 
General  Manager 

F.  J.  L.  Blasingame,  M.D.,  AMA  general  man- 
ager, by  letter  dated  Jan.  21,  1958,  briefed  the 
association  on  actions  and  program  of  its  legis- 
lation committee  relating  to  the  Forand  bill. 

Discussion  ensued.  No  action  at  this  time  in- 
dicated. 

Legislation  Committee— Report  by  Robert 
Carpenter,  Executive  Secretary,  for  Millard 
Jeffrey,  M.D.,  Chairman 

The  executive  secretary  reviewed  the  actions 
of  the  legislation  committee  in  meeting  held 
Dec.  29,  1957,  reporting: 

1.  Approval  of  the  proposed  mental  commit- 
ment bill. 

2.  Discussion  of  matters  relating  to  the  indus- 
trial relations  committee  and  the  Industrial 
Commission  Act,  determining  that:  “this  prob- 
lem certainly  bears  deep  investigation  and  pos- 
sible future  legislation;  that  it  involves  intrinsic 
problems  within  the  industrial  commission  and 
its  rule;  and  that  rule  59a  is  a rule  and  not  a 
law.  Further,  that  the  problem  might  consist 
of  more  or  less  a negotiated  rule  change  rather 
than  one  of  legislation;  and  that  the  industrial 
relations  committee  should  submit  any  proposed 
revision  that  suggest  legislation. 

3.  Discussion  of  the  problem  of  patient  steril- 
ization at  the  Arizona  State  Hospital,  determin- 
ing to  ask  Doctor  Wick  to  submit  for  review 
and  consideration  what  he  might  consider  a 
proper  modification  of  the  existing  statute,  set- 
ting forth  recommendations  as  to  membership 
composite,  etc.,  of  an  appropriate  board  to  re- 
view petitions  for  such  patient  sterilization. 

4.  As  regards  the  use  of  school  monies,  the 
committee  recommends  to  council:  “We  should 
not  endorse  any  legislation  granting  the  use  of 


school  monies  to  provide  medical  and  dental 
services  for  regularly  enrolled  school  children 
in  public  schools.” 

5.  On  discussion  of  several  measures  proposed 
by  the  Arizona  State  Department  of  Health,  the 
committee  determined  to  recommend  to  coun- 
cil that  “these  (measures)  are  the  internal  af- 
fairs of  the  state  health  department  and  no 
action  is  called  for  at  this  time.” 

6.  Air  pollution  was  discussed  with  no  action 
taken. 

7.  Following  discussion  of  recommendations 
by  the  medical  school  committee,  associate  with 
the  WICHE  program:  (1)  reduce  residency  re- 
quirements from  10  to  five,  or  less,  years,  and 
(2)  reasonably  downgrade  the  financial  repay- 
ment clause,  it  was  determined  that  “the  legis- 
lation committee  is  favorably  disposed  to  the 
recommendations  of  the  medical  school  com- 
mittee and  that  the  education  committees  of  the 
Arizona  house  and  senate  be  so  informed.” 

8.  The  committee  considered  the  matter  of 
re-use  of  bedding  and  mattresses  presented  by 
Pinal  County  Medical  Society,  referring  the 
problem  to  the  state  health  department,  taking 
no  further  action. 

9.  On  the  question  of  the  desirability  of  a 
state  medical  examiner’s  system  vs.  the  existing 
coroner’s  system,  the  committee  recommends  to 
council  “the  possibility  of  the  State  of  Arizona 
undertaking  survey  as  to  the  need  therefor.” 

10.  Resolution  No.  3,  passed  by  the  house  of 
delegates  of  this  association  on  April  13,  1957, 
resolved  in  part  that  the  need  for  legislation 
be  determined  and  action  taken  by  the  legisla- 
tion committee  toward  providing  legal  require- 
ments for  the  registration  of  toxic  constituents 
and  antidotes  for  all  poisonous  commercial  prod- 
ucts marketed  in  Arizona.  Following  discussion, 
the  committee  determined  that  this  matter  be 
referred  to  the  board  of  health  (state)  for  re- 
view and  possible  recommendations  or  sugges- 
tions on  how  this  can  be  accomplished.  Fur- 
ther, that  since  the  manufacturer  and  importer 
of  toys,  finished  in  high  lead  content  paint,  has 
agreed  to  eliminate  such  type  paint,  no  action 
was  indicated. 

11.  Following  discussion  of  a report  of  a psy- 
chologist practicing  hypno-therapy,  the  f^'om- 
mittee  determined  that  this  was  a matter  foi- 
investigation  by  the  State  board  of  medical  ex- 
aminers. 
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12.  Doctor  Jesse  D.  Hamer  reported  on  the 
proposed  Forand  bill  (HR  9467),  85th  United 
States  Congress,  and  the  campaign  being 
planned  for  county,  state  and  national  levels  to 
counteract  the  proposal.  No  action  was  indi- 
cated at  this  time. 

It  was  moved  by  Doctor  Craig,  seconded  by 
Doctor  Smith  and  unanimously  carried  that  the 
report  (of  the  legislation  committee)  be  ac- 
cepted. 

INDUSTRIAL  RELATIONS  COMMITTEE- 

LINDSAY  E.  REATON,  M.D.,  CHAIRMAN 

Doctor  Beaton  referring  to  action  of  the  legis- 
lation committee  stated:  “With  all  due  respect 
to  the  legislation  committee,  the  statement  made 
about  Rule  59  a (the  statement  that  this  is  a 
rule  and  not  a statute)  is  not  entirely  correct. 
This  is  a rule  which  provides  for  the  way  in 
which  the  statute  is  going  to  be  handled  and 
our  legal  counsel,  Mr.  Jacobson,  advises  me  that 
under  Arizona  Revised  Statutes,  the  commis- 
sion does  have  the  legal  right  to  go  ahead  with 
the  designation.  It  has,  therefore,  been  the 
opinion  of  our  (industrial  relations)  committee 
that  the  only  way  to  handle  this  is  to  make  it 
an  ethical  matter,  with  regard  to  how  the  doc- 
tor is  to  conduct  himself;  and  this  we  are  going 
to  do  and  have  done  and  will  carry  out  further 
under  the  direction  of  the  resolution  which  you 
passed  today.” 

Further  consideration  and  discussion  was  held 
in  the  matter  of  agreed  revision  of  the  indus- 
trial commission  fee  schedule  and  the  apparent 
delay  on  the  part  of  the  commission  to  effect 
such  revision. 

It  was  moved  by  Doctor  Jarrett,  seconded  by 
Doctor  Edel  and  unanimously  carried  that  if, 
by  April  30,  1958  (commencement  of  the  an- 
nual meeting),  we  do  not  have  a satisfactory 
understanding  with  the  (industrial)  commission 
in  regard  to  the  revised  fee  schedule,  that  we 
withdraw  our  industrial  relations  committee 
from  their  service;  and  that  we  will  expect  a 
report  from  our  industrial  relations  committee 
at  the  next  meeting  of  council  (April  30,  1958) 
to  the  effect  that  a satisfactory  agreement  has 
or  has  not  been  made. 

LESLIE  B.  SMITH,  M.D., 
Secretary. 


THE  ARIZONA  MEDICAL 
ASSOCIATION,  INC. 

REPORT  OF  THE  MEDICAL  SCHOOL 
COMMITTEE 

V 

HINGE  the  appointment  by  Doctor  Melick  of 
Doctor  Chesser  and  myself  as  a two-man  sub- 
committee, we  have  conducted  a study  of  the 
two-year  medical  school  picture  and  its  applica- 
tion to  Arizona.  This  is  written  to  summarize 
what  has  been  done  and  what  has  been  learned 
in  that  connection. 

The  study  was  initiated  by  direct  personal 
correspondence  with  the  deans  of  the  medical 
schools  at  the  University  of  Missouri,  University 
of  North  Dakota,  University  of  South  Dakota, 
University  of  West  Virginia,  and  the  University 
of  Mississippi.  All  of  these  men  have  had  wide 
first-hand  experience  with  two-year  medical 
schools. 

On  Dec.  29,  1957,  a meeting  was  held  with 
Doctor  Van  Liere,  Dean  of  the  University  of 
West  Virginia  Schol  of  Medicine,  at  the  Pioneer 
Hotel  in  Tucson.  This  was  attended  by  some 
of  the  medical  school  committee  members  and 
by  members  of  the  Arizona  Medical  Educational 
Foundation. 

On  the  evening  of  Feb.  6,  Doctor  Grady  Gam- 
mage,  President  of  Arizona  State  Gollege  at 
Tempe,  held  a dinner  meeting  wtih  members  of 
the  committee  and  the  AMEF.  In  response  to 
requests  which  previously  had  been  made  by 
Doctor  Melick  and  myself  at  a meeting  with 
Doctor  Gammage  and  his  administrators,  a bro- 
chure had  been  prepared  outlining  the  state  of 
readiness  at  Arizona  State  for  undertaking  a 
two-year  medical  school  program.  Gopies  were 
presented  to  all  guests  at  that  meeting.  In  addi- 
tion, plans  of  pending  new  construction  at  the 
college  were  fully  revealed,  and  a tour  of  present 
facilities  in  biological  sciences  was  conducted. 

On  Feb.  17,  1958,  members  of  the  AMEF  and 
part  of  the  membership  of  the  medical  school 
committee  met  for  a similar  meeting  at  the  Uni- 
versity of  Arizona  campus  in  Tucson.  Here  also 
a good  deal  of  literature  concerning  medical  and 
para-medical  education  at  the  University  of  Ari- 
zona was  presented  to  all  guests,  and  a tour  of 
facilities  was  conducted. 

The  observations  of  the  above-mentioned 
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medical  school  deans,  minutes  from  the  Tucson 
meeting  with  Doctor  Van  Liere,  and  minutes 
from  the  Tucson  meeting  at  the  University  have 
been  previously  distributed  to  members  of  the 
committee. 

From  the  foregoing  experiences  and  from  the 
information  accumulated  in  the  course  of  the 
study,  certain  conclusions  have  emerged,  as 
follows : 

The  concept  of  the  two-year  school  in  medical 
education  is  a good  one.  Such  facilities  will 
probably  be  even  more  important  in  years  to 
come.  Population  growth  nationally  is  rapidly 
outstripping  medical  school  output  of  physi- 
cians; and  while  we  are  not  feeling  the  effects 
locally  at  the  moment,  the  prospects  for  this 
area  15  or  20  years  from  now  are  less  promis- 
ing. By  the  mid  1970’s  it  is  felt  that  our  U.S. 
medical  schools  will  need  to  increase  their  out- 
put 50  per  cent  (2,000  more  doctors  graduated 
per  year)  to  maintain  the  present  doctor-popu- 
lation ratio.  In  addition,  apphcations  for  medi- 
cal school  enrollment  have  become  less  numer- 
ous, evidently  due  to  the  attractions  of  oppor- 
tunities in  other  scientific  and  professional 
fields.  It  seems  clear  that  the  West  and  South- 
west, already  short  on  medical  schools  and 
medical  students,  need  to  seriously  think  now 
about  the  years  ahead. 

At  any  rate,  physical  facilities  are  such  at  the 
University  of  Arizona  that  a two-year  medical 
school  program  could  be  instituted  almost  im- 
mediately with  almost  no  added  construction. 

At  Arizona  State  College,  Tempe,  facilities 
wll  be  completed  capable  of  handling  a two- 
year  medical  school  program  by  September 
1959. 

However,  at  either  institution  a separate  med- 
ical school  building  would  be  mandatory  within 
about  five  years.  Taking  this  into  account,  it 
would  appear  that  capital  expenditure  of  about 
$1  million  could  reasonably  be  expected  within 
10  years  if  a two-year  medical  school  were  to 
be  started  in  Arizona. 

At  both  schools  mentioned  above,  excellent 
programs  in  health  and  health-related  research 
are  presently  in  operation,  probably  on  a some- 
what larger  scale  at  Tucson  at  the  moment. 
Medical  libraries  are  already  surprisingly  com- 
plete. The  University  of  Arizona  already  has 
10,000  volumes  in  medical  fields  with  204  active 
subscriptions  in  basic  medical  and  allied  science 


journals.  Arizona  State  has  272  active  subscrip- 
tions in  medical  and  para-medical  periodicals. 
It  is  obvious  that  the  faculties  and  administra- 
tions are  sympatheitc  and  interested  in  this  type 
program  at  both  places. 

Estimated  operating  budgets  seem  quite  rea- 
sonable. At  either  institution  a budget  of  about 
$70,000  would  completely  cover  the  initial  plan- 
ning year  expenses;  about  $200,000  the  first  year 
of  instruction;  and  about  $300,000  the  second 
year  of  instruction.  These  figures  include  costs 
of  special  instructional  equipment,  microscopes, 
pathological  specimens,  visual  aids,  autopsy 
tables,  etc. 

It  tmly  appears  that  a two-year  school  of 
medicine  probably  would  operate  at  an  equally 
high  level  either  at  Tucson  or  Tempe,  and  that 
the  calibre  of  training  would  be  equal  to  or 
higher  than  that  currently  offered  in  the  first 
two  years  at  other  Class  A medical  schools. 

It  is  not  clear  whether  the  resources  of  the 
State  of  Arizona  are  such  that  a two-year  school 
of  medicine  can  be  supported  in  the  near  future. 
Present  appropriations  for  faculty  salaries  at 
Arizona  teaching  institutions  are  lower  than 
average,  according  to  Doctor  Harvill  and  Doc- 
tor Gammage,  and  it  may  be  difficult  to  attract 
good  enough  men  for  a medical  school  faculty 
on  that  basis.  In  addition,  there  is  great  expan- 
sion taking  place  and  expected  in  the  future  in 
the  student  body  at  Arizona  State  and  at  the 
University.  All  concerned  feel  that  a medical 
education  program  should  not  be  undertaken  if 
it  would  create  inroads  upon  the  budget  now 
set  up  for  present  undergraduate,  graduate  or 
research  programs. 

It  seems  obvious  that  the  huge  expense  of  a 
four-year  medical  program  would  preclude  its 
institution  in  Arizona  for  many  years  to  come. 

Both  Arizona  State  College  and  the  Univer- 
sity of  Arizona  are  ready  now  for  a two-year 
school  of  basic  medical  sciences.  The  program 
is  practical,  and  for  the  first  four  or  five  years, 
at  least,  would  not  be  terribly  expensive.  How- 
ever, it  is  difficult  to  be  completely  objecti\'e, 
and  to  be  sure  that  a medical  facility  is  actualK’ 
needed  in  Arizona  at  present.  Dean  Roy'  of  the 
University  of  Arizona  School  of  Liberal  Arts  has 
said  repeatedly  that  he  doubts  that  sufficient 
good  applications  would  be  forthcoming  to  fill 
the  classes.  However,  such  states  as  South  Da- 
kota and  North  Dakota  are  currently  producing 
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50  or  60  applicants  yearly  from  populations 
smaller  than  Arizona’s.  Doctor  Harvill,  Presi- 
dent of  the  University  of  Arizona,  also  seems 
a little  reluctant  to  take  on  the  medical  educa- 
tion program,  until  there  is  sound  assurance 
that  sueh  can  be  adequately  finaneed. 

At  Arizona  State  the  faculty  and  administra- 
tion have  developed  a good  deal  of  enthusiasm 


A Statement  on 

MEDICAL  EDUCATION 

from  the 

Offiee  of  the  President, 

University  of  Arizona 
November  22,  1957 

X HIS  preliminary  report  on  medical  education, 
submitted  to  the  board  of  regents,  is  not  to  be 
construed  in  any  sense  as  a request  for  action 
with  reference  to  a medical  school  at  this  insti- 
tution. Reports  have  been  rendered  previously 
by  the  president  of  the  university,  but  the  re- 
peated requests  from  many  sources  as  to  the 
position  of  the  University  of  Arizona  with  regard 
to  medical  education  seem  to  justify  a statement 
at  this  time.  Indeed,  it  is  only  appropriate  that 
sueh  reports  be  first  rendered  to  the  board  of 
regents. 

The  University  of  Arizona  strongly  supports 
the  Western  Interstate  Commission  on  Higher 
Education  and  is  completely  eonvinced  that  for 
several  years  ahead  this  arrangement  will  ef- 
fectively eare  for  all  the  Arizona  students  quali- 
fied for  and  interested  in  medical  education, 
who  can  not  themselves  finance  the  cost  of  med- 
ical education.  No  qualified  student  has  been 
denied  admission  to  medieal  school  since  the 
WICHE  program  began. 

A PLAN  EOR  MEDICAL  EDUCATION 
AT  THE 

UNIVERSITY  OF  ARIZONA 

A Prelhninary  Report 
September  1957 

This  report  is  not  direeted  to  the  question  of 
either  the  need  or  the  demand  for  a medical 
school  in  Arizona  because  that  question  is  al- 
ready under  study  by  several  groups  and  is  the 
subject  of  a report  by  WICHE  and  has  been 

Note  — A comparable  review  by  Dr.  Gammage,  President  of 
Arizona  State  College  at  Tempe,  will  be  published  in  the  May 
issue.  At  present,  that  copy  has  not  been  received. 

Reprinted  from  The  Arizona  Republic,  Feb.  14,  1958. 

(Reprinted  from  — Legislative  Bulletin  — AAPS.) 

Reprinted  by  permission  of  the  author. 


for  a medical  school.  This  spirit  receives  a lot 
of  support  from  certain  members  of  the  medical 
profession  in  Maricopa  County. 

The  character  and  quality  of  the  program  will 
assuredly  be  high  if,  when,  and  whereever  it 
is  undertaken. 

Respectfully  submitted, 

DON  E.  MATHIESON,  M.D. 

designated  as  a concern  of  an  advisory  commit- 
tee to  the  legislative  council.  The  university  has 
information  relative  to  the  need  for  a medical 
school  in  Arizona  and  can  provide  a report,  if 
requested. 

Inasmuch  as  a medical  school  is  always  a 
part  of  a complete  university  our  long-term  plan- 
ning has  naturally  concerned  itself  with  this 
project  and  our  basic  science  departments  are 
developed  and  equipped  to  serve  medical  edu- 
cation as  well  as  all  other  applied  sciences.  The 
current  program  in  science  already  includes 
graduate  courses  in  human  anatomy,  human 
physiology,  histology,  medieal  bacteriology,  clin- 
ical laboratory  diagnosis,  pharmacology,  and  bio- 
chemistry, as  well  as  clinical  psychology— all  re- 
quired for  medical  education.  In  addition,  these 
departments  have  been  and  are  engaged  in  re- 
search projects  in  these  areas  of  medical  science. 
The  faculty  and  administration  of  the  university 
stand  ready  to  undertake  the  organization  and 
operation  of  a school  of  medican  whenever  the 
board  of  regents  and  the  legislature  decide  that 
the  time  has  come  to  establish  such  a school. 

The  university  does  not  now  propose  the 
establishment  of  a medical  school.  Our  position 
is  that  the  board  of  regents,  with  such  advice 
from  specialists  that  it  may  wish  to  consider, 
will  make  the  decision  when  the  needs  and  re- 
sources of  the  state  make  it  appropriate  to  estab- 
lish a medical  school.  We  feel,  however,  that 
the  board  will  wish  to  be  informed  of  the  pro- 
cedures which  the  university  would  follow  in 
planning  and  developing  a medical  school  at 
this  institution.  It  is  our  purpose  to  emphasize 
the  readiness  of  the  university  in  this  matter. 

We  present  herewith  an  outline  of  staff  and 
facilities  presently  available,  additional  staff  and 
facilities  needed,  proposed  curriculum,  and  esti- 
mated costs  of  developing  a medical  school  at 
the  University  of  Arizona. 

The  purpose  of  this  report  is  to  present  the 
plan  of  organization  for  the  first  two  ijears  of  a 
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medical  education  program.  A second  report, 
now  in  progress,  will  consider  the  organization 
of  the  second  two  years  (clinical).  This  two- 
stage  presentation  is  both  logical  and  desirable 
for  two  distinct  divisions  of  instruction  are  recog- 
nized in  the  field  of  medical  education,  even 
though  there  is  a tendency  to  present  some  pre- 
clinical  material  during  the  first  two  years.  The 
first  two  years  are  devoted  to  instruction  in  the 
basic  medical  sciences  and  the  second  two  years 
to  training  in  the  clinical  fields. 

The  type  of  instruction  and  the  physical  plant 
requirements  for  the  second  two  years  are  vastly 
different  than  the  first  two  years.  In  the  seeond 
two  years  the  teaching  is  performed  by  a full- 
time staff  that  is  assisted  by  clinicians  on  a part- 
time  and  volunteer  basis.  The  vast  majority  of 
the  instruction  is  given  in  the  out-patient  de- 
partment, clinics,  and  wards  of  the  hospital. 

The  two-year  medical  school  is  feasible  either 
as  a continuing  institution  of  the  basic  medical 
sciences  or  as  a stage  in  the  development  of  a 
four-year  school.  It  is  important  to  realize  that 
although  there  are  now  only  three  two-year 
medical  schools  in  the  country.  North  Dakota, 
South  Dakota  and  Dartmouth,  there  were  at 
least  seven,  five  or  six  years  ago.  In  the  mean- 
time, the  Universities  of  Mississippi,  West  Vir- 
ginia, Missouri,  and  one  other,  have  gone  to 
four-year  medical  schools.  Their  two-year  medi- 
cal schools  operated  successfully  for  many  years, 
as  is  the  case  currently  with  the  three  schools 
at  North  Dakota,  South  Dakota  and  Dartmouth. 
The  deans  of  the  two-year  schols  in  the  Dakotas 
are  extremely  emphatic  in  stating  that  there  is 
no  problem  whatever  about  their  students  trans- 
ferring to  four-year  medical  schools  at  the  end 
of  their  two-year  program. 

In  order  to  establish  a point  of  departure  in 
an  evaluation  of  our  present  capacities  and  fu- 
ture needs  with  reference  to  a program  of  medi- 
cal education,  we  have  prepared  a curriculum 
for  the  first  two  years. 

A.  The  Curriculums 

First  Year 

Semester  I 

Hours  6L ) 

Gross  Anatomy  Physiology  (2R 

(2R  9L)  176  6L) 

Microscipie  Ana-  Psychiatry  (2R) 

tomy  ( 2R  6L ) . . . 128 
Biochemistry  (2R 


.128 

.128 
. 32 

592 


Semester  II 

Gross  Anatomy  Physiology  ( 2R 

(2R  6L)  128  6L 128 

Microscopic  Ana-  Neuroanatomy 

tomy  (2R  6L). . .128  (2R6L).. 128 

Biochemistry  ( 2R  — 

6L) 128  640 

Second  Year 

Semester  I Semester  II 

Hours  Hours 

Pathology  ( 3R  9L ) . 192  Pathology  ( 3R  9L ) . 192 
Bacteriology  (2R  Bacteriology  (2R 

6L)  128  9L) .128 

Pharmacology  (3R  Pharmacology  (3R 


3L 96  3L) 96 

Preventive  Medi-  Surgery  (3R)  48 

eine  ( 3R ) 48  Physical  Diagnosis 

Clinical  Laboratory  ( 2R4L ) .......  96 

( 2R  4L 96  Obstetrics  ( 2R ) ...  32 

Psychiatry  (IR)  ...  16  

592 


576 

The  present  trend  in  medical  education  is 
toward  a closer  relationship  between  the  gradu- 
ate program  of  the  university  and  the  medical 
school.  With  existing  facilities,  it  is  possible  to 
prepare  a student  for  the  degree  in  medicine 
as  well  as  those  seeking  the  Master  of  Science 
and  the  Doctor  of  Philosophy  degrees. 

B.  Physical  Facilitiess 

The  present  Biological  Sciences  Building  has 
60,000  square  feet  of  floor  area.  Animal  quar- 
ters to  be  eonstructed  this  year  will  add  5,000 
square  feet.  This  building  already  has  a human 
anatomy  room,  two  large  human  physiology 
laboratories,  a medical  bacteriology  laboratory, 
a histology  laboratory,  and  an  embryology  lab- 
oratory, all  of  which  are  ideally  suited  for  the 
teaching  of  the  medical  sciences.  In  addition 
to  air-conditioned  lecture  rooms,  there  is  an 
amphitheater  with  projection  facilities.  The 
amphiteheater  is  ideally  suited  for  coducted 
clinies. 

Pharmacology  is  already  being  taught  in  the 
Gollege  of  Pharmacy  and  biochemistry  is  a part 
of  the  graduate  program  in  the  Department  of 
Ghemistry. 

Although  there  is  no  designated  patholog>- 
laboratory  at  this  time,  the  histology  laboratory 
is  appropriate  for  this  subject. 

The  minor  areas  in  the  first  two  years,  i.e., 
preventive  medicine,  principles  of  surgery,  psy- 
chiatry, principles  of  obstetrics,  do  not  reipiire 
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laboratory  space  and  could  be  handled  in  avail- 
able lecture  rooms. 

Adequate  hospital  facilities  are  available  for 
the  limited  preclinical  program  and  the  neces- 
sary autopsy  service  of  the  first  two  years. 

C.  Library 

Library  acquisitions  have  kept  pace  with 
faculty  interest  so  that  the  University  of  Arizona 
now  has  approximately  10,000  volumes  in  the 
medical  fields.  Even  more  important  is  the  fact 
that  we  are  now  receiving  204  journals  in  the 
fields  of  the  basic  medical  and  allied  sciences. 
This  total  includes  39  foreign  journals. 

D.  Staff 

At  the  present  time,  157  full-time  biological 
scientists  are  members  of  the  faculty  of  the  Uni- 
versity of  Arizona. 

The  record  of  the  university  faculty  in  pre- 
medical education  is  excellent.  During  the  past 
30  years,  337  University  of  Arizona  students 
have  been  admitted  to  between  55  and  60  lead- 
ing medical  schools. 

The  staff  presently  engaged  in  the  presenta- 
tion of  the  graduate  course  in  the  basic  sciences 
has  had  previous  experience  in  the  professional 
schools.  Specifically,  Dr.  K.  F.  Wertman  has 
been  on  the  staff  of  the  Medical  School  at  the 
University  of  Pittsburgh  for  seven  years  and 
has  published  approximately  40  scientific  papers 
in  his  field.  Dr.  W.  M.  McCauley  has  taught 
human  anatomy  at  the  University  of  Southern 
California,  and  Dr.  F.  A.  Waterman  has  taught 
physiology  at  Wayne  University.  It  is  appre- 
ciated that  a pathologist  would  have  to  be  em- 
ployed. Clinicians  would  be  invited  to  assist  in 
presenting  the  preclinical  subject  matter. 

Additional  staff  is  needed  for  all  new  courses. 
Even  if  some  of  our  present  staff  were  sifted 
to  this  program,  they  would  still  have  to  be  re- 
placed in  the  courses  they  would  relinquish. 

Teaching  loads  in  medical  schools  are  typically 
lower  than  in  the  liberal  arts  colleges. 

Allowing  for  these  considerations  and  on  the 
basis  of  a course  by  course  analysis,  we  arrive 
at  the  following  figures  for  additional  teaching 
faculty. 

First  Year 

Four  men  of  professional  rank  and  six  instruc- 
tors to  handle  laboratory  sections. 

Second  Year 

Four  men  of  professional  rank  and  four  in- 
structors for  laboratory  direction.  In  addition. 


it  is  expected  that  some  of  the  courses  would  be 
handled  on  a volunteer  basis. 

E.  Estimated  Initial  Two-Year 
Operating  Budgets 

a )  Salaries 
First  year 

1.  Dean  and  Professor  of  medicine . $20,000 


2.  Full  professors— four  60,000 

3.  Instructors— five  30,000 

4.  Secretaries— three  10,500 

5.  Supply  and  equipment— one ....  5,000 

$125,500 

Second  year  (to  be  added) 

1.  Full  professors— four $60,000 

2.  Instructors— five  30,000 

3.  Secretaries— two  7,000 


$ 97,000 

Two  year  total  $222,500 

First 

Year  Second 
Total  Year 
$125,500  $222,500 

b)  Expendable  supplies 15,000  25,000 

c)  Teaching  Assistants 5,000  5,000 

d ) Capital 
First  Year 

Microscopes  ....  $12,000 
Autopsy  tables  . . 3,000 

Physiology  10,000 

Biochemistry  . . . 2,500 

Plistology  (slides)  4,000 

$31,500 

Office  equipment  4,500 

$36,000  36,000 

Second  Year 

Microscope  $12,000 

Pathology 

( specimens ) . . 15,000 
Laboratory  equip- 
ment   5,000 

Pharm 1,000 

Visual  aids  2,000 

Office  equipment  4,000 

$39,000  39,000 

e)  Special  library  ap- 

propriation   20,000  10,000 

$201,500  $301,500 
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Apart  from  capital,  the  second-year  figure  be- 
comes the  annual  figure  after  the  first  two  years. 
G.  Federal  Aid  for  Medical  Schools 
The  congress  in  the  second  session,  meeting 
in  January,  will  have  before  it  Senate  Bill  No. 
1917,  introduced  by  Senators  Smith  of  New  Jer- 
sey and  Purtell  of  Connecticut. 

This  bill  provides  $195  million,  over  a five- 
year  period,  for  construeting  new  or  expanding 
existing  medical  teaching  facilities. 

The  bill  was  introduced  in  the  last  session  of 
congress  and  was  referred  to  the  senate  labor 
and  public  welfare  committee.  It  was  endorsed 
by  the  chairman  of  that  committee.  Sen.  Lister 
Hill;  however,  no  aetion  was  taken  on  the  bill 


and  it  is  carried  over  to  the  second  session  of 
congress.  Dr.  Aims  McGuinness,  special  assist- 
ant to  the  secretary  for  health  and  medical  af- 
fairs, has  stated  that  the  Department  of  Health, 
Education  and  Welfare  will  “throw  its  full 
weight”  behind  Senate  Bill  No.  1917  in  the  com- 
ing session  of  congress.  Dr.  MeGuinness  has  also 
said  that  the  department  is  reviewing  the  opera- 
tion of  the  Hill-Burton  Act  and  expects  to  recom- 
mend changes  in  the  original  timetable  for  hos- 
pital construction. 

Planning  for  a medical  school  in  Arizona 
should  be  co-ordinated  with  the  federal  aid  pro- 
gram in  order  to  assure  maximum  contribution 
from  that  source. 


— NOTICE  — 

PANEL  PRACTICE  OF  MEDICINE- 
COUNCIL  ACTION 

OUNGIL  of  this  assoeiation  on  Jan.  26,  1958, 
considered  the  problem  of  panel  practiee  of 
medieine  in  Arizona  and  adopted  the  recom- 
mendations of  the  fee  and  contractual  medicine 
committee  which  follow: 

That  the  committee  on  fee  and  contractual 
medicine  of  The  Arizona  Medical  Association, 
Inc.,  recommends  to  the  couneil  of  The  Arizona 
Medical  Association,  Inc.,  that  it  ratify  the  reso- 
lution passed  by  the  house  of  delegates  of  the 
American  Medical  Association  in  session  in 
Philadelphia,  Pa.,  in  Dec.  1957,  to  the  effect 
that  the  1927  opinion  of  the  judieial  council  of 
the  American  Medical  Association  was  re-af- 
firmed with  regard  to  conditions  of  contract 
practice,  namely:  that  “there  are  many  condi- 
tions under  which  contract  practice  is  not  only 
legitimate  and  ethical,  but  in  fact  the  only  way 
in  which  competent  medical  service  can  be  pro- 


vided” but  that  contract  practice  of  medicine 
would  be  determined  to  be  unethical  if  “a  rea- 
sonable degree  of  free  choice  of  physieian  is 
denied  those  eared  for  in  a community  where 
other  competent  physicians  are  readily  avail- 
able.” 

That  it  be  the  further  recommendation  of  the 
committee  on  fee  and  contractual  medicine  to 
the  council  of  The  Arizona  Medical  Association, 
Inc.,  that  the  physicians  throughout  Arizona  be 
apprised  in  accordance  with  this  principle  of 
medical  ethics  they  not  join  any  medical  pro- 
gram which  excludes  the  other  members  of  the 
local  county  medical  society  from  seeing  the 
patients  employed  by  any  given  employer. 

Gouneil  further  determined  by  motion  regu- 
larly made  and  carried  “that  the  physicians 
throughout  Arizona  be  apprised  that  in  accord- 
ance with  this  principle  of  medical  ethics  they 
not  join  any  medieal  program  that  excludes  the 
other  members  of  the  local  county  medical  so- 
cieties from  caring  for  the  patients  employed  by 
any  given  employer  or  agent  under  accepted 
conditions  for  insurance  payment  of  the  fee.” 


Your  one-stop  direct  source  for  the 
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ARIZONA  STATE  COLLEGE 
GETS  CANCER  GRANT 

A $38,645  research  contract  from  the  Cancer 
Chemotherapy  National  Service  Center  has  been 
awarded  Arizona  State  College  at  Tempe,  ac- 
cording to  a recent  announcement  by  George 
A.  Boyd,  co-ordinator  of  research. 

The  grant,  for  research  in  the  field  of  cancer 
chemotherapy,  will  be  used  mainly  for  the  pur- 
chase of  equipment,  chemicals  and  supplies  for 
graduate  work  in  the  chemistry  department. 

Part  of  the  grant  will  be  used  for  financial 
aid  to  graduate  students  studying  for  advanced 
degrees. 

THE  ARIZONA  MEDICAL 
ASSOCIATION,  INC. 

MEDICARE  COMMITTEE 

Tuscan  Obstetrical  and  Gynecological  Society 

DOCTOR  FRASER:  I am  here  representing 
the  Tucson  Obstetrical  and  Gynecological  So- 
ciety. At  a special  meeting  of  that  body  held 
Jan.  24,  1958,  following  are  specific  actions 
taken : 

1.  The  society  recommends  that  physicians  be 
absolved  from  the  responsibility  of  including  on 
their  forms  billing  for  drugs  prescribed. 

2.  That  if  one  physician  only  sees  a patient 
during  pregnancy,  he  be  allowed  the  full  ante 
partum  fee  as  well  as  the  delivery  and  post  par- 
tum  fee  regardless  of  the  stage  of  pregnancy  in 
which  she  presents  herself  to  him  for  care.  ( Un- 
less she  has  seen  another  doctor.) 

3.  That  a suitable  differential  between  re- 
muneration accorded  a general  practitioner  for 
his  obstetrical  care  and  that  of  a specialist’s  care 
be  established. 

4.  That  some  provision  be  made  for  operative 
obstetrical  consultation  fee. 

5.  That  due  consideration  be  given  toward 
allowing  Medicare  payments  for  in-office  minor 
surgical  procedures. 

DOCTOR  EDEL:  As  regards  the  payment  for 
drugs,  this  is  a universal  problem  and  headache 
to  not  only  Arizona,  but  to  the  rest  of  the  United 
States  as  well.  Basically,  the  fallacy  lies  within 
the  law  itself  as  enacted  by  the  congress.  It  will 
take  an  amendment  to  the  act  and  to  the  direc- 
tive (implementing  the  act)  of  the  department 


Dr.  George  M.  Bateman,  chairman  of  the 
chemistry  department,  said  these  advanced 
chemistry  students  will  work  on  the  project 
while  fulfilling  research  requirements  for  mas- 
ter’s degrees.  Dr.  Roland  K.  Robbins,  associate 
professor  of  chemistry,  will  direct  the  research. 
Assisting  him  will  be  Wayne  Noell,  research 
associate,  who  will  devote  full  time  to  the 
project. 

The  grant  is  for  one  year,  during  which  time 
Dr.  Robbins  and  his  staff  expect  to  synthesize 
about  116  chemical  compounds  as  potential  anti- 
cancer agents. 

The  new  grant  is  the  fifth  Arizona  State  has 
received  in  the  past  six  months,  supporting  Dr. 
Robbins  cancer  research,  for  a total  of  $63,365. 


of  defense  and  the  health  and  welfare  depart- 
ment to  change  it.  They  have  made  no  provi- 
sion for  direct  payment  to  the  pharmacist  at  all 
in  the  original  act.  We  have  been  confronted 
with  this  problem  all  year  long.  We  have  been 
successfully  breaking  it  down  so  that  they  can 
be  paid  every  three  months. 

In  the  matter  of  consultants’  fee,  the  adjudica- 
tion committee,  approved  by  council  early  in 
this  program,  felt  that  it  is  not  to  be  considered 
standard  practice  to  charge  consultant  fees 
which  were  demanded  as  hospital  pre-requisites 
where  they  are  required  by  the  hospital.  In 
cases,  however,  of  crises  or  anything  threatening 
the  life  of  the  patient  where  special  consulta- 
tion is  necessary,  I am  sure  that  that  can  always 
be  eovered  by  special  report  on  the  part  of  the 
consultant. 

In-office  minor  surgical  procedures  are  a 
problem.  Medicare  is  considered  primarily  to 
be  an  emergency  program  only  and  certain 
things  are  covered  as  in-office  surgery.  Need- 
less to  say,  this  can  lead  to  considerable  abuses; 
however,  this  will  be  considered. 

DOCTOR  JARRETT:  Payment  for  drugs  is  an 
abomination  to  everyone.  It  costs  the  same  to 
process  a claim  for  a prescription  as  it  does  to 
process  a claim  for  a surgical  procedure.  The 
average  cost  per  claim  for  processing  is  around 
$3.  In  many  instances  where  they  would  have 
to  process  the  pharmacist’s  bill  for  a prescrip- 
tion, the  cost  of  paying  him  would  be  greater 
than  the  cost  of  the  prescription  itself.  Eor  this 
reason  they  have  been  pretty  adamant  about  not 
wanting  to  bill  separately  for  prescription  items. 
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Monies  are  appropriated  in  a certain  amount 
and  they  try  to  keep  within  that.  Billing  for 
such  prescription  items  separately  would  almost 
be  enough  to  kill  the  program. 

DOCTOR  FRASER:  As  pertains  to  medica- 
tions, is  there  any  way  the  medication  can  be 
paid  for  by  the  patient? 

DOCTOR  JARRETT:  Most  doctors  give  the 
patient  a prescription  for  them  to  have  filled 
themselves. 

DOCTOR  EDEL:  Give  them  a prescription 
and  tell  them  to  have  it  filled  just  the  same  as 
your  treat  a private  patient.  It  is  possible  for 
them  to  have  it  filled  at  a base  dispensaiy  if 
they  have  the  drug  and  agree  to  furnish  it. 

MR.  BRAYER:  Our  problem  is  this.  If  the 
doctor  gives  a prescription  and  sends  the  patient 
out  to  get  the  prescription  filled,  we  are  rather 
in  a weird  position  for  this  reason.  They  are 
informed  at  their  air  base  or  air  field  that  they 
are  entitled  to  medication.  They  are  informed 
of  that  by  the  medical  officer  at  the  dispensary; 
they  are  informed  of  that  by  their  commanding 
officer  and  they  even  have  it  in  their  little  book 
that  is  given  to  new  enlistees,  etc.  So  that  if 
they  do  not  get  it,  they  then  call  up  (or  file  a 
complaint  with  our  processing  division ) and 
ask:  Are  we  entitled  to  this?”  We  are  required 
because  of  the  law  itself  to  say  yes,  and  then 
the  doctor  is  caught  in  the  bind.  I think  prob- 
ably that  is  one  of  the  things  that  should  be 
considered  in  this  because  they  are  informed  of 
their  rights  by  the  government  and  if  they  do 
not  get  it,  then  they  write  or  will  write  Wash- 
ington and  say  they  have  been  refused  of  what 
the  law  says  they  are  supposed  to  have. 

DOCTOR  MOORE:  One  question  that  has 
not  been  answered  which  has  to  do  with  the 
obstetrician  that  he  be  paid  full  price  if  an- 
other surgeon  has  not  carried  out  part  of  the 
trimester  care.  I think  that  the  way  that  began 
and  the  reason  they  broke  it  down  was  that  it 
v/as  assumed  that  after  this  went  into  effect,  that 
if  they  paid  for  the  full  care  of  it  before,  they 
would  be  paying  for  something  retroactive;  and 
that  say,  nine  months  after  this  had  gone  into 
effect,  if  they  saw  the  patient  for  the  first  time 
and  they  did  not  have  other  care,  that  they 
would  be  paid  the  full  price. 

MR.  O’DONNELL:  According  to  the  govern- 
ment regulations,  we  pay  only  for  the  actual 
practice  and  care  rendered  on  the  case. 


Yuma  Medical  Center 

Doctor  William  A.  Phillips  of  Yuma,  by  letter 
dated  Jan.  14,  1958,  presented  the  following 
complaints : 

1.  It  seems  that  it  would  be  much  better  for 
a licensed  pharmacist  and  a registered  labora- 
tory to  do  their  own  billing.  It  makes  for  a 
terrific  amount  of  additional  book-work  on  our 
part  having  to  bill  for  drugs  and  lab  work.  If 
we  have  to  continue  doing  the  billing  for  the 
above,  if  they  would  at  least  send  separate 
checks  for  each  claim,  it  would  help. 

2.  The  trimesters  in  pregnancy  cases  are  fig- 
ured so  closely  that  no  one  except  the  doctor 
himself  can  figure  them  out. 

3.  It  seems  a terrific  duplication  of  effort  to 
list  all  prescriptions  on  the  front  of  the  form 
(which  there  is  no  room  for)  when  they  are  all 
attached  in  detail  to  the  form. 

4.  When  a newborn  baby  is  either  too  small 
or  too  frail  to  circumcise  and  it  has  to  be  de- 
layed for  several  weeks,  it  should  still  be  eligible. 
We  had  one  that  was  four  weeks  old  when  cir- 
cumcised and  the  claim  was  refused. 

DOCTOR  EDEL:  Maybe  I can  explain  that. 
I think  the  typing  of  prescriptions  on  the  front 
of  the  blank  is  necessitated  by  the  original  di- 
rectives associated  with  the  original  contract. 
We,  in  order  to  curb  expensive,  unnecessary  and 
promiscuous  prescription  writing,  some  of  which 
we  were  never  sure  that  the  patient  was  actually 
receiving  the  medication,  the  adjudication  com- 
mittee with  the  approval  of  council  passed  a 
second  regulation  requesting  a copy  of  the  pre- 
scription to  be  attached,  signed  by  the  doctor, 
the  pharmacist  and  the  patient  receiving  same. 
This  was  an  attempt  to  prevent  those  who  would 
take  advantage  of  the  suiation  and  further,  to 
hold  administrative  costs  within  reason  currently 
$2.05  per  service  claim.  It  was  also  requested 
that  the  final  bill  be  held  until  all  charges  are 
in.  Frequently,  final  bills  were  submitted  and 
later  on,  extra  charges  would  be  forwarded  for 
payment,  in  many  cases  under  $10.  It  was  de- 
termined that  unless  the  fee  for  services  was 
established  below  the  $10  figure,  extra  charges 
under  that  figure  should  not  be  billed,  but  ab- 
sorbed by  the  doctor. 

Laboratory 

DOCTOR  KENT:  One  of  the  complaints  has 
been  this  $10  limitation.  For  example,  in  OH 
cases  the  routine  laboratorx'  work  is  generalK 
$10  or  a little  more.  Then,  a supplemental  test 
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Start  therapy  with  one  or  two  500  mg. 
tablets  of  'diuriu  once  or  twice  a day. 

BENEFITS: 

• The  only  orally  effective  nonmercurial  agent 
with  diuretic  activity  equivalent  to  that  of  the 
parenteral  mercurials. 

• Excellent  for  initiating  diuresis  and  maintaining 
the  edema-free  state  for  prolonged  periods. 

• Promotes  balanced  excretion  of  sodium  and 
chloride— without  acidosis. 

Any  indication  for  diuresis  is  an  in- 
dication  for  'DIURIU: 

Congestive  heart  failure  of  all  degrees  of  severity; 
premenstrual  syndrome  (edema) ; edema  and  toxe- 
mia of  pregnancy;  renal  edema— nephrosis;  ne- 
phritis; cirrhosis  with  ascites;  drug-induced  edema. 
May  be  of  value  to  relieve  fluid  retention  compli- 
cating obesity. 

SUPPLIED:  250  mg.  and  500  mg.  scored  tablets  'DIURIL’ 
(chlorothiazide);  bottles  of  100  and  1,000. 

'diuril'  and  'inversine'  are  trade-marks  of  Merck  & Co.,  Inc. 


MERCK  SHARP  & DOHME 

Division  of  MERCK  & CO.,  Inc.,  Philadelphia  KPa. 
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INITIATE  DIURIL'  THERAPY 

•DIURIL'  is  given  in  a dosage  range  of  from  250 
mg.  twice  a day  to  500  mg.  three  times  a day. 

ADJUST  DOSAGE  OF  OTHER  AGENTS 

The  dosage  of  other  antihypertensive  medication 
(reserpine,  hydralazine,  etc.)  is  adjusted  as  indi- 
cated by  patient  response.  If  the  patient  is  estab- 
lished on  a ganglionic  blocking  agent  (e.g.,  'IN- 
VERSINE')  this  should  be  continued,  but  the  total 
daily  dose  should  be  immediately  reduced  by  25 
to  50  per  cent.  This  will  reduce  the  serious  side 
effects  often  observed  with  ganglionic  blockade. 


ADJUST  DOSAGE  OF  ALL  MEDICATION 

The  patient  must  be  frequently  observed  and  care- 
ful adjustment  of  all  agents  should  be  made  to 
determine  optimal  maintenance  dosage. 


BENEFITS: 


, improves  and  simplifies  the  management  of  hypertension 
, markedly  enhances  the  effects  of  antihypertensive  agents 
, reduces  dosage  requirements  for  other  antihypertensive 
agents — often  below  the  level  of  distressing  side  effects 
, smooths  out  blood  pressure  fluctuations 

INDICATIONS:  management  of  hypertension 


Smooth,  more  trouble-free  manage- 
ment of  hypertension  with  'DIURIL' 
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is  required,  say  a urinalysis,  and  that  would  be 
under  $10. 

DOCTOR  JARRETT:  The  intent  is  for  you 
to  hold  the  billing  until  all  charges  have  accrued, 
then  submit  your  claim. 

Radiology 

DOCTOR  RIORDAN:  Our  problem  is  much 
like  that  described  by  Doctor  Kent.  We  have 
charges  that  are  under  $10.  We  are  not  able 
to  let  such  charges  pile  up  awaiting  the  possibil- 
ity that  maybe  some  other  examination  will  be 
requested  at  some  later  date.  It  seems  that  our 
major  problem  is  what  constitutes  a diagnostic 
procedure  that  they  must  pay  for  and  one  that 
Medicare  is  to  pay  for.  For  example,  in  the 
laboratory  they  pay  for  a frog  test,  but  they 
will  not  pay  for  an  x-ray  of  the  chest. 

If  the  patient  or  member  could  be  definitely 
educated  and  informed  of  what  they  are  al- 
lowed under  x-ray  procedures,  I think  that  would 
clarify  our  problem  quite  a bit,  and  it  will  make 
for  better  rapport  between  the  patient  and  the 
radiology  offices. 

Another  matter  is  the  completion  of  forms. 
The  doctor  should  initiate  the  form  for  diagnos- 
tic procedures  in  his  office,  initial  it  and  send 
it  along  with  the  patient.  If  we  can  get  over 
to  the  doctors  in  the  membership  this  procedure, 
it  will  simplify  this  problem. 

DOCTOR  EDEL:  I think  your  point  is  well 
taken.  Doctor  Riordan.  The  committee  can  take 
this  up  possibly  with  the  fiscal  agent  and  maybe 
some  general  instruction  forms  could  be  lined 
up  so  that  when  the  patients  come  in,  they  could 
be  briefed  on  what  is  covered  diagnostically  or 
otherwise  under  the  program. 

Possibly  we  can  correct  this  minimal  $10 
charge  thing  by  not  making  it  applicable  to  any 
licensed  laboratory,  etc.,  with  the  understand- 
ing that  the  laboratory  does  not  abuse  the  thing, 
because  we  are  trying  to  cut  down  administra- 
tive costs. 

General  Report 

Both  Doctor  Jarrett  and  Doctor  Edel  reviewed 
experiences  associated  with  the  Medicare  pro- 
gram locally  and  nationally  through  the  past 
year.  It  is  generally  accepted  and  working  satis- 
factorily. Certainly  there  are  inequities  which 
must  be  expected  with  any  regulated  prograni. 
At  least,  effort  is  being  made  to  have  them  re- 
duced to  a minimum.  Arizona  doctors  have  been 
the  recipients  of  medical  fees  in  excess  of  a half- 


million dollars  in  addition  to  hospital  fees  which 
in  all  accounts  for  a total  of  approximately  $1.25 
million.  In  various  sections  of  the  country  agita- 
tion is  for  an  “indemnity”  plan  program  despite 
possible  statutory  complications.  In  Arizona, 
council  has  determined  to  continue  the  “service” 
plan  which  appears  to  be  preferable  by  most 
states. 

Orthopedics 

Doctor  George  L.  Dixon  of  Tucson,  by  letter 
dated  Feb.  7,  1958,  requests  consideration  of  the 
orthopedic  schedule  and  especially  that  having 
to  do  with  congenital  club  feet.  He  states: 

“I  am  sure  you  realize  (this)  is  not  a single 
procedure  treatment  at  present,  but  requires 
multiple  treatment  and/or  examinations  for  the 
minimum  of  one  year.  In  other  words,  the  fees 
allotted  for  this  condition  which  is  best  initially 
treated  promptly  is  the  cause  of  considerable 
adverse  criticism  in  its  payments  by  the  mem- 
bers of  the  service  who  have  these  policies.  May 
I point  out  that  an  ordinary  three  stripe  ser- 
geant in  the  air  force  is  slightly  over  the  limits 
of  Blue  Cross  and  Blue  Shield  as  carried  in  this 
state,  and  further,  that  with  the  fringe  benefits, 
are  away  under.  I am  speaking  especially  of 
these  men  with  families  from  that  grade  up. 

Regarding  the  other  orthopedic  fees  of  a more 
general  nature  and  having  to  do  with  fractures, 
only  the  initial  fee  is  allowed  and  there  is  no 
provision  for  the  payment  of  properly  timed  fol- 
low-up x-rays  or  recasting,  which  is  also  re- 
sented.” 

DOCTOR  EDEL:  Here  again  we  have  a prob- 
lem. In  fracture  work  there  is  a certain  amount 
of  after-care  and  as  we  know  in  industrial  cases, 
such  after-care  is  limited  to  four  weeks.  When 
we  work  on  the  fee  schedule,  we  will  consider 
Doctor  Dixon’s  suggestions  and  criticisms  in  an 
endeavor  to  solve  this  thing. 

DOCTOR  JARRETT:  Actually,  there  has  not 
been  any  criticism  of  the  fee  schedule.  When 
you  consider  we  have  a very  favorable  fee  sched- 
ule, even  higher  than  California,  the  fees  for  the 
most  part  are  very  substantial  and  in  many  in- 
stances are  higher  than  the  average  fee  that  the 
doctor  charges;  and  the  spirit  and  itnent  is  that 
if  the  maximum  fee  is  higher  than  the  doctor 
ordinarily  charges,  he  is  to  bill  his  average  fee. 
That  is  what  we  are  expected  to  do.  This  is 
what  we  should  do.  I think  for  the  most  part 
eveiyone  is  pretty  happy  about  the  fees  and 
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when  you  consider  that  the  majority  of  the  peo- 
ple who  come  under  the  provisions  of  this  act 
have  an  income  much  under  $3,600  a year,  they 
should  be. 

Consultation 

DOCTOR  MOORE:  I think  it  might  be  well 
to  have  an  interpretation  of  the  meaning  of  the 
word:  “consultation.”  There  are  numerous  times 
when  the  physician  making  the  initial  examina- 
tion will  charge  for  consultation.  Such  is  not 
payable.  Our  interpretation  is  that  when  the  at- 
tending physician  refers  a patient  to  a specialist 
for  consultation,  this  is  payable  as  such.  There 
may  be  instances  or  circumstances  wherein  more 
than  the  first  fee  should  be  paid  for  extra  work, 
but  this  is  not  considered  a consultation.  It 
should  be  defined. 

Pediatrics 

DOCTOR  HOLMES:  Provision  should  be 
made  for  care  of  the  newborn  infant  by  the 
pediatrician.  Most  pediatricians  in  this  town 
charge  $10  which  includes  a complete  physical 
and  whole  care.  Currently,  a first  visit  and  one 
subsequent  visit  is  listed  at  $12.  For  an  uncom- 
plicated case,  $10  is  sufficient. 

Post-Operative  Care 

DOCTOR  JARRETT:  Another  physician  has 
been  billing  for  post-operative  care  by  both  the 
attending  physician  and  the  surgeon  who  in  ef- 
fect is  called  in  as  the  consultant  and  performs 
the  surgery.  Council  has  gone  on  record  as  not 
approving  the  pre-  or  post-operative  payment 
to  a physician  other  than  the  surgeon  where 
the  surgeon  is  available  to  render  these  services; 
also,  that  the  percentage  of  the  surgical  fee  to 
be  paid  for  post-operative  care  by  other  than 
the  surgeon  be  established  at  twenty  per  cent 
(20%)  of  the  surgical  fee  and  to  be  deducted 
from  the  surgical  fee. 

General 

It  was  pointed  out  that  consideration  should 
be  given  to  the  use  of  hypnosis  in  obstetrical 
cases  and  possibly  providing  a fee  therefor;  re- 
view of  fees  in  the  field  of  psychiatry  for  elec- 
tric shock  treatments,  etc.,  fees  in  the  field  of 
anethesia  and  radiology  (isotope),  etc. 

LESLIE  B.  SMITH,  M.D., 
Secretary. 

By 

ROBERT  CARPENTER, 
Executive  Secretary. 


NEW  FEDERAL  LEGISLATION 

Hospitalization  of  Aged  . . . Stimulation  of  Aid 
to  Handicapped  . . . Registration  of  Union 

Welfare  Funds,  Jenkins-Keogh-type  Rill 
...  Tax  Deductions  . . . Food  Additives. 

SOCIAL  SECURITY:  In  S.  3086  Senator  Prox- 
mire  )D.,  Wis.)  would  liberalize  benefits  and 
increase  taxes  under  the  social  security  program 
and  set  up  a new  system  of  free  hospitalization 
of  the  aged  who  are  covered  by  OASDI.  Wage 
base  to  be  taxed  would  be  raised  from  $4,200 
to  $7,500,  and  the  monthly  OASDI  tax  increased 
on  a gradual  scale  until  by  1975  the  employer 
and  employe  each  would  be  paying  5 per  cent 
and  the  self-employed  7/8  per  cent.  The  bill 
would  also  eliminate  the  age  50  requirement 
for  disability  payments,  raise  the  permissable 
annual  earning  rate  to  $1,500,  and  set  a premium 
on  deferment  of  retirement. 

Hospitalization  would  be  offered  any  indi- 
vidual entitled  to  OASl  benefits  and  his  depend- 
ents (and  dependents  of  those  getting  disabil- 
ity payments)  for  60  days  per  year,  but  not  for 
turberculosis  or  mental  conditions.  Except  in 
emergencies,  only  hospitals  that  had  entered 
into  a fee  agreement  with  the  department  of 
health,  education  and  welfare  would  be  eligible 
to  receive  these  patients.  Medical  care  would 
be  limited  to  “such  ...  as  is  generally  furnished 
by  hospitals  as  part  of  hospital  care  for  bed 
patients  . . .” 

Representative  Dingell  (D.,  Mich.)  in  HR 
10578  proposes  to  liberalize  requirements  for 
disabled  to  obtain  social  security  benefits.  Un- 
der present  definition,  an  applicant  for  either 
disability  payments  or  “freeze”  benefits  is  elig- 
ible only  if  he  is  found  unable  to  engage  in  any 
substantial  gainful  employment  because  of  a 
physical  or  mental  impairment.  Mr.  Dingell 
would  have  the  applicant  receive  benefits  if  he 
could  not  obtain  employment  in  an  occupation 
similar  to  the  work  he  engaged  in  prior  to  his 
disability  . . . Another  Dingell  bill  (HR  10583) 
would  accept  as  conclusive  evidence  of  disabil- 
ity for  either  of  these  benefits  the  submission 
of  a statement  from-  a federal  or  state  agency 
that  the  disability  fits  that  agency’s  description, 
and  that  such  agency  is  paying  benefits  to  tlu' 
applpicant. 

PHYSICALLY  HANDICAPl’ED:  Rcprc.scnta- 
tive  McDonough  (R.,  Calif.)  wants  to  authorize 
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expenditure  of  $12  million  over  six  years  for 
grants  to  states  and  public  and  nonprofit  organ- 
izations to  develop  techniques  to  study  the 
characteristics  and  needs  of  the  physically  han- 
dicapped and  for  co-ordinating  resources  to  in- 
crease their  activity.  Data  would  be  used  to 
determine  the  federal  government’s  future  role 
in  vocational  rehabilitation.  The  bill  is  HR 
10178. 

SURPLUS  PROPERTY:  Representative  Her- 
long  (D.,  Fla.)  in  HR  10010  proposes  to  amend 
the  present  law  so  surplus  federal  property  can 
be  given  to  state  sanitation  activities,  malaria 
control  programs,  drainage  programs,  etc.  At 
present  these  agencies  do  not  qualify  as  “health 
agencies”  eligible  to  receive  the  surplus  prop- 
erty. Representative  Matthews  and  Senator  Hol- 
land (both  D.,  Fla.)  have  introduced  identical 
bills. 

U.S.  EMPLOYES:  HR  10177  by  Representa- 
tive Lane  (D.,  Mass.)  would  establish  rebutt- 
able presumption  that  any  federal  employe  de- 
veloping hypertension  or  heart  disease  has  in- 
curred the  disability  in  the  course  of  his  U.S. 
employment,  provided  the  employe  has  passed 
a physicial  examination  at  the  start  of  his  em- 
ployment or  within  six  months  after  passage  of 
the  bill. 

WELFARE  FUNDS:  Senator  Knowland  of 
California,  Republican  senate  leader,  is  asking 
congress  to  lay  down  regulations  that  he  expects 
would  make  labor  unions  more  responsible  and 
democratic.  His  bill  is  S.  3068.  Health  and 
other  union  welfare  plans  would  have  to  regis- 
ter annually  with  the  Securities  and  Exchange 
Commission,  giving  information  on  nature  and 
type  of  plans  and  benefits  they  provide,  num- 
ber of  employes  covered,  assets  and  investments, 
receipts  and  disbursements  during  the  year,  and 
whatever  other  information  the  commission 
might  require.  The  commission,  if  it  detected 
any  law  violations,  would  so  advise  the  U.S. 
attorney  general  or  the  appropriate  state  en- 
forcement agency. 

JENKINS-KEOGH:  Senator  Sparkman  (D., 
Ala. ) and  a majority  of  the  senate  small  business 
committee  have  introduced  a bill  for  tax  relief 
of  small  independent  businessmen  and  other 
self-employed  which  contains  a provision  simi- 
lar to  the  Jenkins-Keogh  legislation  now  pend- 
ing in  the  house  ways  and  means  committee. 
The  number  is  S.  3194. 


The  bill  would  permit  any  individual  not  cov- 
ered by  or  receiving  payments  from  an  em- 
ployer’s pension  or  stock  bonus  plan  to  defer 
income  tax  payments  on  money  placed  in  a re- 
tirement fund  for  himself  or  his  beneficiaries. 
Annual  payments  would  be  limited  to  10  per 
cent  of  income  (maximum  of  $1,000),  except 
that  an  additional  1 per  cent  could  be  added 
for  each  year  over  50.  Retirement  “credits”  not 
used  could  be  carried  over  for  the  next  five 
years. 

Deposits  could  be  placed  in  a restricted  re- 
tirement fund  operated  by  a bank,  or  paid  as 
premiums  under  a restricted  retirement  policy 
issued  by  a life  insurance  company.  Funds 
would  have  to  be  based  on  written  agreements, 
and  could  not  be  reassigned.  Types  of  invest- 
ments the  fund  could  purchase  would  be  re- 
stricted. A restricted  retirement  policy  is  de- 
fined as  “an  annuity,  endowment  or  life  insur- 
ance contract  or  combination  thereof,  other  than 
a term  insurance  contract.”  Any  portion  of  pre- 
miums allocatable  to  cost  of  life  insurance  could 
not  be  deducted.  An  individual  would  be  al- 
lowed to  name  his  death  beneficiaries. 

Banks  and  insurance  companies  would  be  re- 
quired to  advise  the  secretary  of  the  treasury 
of  persons  taking  advantage  of  the  bill.  If  a tax- 
payer wished  to  obtain  cash  value  of  his  policy 
prior  to  age  65,  or  lump-sum  payment  after  that 
age,  tax  penalties  would  be  imposed.  However, 
if  the  taxpayer  after  age  65  or  his  beneficiaries 
received  the  money  as  retirement  pay,  the  in- 
come tax  on  it  would  be  at  the  ordinary  rate. 

OTHER  TAX  BILLS:  Senator  Smathers  (D., 
Fla.)  proposes  in  S.  3162  to  allow  a taxpayer 
to  deduct  from  taxable  income  all  money  paid 
for  tuition  and  fees,  books  and  supplies,  travel 
expenses  and  meals  and  lodging  while  attend- 
ing a college.  Benefits  would  apply  to  spouse 
or  dependents  as  well  as  taxpayer  . . . HR  10394 
by  Representative  Matthews  (D.,  Fla)  would 
allow  deduction  of  all  medical  expenses,  includ- 
ing drugs;  under  present  law  only  such  expenses 
in  excess  of  3 per  cent  of  adjusted  gross  income 
are  deductible. 

Representative  Scott  (R.,  Pa.)  would  increase 
the  amount  of  a personal  income  tax  exemption 
for  a dependent  attending  college  from  the 
present  $600  to  $1,000.  His  bill  is  HR  10506 
. . . Representative  May  (R.,  Conn.)  would  al- 
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low  a deduction  of  up  to  $800  per  year  for  tui- 
tion and  fees  for  a taxpayer,  his  spouse  or  de- 
pendent if  they  are  students  for  five  months  at 
an  institution  above  the  high  school  level.  His 
bill  is  HR  10543. 

FOOD  ADDITIVES:  Chairman  John  Bell 
Williams  ( D.,  Miss. ) of  the  house  interstate  sub- 
committee on  health  wants  to  prohibit  the  use 
of  new  food  additives  that  have  not  been  ade- 
quately pretested  to  establish  safety.  The  bill 
is  HR  10404.  It  defines  a new  food  additive 
as  “any  substance  . . . intended  to  be  newly 
used  in  the  manufacture,  packing,  processing, 
preparation,  or  other  fabrication  of  any  food 

SOCIAL  SECURITY  A TAX,  NOT 
INSURANCE,  SCHOTTLAND  SAYS 

Representatives  of  major  national  organ- 
izations dealing  with  health  and  welfare  were 
reminded  by  the  head  of  the  Social  Security  Ad- 
ministration that  social  security,  contrary  to 
popular  concept,  is  a tax  rather  than  an  insur- 
ance program  in  the  usual  sense.  Charles 
Schottland,  social  security  administrator,  spoke 
at  a meeting  sponsored  by  a non-profit  group. 
Social  Legislation  Information  Service.  Heads 
of  various  voluntary  groups  dealing  in  this  field 
attended  to  get  a briefing  from  health,  educa- 
tion and  welfare  officials  on  their  plans  for  the 
next  year. 

Commented  Mr.  Schottland  in  answer  to  a 
question:  “Congress,  through  its  power  of  taxa- 
tion, calls  the  signals  on  the  amount  of  tax  and 
the  amount  of  benefits  to  be  given  persons  cov- 
ered under  social  security.  The  inference  seemed 
to  be  that  if  any  amendments  are  made  this  year, 
the  initiative  will  not  come  from  HEW.” 

Questioning  from  the  audience  disclosed  an 
interest  in  possible  lowering  of  the  medical 
standards  for  determining  disability  under  both 
the  disability  freeze  and  disability  cash  pay- 
ments programs  on  the  theory  standards  were 


PHS  REPORTS  ON  POLIOMYELITIS 
FOR  LAST  YEAR 

A PUBLIC  health  service  roundup  on  poliomye- 
litis statistics  for  1957  shows  5,894  cases  (all 
'types)  compared  with  15,400  in  1956,  and 
29,270  in  1955. 


and  thus  to  become  a component  of  such  food, 
and  which  is  not  generally  recognized  by  ( quali- 
fied) experts  as  safe  . . .”  Such  additives  could 
not  be  used  until  the  secretary  of  HEW  has 
had  opportunity  to  evaluate  the  results  of  spe- 
cific pretesting  procedures.  Evaluation  would 
have  to  be  completed  within  120  days  of  sub- 
mission of  data,  but  this  could  be  extended  an- 
other 60  days  by  mutual  agreement. 

If  an  additive  has  been  found  unsafe,  but  the 
manufacturer  decides  to  use  it  regardless,  he 
must  first  give  30  days’  notice  to  the  secretary, 
who  could  then  resort  to  court  action  to  pre- 
vent use  of  the  additive. 


too  restrictive.  The  questions  were  interesting 
in  light  of  SSA  figures  released  during  the  con- 
ference on  the  number  of  denials  for  disability 
for  failure  to  meet  medical  standards— 80  per 
cent  of  the  320,000  who  had  failed  to  win  cer- 
tification. At  year’s  end,  SSA  had  made  final 
determination  on  690,000  of  I million  who  had 
applied;  370,000  had  been  certified. 

Other  social  security  highlights:  (I)  About  II 
million  persons  are  now  receiving  monthly  social 
security  benefits;  65  per  cent  of  all  over  65  are 
now  drawing  old  age  and  survivors  benefits  or 
will  be  able  to  draw  them  when  their  earnings 
decrease;  by  1980,  the  proportion  of  aged  popu- 
lation eligible  for  benefits  will  be  85  per  cent, 
and  by  the  year  2000,  94  per  cent.  (2)  The  dis- 
ability trust  fund  from  which  come  payments 
to  disabled  50  year  old  or  over  had  a year-end 
balance  of  $640  million  and  by  mid-year  it  will 
be  slightly  over  $I  billion. 

Note:  Some  present  thought  disability  fund 
should  be  tapped  for  vocational  rehabilitation 
programs  in  the  states.  (3)  SSA  had  underesti- 
mated both  the  number  of  women  who  would 
retire  at  age  62  and  self-employed  farm  oper- 
ators who  would  come  under  the  program  as  a 
result  of  the  1956  amendments,  a development 
that  put  social  security  expenditure  ahead  of 
receipts  earlier  than  anticipated. 


DRIVE-IN  PRESCRIPTION  WINDOW 

PEOPLE'S  DRUG  STORE 

111  E.  Dunlap 
WE  3-9152  - WI  3-9964 
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ODM  ACTS  ON  TWO  HEALTH 
GROUPS:  HESS  COMMITTEE 
DUTIES  DEFINED 

Office  oI  Defense  Mobilization  Director  Gor- 
don Gray  took  two  actions  bearing  on  the  medi- 
cal professions.  He  spelled  out  for  the  first  time 
the  functions  of  the  health  resource  advisory 
committee  headed  by  Dr.  Elmer  Hess,  which  ad- 
vises ODM  on  the  civilian  aspects  of  medicine 
in  time  of  war  or  national  emergency.  He  also 
directed  that  the  interagency  health  advisory 
board,  which  is  concerned  with  inter-govern- 
mental problems  in  defense  mobilization,  be 
headed  by  the  assistant  director  of  ODM  for 
health. 

The  actions  came  during  a two-day  meeting 
of  the  Hess  committee  at  ODM.  All  eight  mem- 
bers attended  the  organizing  session  which  was 
devoted  to  indoctrination  talks  by  ODM  and 
other  government  officials. 

The  Gray  order  on  the  Hess  committee  pro- 
vides that  members  shall  be  representatives 
from  the  “health  community,”  including  but  not 
limited  to  medicine,  dentistry  and  nursing  and 
persons  having  comeptence  in  clinical  practice, 
public  health,  hospital  administration,  research 
and  education.  Its  duties  are:  (1)  advise  the 
director  of  ODM  on  problems  relating  to  the 
mobilization  of  health  resources,  ( 2 ) make 
recommendations  on  questions  of  policy  relative 
to  the  allocation,  utilization,  and  administration 

MEMBERS  NAMED  TO  ODM 
HEALTH  RESOURCES  ADVISORY 
COMMITTEE 

P 

I RESIDENT  Eisenhower  has  appointed  five 
new  members  of  the  national  advisory  com- 
mittee to  the  selective  service  system  on  the 
selection  of  physicians,  dentists  and  allied  spe- 
cailists  to  replace  members  who  have  resigned. 
This  same  membership  has  been  announced 
by  Gordon  Gray,  director  of  defense  mobiliza- 
tion, as  the  health  resources  advisory  commit- 
tee to  the  office  of  defense  mobilization,  execu- 
tive office  of  the  President. 

In  addition  to  Elmer  Hess,  M.D.,  chairman, 
of  Erie,  Pa.  (appointed  July  24,  1957)  and 
Harold  W.  Oppice,  D.D.S.,  of  Ghicago,  111.  (who 
is  continuing  as  a member  of  the  committee) 


of  health  resources  under  various  mobilization 
situations,a  nd  (3)  interpret  views  of  the  health 
community  of  the  country  on  matters  relating 
to  the  mobilization  of  health  resources,  includ- 
ing manpower,  facilities  and  supplies. 

On  the  interagency  health  advisory  board,  the 
Gray  order  provides  for  a 10-man  group  with 
the  assistant  director  of  ODM  for  health  (Dr. 
W.  Palmer  Dearing)  as  chairman.  Previously, 
the  head  of  the  health  resources  committee  was 
chairman.  Others  on  the  board  are  representa- 
tives of:  health  resources  advisory  committee 
(Dr.  Hess),  office  of  secretary  of  defense  (Dr. 
Frank  B.  Berry),  department  of  the  army,  (Maj. 
Gen.  Silas  B.  Hays),  department  of  the  nav>- 
( Adm.  Bartholomew  Hogan ) , department  of  the 
air  force  (Maj.  Gen.  Dan  Ogle),  department  of 
health,  education  and  Welfare  (Deputy  Surgeon 
General  John  D.  Porterfield),  Federal  Givil  De- 
fense Administration  (Dr.  Robert  L.  Smith), 
Veterans  Administration  (Dr.  J.  Herbert  Smith) 
and  selective  service  system  ( Gol.  Richard 
Eanes ). 

The  board  is  charged  with  furnishing  advice 
and  assistanee  to  the  ODM  chief  on  (1)  inter- 
ageney  problems  in  defense  mobilization  plan- 
ning for  the  use  and  control  of  health  resources, 
including  professional  and  auxiliary  health  man- 
power, health  supplies  and  equipment  and 
health  facilities,  (2)  related  health  studies  and 
program  recommendations,  and  (3)  sueh  other 
related  health  mobilization  matters  as  may  be 
required. 

the  following  were  appointed:  Mary  Louise 
Gloeehner,  M.D.,  Gonshohocken,  Pa.,  private 
practiee,  vice  president  of  her  state  medical  so- 
ciety; Frances  Graff,  R.N.,  Grand  Rapids,  Mich., 
director,  school  of  nursing  and  nursing  service, 
Blodgett  Memorial  Hospital,  Grand  Rapids, 
Mieh.,  and  past  president,  Miehigan  League  of 
Nursing  Education;  William  B.  Walsh,  M.D., 
Washington,  D.G.,  assistant  professor  of  medi- 
cine, Georgetown  University,  and  member  of 
the  committee  on  military  medical  affairs,  coun- 
cil on  national  defense  of  the  American  Medical 
Association;  George  Otis  Whitecotton,  M.D., 
Oakland,  Galif.,  medieal  direetor.  Highland  Ala- 
meda Gounty  Hospital;  and  Franklin  Yoder, 
M.D.,  Gheyenne,  Wyo.,  director,  Wyoming  State 
Department  of  Public  Health  and  immediate 
past  president  of  the  Association  of  State  and 
Territorial  Health  Officers. 
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.IT  DOESN’T  STOP  THE  PATIENT 


. . , and  for  a nutritional  buildup ; 
plus  freedom  from  leg  cramps* 

STORCAVITE^ 

phosphat6-free  calcium,  10  essential 
vitamins,  8 important  minerals. 

Bottles  of  100. 


due  to  calcium-phosphorus  imbalance 


NEW  YORK  17,  NEW  YORK 
Division,  Chas.  Pfizer  & Co.,  Inc. 


BONADOXIN  brings  relief  to  88.1% 
of  patients ...  often  within  a few  hours. 
But  it  does  not  produce  drowsiness,  or 
side  effects  associated  with  over-potent 
antinauseants.  With  safe  BONADOXIN, 
“toxicity  and  intolerance ...  [is]  zero.’’* 

Is  she  blue  at  breakfast?  Prescribe 
BONADOXIN.  Usually  just  one  tablet  at 
bedtime  stops  nausea  and  vomiting 
of  pregnancy  . . . 

and  just  one  supplies  the 
full  50  mg.  of  pyridoxine. 

EACH  TABLET  CONTAINS: 

MECLIZINE  HCI 25  mg. 

PYRIDOXINE  HCI SO  mg. 

Bottles  of  25  and  100. 

References:  1.  Groskloss,  H.  H.,  et  al:  Clin. 
Med.^:885  (Sept.)  1955.  2.  Goldsmith,  J.  W.-. 
Minnesota  Med.  40:99  (Feb.)  1957. 


BONADOXIN ' 

STOPS  MORNING  SICKNESS ...  BUT 
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Editors  Note— This  positive  approach  to  the 
public  will  improve  our  siature  with  them.  Mr. 
De  Vries  is  to  be  commended.  This,  and  not 
the  negative  attitude  to  public  relations  is  to  be 
encouraged. 

SPOTLIGHT  ON  SCIENCE 

NO  NEED  TO  STEAL 
TO  PAY  DOCS  BILL 

By  Julian  DeVries 

The  man  arrested  for  burglarizing  a store  or 
two  hereabouts  gave  as  the  reason  for  his  crime 
the  fact  that  his  child  would  require  surgery 
costing  “several  thousands  of  dollars.”  Emotion- 
ally disturbed  by  this  news,  he  sought  to  obtain 
the  required  sum  illegally. 

The  child  in  question  is  just  a few  weeks  old. 
It  was  born  with  some  deformity  of  the  feet  and 
an  arm.  At  that  age,  such  things  are  usually 
remediable  through  the  application  of  plaster 
casts,  and  perhaps  later  for  a while,  braces.  The 
child  of  whom  we  speak  had  been  fitted  with 
casts  for  the  correction  of  its  deformities,  and 
was  wearing  them  at  the  time  its  distracted 
father  sought  to  steal  the  money  for  surgery  that 
wasn’t  needed.  The  casts  had  been  applied  with 
out  charge  by  a doctor  at  the  Arizona  Crippled 
Children’s  Hospital.  And  that  is  by  no  means 
unusual. 

There  is  no  reason  whatever  for  anyone  in 
Arizona  to  lack  medical  attention.  Doctors  here 
contribute  several  hundred  thousands  of  dollars 
in  free  medical  care  annually  to  those  unable  to 
pay.  But  the  case  must  be  one  of  bona  fide 
hardship.  Chiselers  and  free-loaders  are  soon 
unmasked  and  their  free  care  stopped.  These 
are  usually  the  ones  who  make  the  lightminded 
and  unfounded  charges  of  exorbitant  fees  and 
bizarre  collection  methods.  To  these  misled  un- 
forunates  must  be  added  those  of  us  who  be- 
lieve all  doctors  are  rolling  in  wealth. 

Doctors  are  people,  even  as  you  and  I.  They 
have  the  same  expenses  as  most  of  us,  plus  some 
more,  because  most  of  them  are  employers.  And, 
like  some  employers,  some  doctors  have  larger 
incomes  than  others,  but  you’ll  look  long  and 
hard  before  you’ll  find  any  millionaries  among 
’em.  Chances  are  you’ll  discover  that  most  of 
’em  are  in  the  same  boat  with  the  majority  of 
us,  earning  enough  to  maintain  a middle-of-the- 


road  standard  of  living,  and  facing  a big  prob- 
lem should  some  major  expense  suddenly  pop 
up. 

* # # 

Despite  this,  they  give  freely  of  their  time 
and  talents  to  those  unable  to  pay,  even  though 
the  time  actually  represents  a financial  loss  for 
the  doctor.  But  do  you  hear  ’em  howl  about  it, 
as  some  patients  have  been  known  to  howl  (and 
in  public,  too)  when  a medical  bill  is  thought 
to  be  too  high?  You  do  not. 

There’s  no  need  for  anyone  to  complain  about 
the  size  of  his  doctor’s  bill  anyhow.  Your  doctor 
will  be  glad  to  discuss  the  cost  of  treatment  with 
you  before  he  begins  it.  If  you  think  it’s  going 
to  be  too  much,  or  more  than  you  think  you  can 
handle,  tell  him.  He’ll  be  glad  to  know  and 
work  with  you  to  arrange  a payment  schedule 
you  won’t  have  to  hock  your  store  teeth  to  meet. 
Remember,  he’s  got  to  earn  a living,  too.  Yes, 
I know— but  not  off  you.  But  why  not?  Every- 
one else  does.  You  help  to  support  the  grocer, 
th  e baker,  and  probably  the  bookmaker,  and 
they  help  to  support  you  when  they  buy  the 
product  or  service  you  help  to  produce.  So 
what’s  the  beef?  All  of  us  need  one  another  in 
order  to  live,  and  in  order  to  live  each  of  us  at 
some  time  in  his  life  needs  a doctor.  And  if  I 
weren’t  a mathematical  moron,  I could  probably 
show  you  that  a doctor  receives  less  financial 
return  in  proportion  to  the  amount  of  work  he 
does  than  do  many  others.  And  the  reason  for 
that  is  the  free  work  he  does  that  few  ever 
hear  of. 

Why  not  make  this  Be  Kind  to  Doctors  Week? 
You  could  start  by  paying  something  on  aceount 
—on  account  of  he’d  sure  appreciate  it. 

Reprint  from  The  Arizona  Republic,  Feb.  14,  1958. 


RHEUMATOID  ARTHRITIS:  A Definition  of  the  Disease  and 
a Clinical  Description  Eased  On  a Numerical  Study  of  293 
Patients  and  Controls 

by  Charles  L.  Short,  M.D.,  Water  Hauer,  M.D.,  and  William  E. 
Reynolds,  M.D.  480  pages.  (1957)  Harvard  University  Press.  $7. 

Rheumatoid  arthritis  is  seen  as  an  independ- 
ent, chronic,  inflammatory  entity  of  unknown 
etiology.  Systemic  in  nature,  it  is  characterized 
by  the  manner  in  which  joints  are  involved.  The 
clinical  description,  both  cross  sectional  and 
longitudinal,  is  based  on  studies  of  an  extensive 
series  of  carefully  observed  and  diagnosed  pa- 
tients. The  authors  are  at  Harvard. 

Stacey’s  Medical  Books,  San  Francisco,  California. 
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A versatile,  well-balanced  formula  capable  of  modifying 
the  course  of  common  upper  respiratory  infections  . . . 
particularly  valuable  during  respiratory  epidemics;  when 
bacterial  complications  are  likely;  when  patient’s  history 
is  positive  for  recurrent  otitis,  pulmonary , nephritic,  or 
rheumatic  involvement. 

Adult  dosage  for  Achrocidin  Tablets  and  new  calfeine- 
free  Achrocidin  Syrup  is  two  tablets  or  teaspoonfuls  of 
syrup  three  or  four  times  daily.  Dosage  for  children  ac- 
cording to  weight  and  age. 

Available  on  prescription  only. 


TABLETS  (sugar  coated)  Each  Tablet  contains: 


Achromycin®  Tetracycline  125  mg. 

Phenacetin 120  mg. 

Caffeine  30  mg. 

Salicylamide  150  mg. 

Chlorothen  Citrate 25  mg. 

Bottles  of  24  and  100. 


SYRUP  (lemon  -lime  flavored)  Each  teaspoonful  (5  cc.) 


contains: 

Achromycin®  Tetracycline 

equivalent  to  tetracycline  HCl  125  mg. 

Phenacetin  120  mg. 

Salicylamide  150  mg. 

Ascorbic  Acid  (C)  25  mg. 

Pyrilamine  Maleate  15  mg. 

Methylparaben  4 mg. 

Propylparaben  1 mg. 

Bottle  of  4 oz.  *• 


rapidly  relieves 


debilitating  symptoms 


LEOERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER.  NEW  YORK 
•*Traddmark 
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in  dysmenorrhea 


Pavatrine^  with  Phenobarbilal 

125  mg.  „ 15  mg. 

• relaxes  the  hypertonic  uterus  thus  relieving  pain 

• furnishes  gentle  sedation 

Dosage:  one  tablet  three  times  a day  beginning  three  to  five  days  before  onset 
of  menstruation.  


DR.  DUNHAM  SEES  ATOMIC 
ENERGY  DEVELOPING 
HYBRIDISM'^  IN  SCIENCES 

D R.  CHARLES  L.  Dunham,  director  of  the 
Atomic  Energy  Commission’s  biology  and  medi- 
cine division,  has  come  up  with  a new  by- 
product of  atomic  energy.  He  calls  it  “hybrid- 
ism” in  the  biomedical  sciences.  In  a recent 
speech  to  the  American  Chemical  Society,  he 
recalled  that  when  he  was  a medical  student, 
each  department  discipline  was  self-contained. 
Then  he  makes  this  observation: 

“What  we  see  today  is  department  names 
giving  a clear  indication  of  the  teaching  re- 
sponsibilities of  that  department,  but  very  little 
by  way  of  a clue  as  to  the  nature  of  the  re- 
search being  done  in  that  department.  Bio- 
chemistry and  physiology  were  the  first  to  be- 
come inextricably  mixed,  then  biochemistry  and 
microbiology.  . . . Hybridism  is  on  the  rampage 
today  and  the  still  undefined  biophysicist  is  one 


of  the  most  potent  examples  of  this  breed.” 

Dr.  Dunham  says  that  if  there  is  anything  to 
the  old  idea  of  hybrid  vigor,  then  the  pace  of 
advancement  in  the  biomedical  sciences  will 
continue  to  quicken.  He  cited  two  large  areas 
where  more  scientific  research  is  needed  — 
finding  definitive  methods  of  treating  and  con- 
trolling radiation  injury  and  contamination,  and 
more  precise  determination  of  which  effects  are 
irreparable  and  which  reparable.  Dr.  Dunham 
said  the  knowledge  of  the  therapy  of  radiation 
burns  has  remained  superficial;  he  knows  of 
only  one  group  in  the  U.  S.  who  are  tackling 
the  problem  methodically. 


OPENING  FOR  PHYSICIANS 

San  Diego  General  Practice  established  17  years.  Gross  in- 
come more  than  $50,000  last  year.  Specializing.  May  start 
on  salary.  Main  Post  Office  Box  1768,  San  Diego  12,  Caif. 
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FEDERAL  SCHOLARSHIPS  — A NEW 
WAY  TO  CONTROL  EDUCATION 

Since  congress  convened  on  Jan.  7,  literally 
hundreds  of  reports  and  newspaper  elippings 
have  been  analyzed  in  order  to  report  factually 
on  what  may  be  expected  in  the  way  of  legisla- 
tion. Congress  is  operating  in  a sputnik  atmo- 
sphere of  hysteria  with  each  federal  aid  lobby- 
ist using  the  “emergeney”  situation  as  an  excuse 
to  have  eongress  vote  more  funds  with  resultant 
control— for  his  pet  project.  As  a result,  there 
is  no  way  of  forming  a firm  opinion  on  whieh 
way  congress  is  going  to  jump  first.  On  this 
score,  there  is  little  agreement  among  so-ealled 
“Washington  experts.” 

This  7nay  be  likely: 

1.  Federal  aid  to  sehools,  in  some  form  or 
other— seholarships  and  building  construction- 
will  be  pressed  by  the  administration  and  by 
the  two  strongest  lobbies  in  Washington,  the 
federal  bureaucracy  and  the  National  Eduea- 
tion  Association. 

2.  There  will  be  tremendous  pressure  for  a 
stepped-up  foreign  aid  handout  program  with 
the  administration  utlizing  Erie  Johnston  with 
his  proposed  Barnum  and  Bailey  propaganda  to 
convinee  American  taxpayers  that  they  “desire” 
to  spend  money  for  something  they  don’t  want, 
and  something  that  is  utterly  useless,  based  on 
the  past  record. 

3.  Spending  will  be  wild  for  “pork-barrel 
activities”;  deficit  financing  will  return  to  popu- 
larity; and  federal  aid  for  almost  any  project 
on  any  silly  excuse  will  have  a fair  chance  of 
passage. 

It  is  believed  that  federal  aid  to  education 
is  the  most  dangerous  of  all  proposed  legislation. 
Aecomplishment  of  this  will  lead  to  federal  aid 
and  control  of  medical  schools,  too.  If  our  young- 
sters are  to  be  educated  in  sehools  controlled  by 
the  federal  socialistic  bureaucracy,  and  medical 
students  subjeeted  to  soeialistic  curriculums, 
overall  socialism  and  socialized  medicine  will 
soon  beeome  tragedies  in  Ameriean  history  to 
be  read  and  grieved  over  by  our  ehildren  and 
their  children  — unless  we  do  something  about 
it  now. 


NATIONAL  CONFERENCE  URGES 
U.  S.  ACT  TO  AID  NURSING 
HOMES 

FOUR-DAY  eonferenee,  attended  by  150 
persons  representing  virtually  every  organiza- 
tion involved  in  nursing  homes  and  homes  for 
the  aged,  has  spotlighted  the  question  of  what 
responsibility  the  federal  government  has  in 
this  area.  The  meeting,  held  in  Washington, 
was  sponsored  by  the  U.  S.  Public  Health  Serv- 
ice. One  eonferenee  section,  on  financing,  called 
for  federal  legislation  to  stimulate  loeal  financing 
to  build  and  renovate  homes.  The  resolution, 
which  left  open  the  question  of  whether  the 
U.  S.  should  offer  matching  grants,  mortgage 
guarantees  or  both,  is  as  follows: 

“There  is  need  for  federal  legislation  further 
to  eneourage  financing  for  the  construetion  and 
renovation  of  nursing  homes  and  homes  for  the 
aged,  including  a set  of  recommended  construe- 
tion standards  for  use  by  the  financing  agencies 
when  such  construction  or  renovation  meets 
clearly  demonstrated  loeal  needs.  The  need  for 
such  legislation  is  so  urgent  as  to  require  prompt 
consideration  by  appropriate  executive  and  leg- 
islative sections  of  the  federal  government.” 

Highlights  of  other  seetional  recommenda- 
tions: 

Medical  Factors:  One  section  agreed  that  every 
elderly  person  in  a nursing  home  should  have  a 
private  physician,  and  that  every  home  opera- 
tor should  have  a physician  to  advise  him  and 
to  handle  emergency  calls. 

Also  recommended  were  written  orders  for 
drugs  and  treatment,  and  adequate  medical  rec- 
ords. (Secretary  Folsom  said  that  thousands  of 
old  people  in  the  homes  are  not  receiving  even 
routine  medieal  supervision,  mueh  less  the  bene- 
fits of  recent  medical  advances  of  speeial  \ alue  to 
the  severely  handicapped.) 

Licensure:  It  was  agreed  by  another  section  that 
in  addition  to  checking  on  the  physical  eipiip- 
ment  and  services  of  a proposed  home,  tlie  state 
licensing  authorities  also  evaluate  the  applicant 
on  physical,  mental,  financial,  educational  and 
moral  qualifictions. 

Cost  to  Patient  and.  Operator:  At  the  financi' 
section,  it  was  shown  that  the  cost  of  construc- 
tion varies  from  a minimum  of  $2,500  to  a maxi- 
mum of  $14,000  per  bed,  depending  on  ser\  iccs 
and  facilities  provided  and  also  on  gc'ographic 


322 


Arizona  Medicine 


April,  1958 


location.  Daily  patient  costs  vary  in  the  same 
way,  from  as  low  as  $4  per  day  at  some  places 
in  the  south  to  $9.30  in  the  north.  (If  these 
patients  were  hospitalized,  the  cost  would  be  in 
the  vicinity  of  $20  per  day  or  more.)  It  was 
estimated  that  100,000  beds  in  substandard 
homes  should  be  replaced,  at  a total  cost  esti- 
mated at  $360  million.  Presumably  the  U.  S. 
would  help  in  the  financing  in  one  way  or  an- 
other. There  was  no  firm  estimate  of  the  num- 
ber of  new  beds  needed. 

At  the  opening  session.  Surgeon  General  Bur- 
ney declared  that  the  lack  of  enough  high-qual- 
ity nursing  homes  “keeps  tens  of  thousands  of 


older  patients  in  general  hospitals  for  prolonged 
periods  beyond  the  time  when  they  need,  or  can 
even  benefit  from,  Tull  dress’  hospital  serviees.” 
Among  participants  were  Drs.  Williard  A. 
Wright,  chairma  nof  the  AMA’s  committee  on 
medical  and  related  facilities;  C.  H.  Maxwell, 
associate  director  of  the  AM  A Washington  of- 
fice; Frederick  C.  Swartz,  committee  on  aging 
of  the  AMA’s  council  on  medical  service;  Dean 
W.  Roberts,  executive  director  of  the  National 
Soeiety  for  Crippled  Children  and  Adults;  and 
E.  L.  Crosby,  director  of  the  American  Hospital 
Association;  and  Mr.  George  Cooley,  secretary 
of  the  AMA  council  on  medical  service. 


FAT  METABOLISM  — CANCER  SOCIETY  RESEARCH 


F AT,  it  now  turns  out,  is  a prodigious  produeer 
of  more  fat. 

Contrary  to  the  conventional  scientific  and 
popular  view,  fat  is  not  stored  only  as  innocent 
and  inert  padding.  Fat  begets  more  fat. 

This  was  reported  by  the  Ameriean  Cancer 


Society,  which  supported  the  research  leading 
to  the  discovery.  The  investigation  was  done 
by  a group  under  the  direction  of  Dr.  David  D. 
Feller,  assistant  chief  of  the  radioisotope  service. 
Veterans’  Admiinstration  Hospital,  and  of  the 
University  of  Washington  School  of  Medicine. 


TAKE  A LOOK  AT 
NEW  DIMETANE 
THE  UNEXCELLEE 
ANTIHISTAMINE 
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The  Feller  group  have  been  incubating  vari- 
ous mouse  tissues  in  laboratory  dishes  and  feed- 
ing them  compounds  which  are  found  in  vir- 
tually all  cells.  The  compounds  were  labeled 
with  radioactive  atoms  so  that  they  could  be 
traced  through  chemical  reactions. 

As  a matter  of  course,  the  scientists  included 
fat  among  the  tissues  being  tested,  but  they 
expected  little  activity  of  seemingly  apathetic 
tissue.  Textbooks  had  said  that  fat  is  manu- 
factured in  organs  like  the  liver  and  that  it 
merely  accumulates  for  storage  in  the  well  known 
aseas  of  the  body. 

To  their  surprise,  the  scientists  found  that  the 
fat  tissues  in  laboratory  dishes  operated  like  a 
war  plant  during  an  emergency.  It  took  up  raw 
materials  such  as  acetate,  propionate  and  methy- 
Imalonate  and  fashioned  them  into  fat  faster 


than  any  other  tissue  did.  Fat  produced  fat  more 
than  100  times  as  fast  as  the  familiar  fat  fac- 
tory, the  liver. 

In  other  experiments,  the  scientists  found  that 
fat  produces  fat  by  a series  of  chemical  reactions 
different  from  those  employed  by  liver  and 
other  tissues.  Fat,  streamlined  for  fat  synthesis, 
made  fat  out  of  acetate,  a raw  material  which 
other  tissues  convert  to  a variety  of  non-fat 
substances. 

At  this  time  it  is  difficult  to  tell  what,  if  any, 
application  these  fundamental  findings  may  have. 
It  is  possible  that  the  scientists  concerned  with 
weight  control  may  use  them  in  developing  a 
diet.  Several  common  diseases,  including  cancer 
and  heart  disease,  are  more  common  in  fat  people 
tha  nthin;  and  it  is  conceivable  fat  metabolism 
may  be  related  to  their  cause. 
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NEW  TEST  TO  MEASURE 
RADIATION  EXPOSURE 

NEW  test  has  been  developed  at  the  Na- 
tional Cancer  Institute  to  measure  the  amount 
of  radiation  a person  has  received,  providing  the 
head  is  among  the  parts  of  the  body  exposed. 

Researchers  at  the  institute  found  that  radia- 
tion produces  certain  hair  root  changes  that  can 
be  detected  by  microscope;  the  greater  the  radia- 
tion doses,  the  more  extensive  the  hair  root 
changes. 

Since  the  tests  are  valid  where  the  whole 
body  surface  has  been  involved,  the  public  health 
service  points  out  that  the  technique  should  be 
found  of  particular  value  in  measuring  the 

AN  OPEN  LETTER 

TO  DR.  CLARENCE  COOK  LITTLE 
Ry  David  D.  Rutstein,  M.D. 

Is  there  tangible  evidenee  of  a relation- 
ship between  cigaret  smoking  and  lung  ean- 
eer?  Eighteen  studies  conducted  in  five 
countries  have  shown  that  there  is,  but  Dr. 
Clarence  Cook  Little,  chairman  of  the  scien- 
tific advisory  board  to  the  tobacco  industry 
research  committee,  asserts  that  three  years 
of  research  by  his  group  have  “produced  no 
evidence  that  cigaret  smoking  or  other  to- 
bacco use  contributes  to  the  origin  of  lung 
cancer.”  Dr.  David  D.  Rutstein  is  head  of 
the  preventive  medicine  department  at  the 
Harvard  Medical  School. 

Dear  Dr.  Little: 

As  a professor  of  preventive  medicine,  I have 
been  deeply  concerned,  as  I know  you  have,  by 
the  constantly  increasing  death  rate  from  lung 
cancer  in  the  United  States  and  in  other  parts  of 
the  world.  Over  25,000  people  in  the  United 
States  die  from  lung  cancer  each  year,  and  the 
number  is  increasing  by  about  2,000  every  year. 
This  disease  now  kills  more  men  than  any  other 
form  of  cancer. 

What  is  the  evidence  that  cigaret  smoking  is 
responsible  for  most  of  this  increase?  Eighteen 
studies  in  five  countries  show  either  that  patients 
with  lung  cancer  are  predominantly  cigaret 
smokers,  or  that  cigaret  smokers  have  more 
lung  cancer  than  do  non-smokers.  All  but  one  of 
these  18  studies  show  that  the  more  and  the 


amount  of  accidental  exposure. 

Radiation  was  found  to  affect  the  hair  in  the 
following  ways:  1.  Roots  of  growing  hair  show- 
ed abnormal  changes  as  early  as  four  days  after 
exposure  to  radiation.  2.  Progressive  thinning 
of  hair  roots  was  observed.  3.  Number  of  grow- 
ing hair  roots  found  affected  was  proportionate 
to  the  dose  of  radiation  received  and  to  the  time 
interval  following  irradiation. 

The  new  technique  was  developed  by  e>:am- 
ination  of  the  hair  roots  of  cancer  patients  who 
were  being  given  radiation  therapy  by  irradia- 
tion of  small  areas  of  the  head  alone  or  of  the 
entire  body  surface.  The  findings  are  reported 
by  Drs.  E.  J.  Van  Scott  and  R.  P.  Reinertson  of 
the  institute  in  the  Journal  of  Investigative  Der- 
matology. 

longer  you  smoke  cigarets  (but  not  pipes  and 
cigars),  the  more  likely  you  are  to  get  lung  can- 
cer. Depending  on  the  amount  and  duration  of 
the  smoking,  the  rate  of  occurrence  of  lung  can- 
cer is  from  five  to  35  times  greater  among  cigaret 
smokers  than  among  non-smokers.  Most  impor- 
tant, in  all  of  the  medical  literature  there  is  not 
one  study  which  shows  no  relationship  between 
cigaret  smoking  and  lung  cancer.  These  results, 
it  seems  to  me,  are  more  than  just  “the  opinion 
of  a few  statisticians,”  as  you  stated  on  last 
July  12. 

There  is  another  kind  of  evidence  which  links 
cigaret  smoking  to  the  development  of  lung  can- 
cer. Examination  of  the  lungs  of  cigaret  smok- 
ers under  the  microscope  reveals  precancerous 
changes.  The  extent  of  these  abnormalities  is 
directly  proportional  to  the  amount  and  dura- 
tion of  cigaret  smoking.  These  changes  were 
least  common  in  the  lungs  of  those  who  did  not 
smoke  cigarets  regularly  and  most  common  in 
the  lungs  of  those  dying  of  lung  cancer. 

There  is  a third  but  very  weak  kind  of  evi- 
dence which  should  be  mentioned  for  complete- 
ness. Substances  have  been  found  in  cigaret 
smoke  which  are  similar  in  their  chemical  struc- 
ture to  compounds  which  produce  cancer  in  ani- 
mals. Actually,  a few  investigators  have  been 
able  to  produce  cancerous  changes  following  ap- 
plication of  such  substances  to  the  skin  of  mice. 
As  a cancer  research  worker  of  many  years  ex- 
perience, you  know  that  evidence  obtained  on 
animals  cannot  be  translated  directly  to  man. 
You  know  that  conclusive  evidence  on  human 
lung  cancer  has  to  be  obtained  from  observa- 
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tions  on  man.  At  present,  therefore,  these  posi- 
tive results  in  animal  experiments  add  little  to 
our  understanding  of  human  lung  cancer. 

You  have  consistently  ignored  or  brushed  off 
all  of  the  human  evidence  whenever  a statement 
relating  cigaret  smoking  and  lung  cancer  has 
been  released  to  the  press  by  a research  worker, 
by  the  British  government  through  its  medical 
research  council,  or  by  the  Surgeon  General  of 
the  United  States  Public  Health  Service  speak- 
ing for  the  United  States  government.  You  have 
stated  that  there  is  nothing  new,  that  the  evi- 
dence is  merely  “statistical,”  and  that  no  “cause 
and  effect  relationship  has  been  demonstrated.” 
Your  statement  troubles  me  because  I had  al- 
ways thought  that  such  evidence  is  valid;  and  I 
had  been  taught  to  believe  that  it  is  essential  for 
medical  research  workers  to  follow  statistical 
principles  in  all  their  investigations.  What  is 
wrong  with  a statistical  study?  Do  not  statistical 
principles  come  into  play  whenever  anything 
is  counted  in  any  scientific  study,  whether  per- 
formed in  the  laboratory  or  in  the  field?  Statis- 
tics are,  after  all,  the  rules  by  which  things  are 
counted,  and  it  is  impossible  to  do  any  experi- 
ment without  counting  up  the  results. 

Value  of  Statistics 

I don’t  know  exactly  what  you  mean  by 
“cause.”  When  you  question  the  18  studies 
which  show  a relationship  between  cigaret  smok- 
ing and  lung  cancer  as  being  only  “statistical,”  I 
think  what  you  really  mean  is  that  these  studies 
are  not  as  well  controlled  as  laboratoiy  experi- 
ments. If  we  think  about  it,  we  realize  that  even 
in  laboratory  experiments,  no  matter  how  per- 
formed, the  results  are  really  nothing  more  than 
a statistical  association  between  two  events.  The 
laboratory  result  becomes  more  valid  if  one  can 
perform  a series  of  experiments  in  sequence,  be- 
cause one  can  frequently  rule  out  factors  which 
may  interfere  with  its  interpretation. 

On  the  other  hand,  in  the  study  of  epidemics 
of  disease  as  they  occur  in  a population,  one  can 
only  observe  what  actually  happens.  This  is  as 
true  for  epidemics  of  influenza  as  it  is  for  the 
present  epidemic  of  lung  cancer.  This  limitation 
does  not  deny  the  validity  of  the  epidemiologic 
observation;  it  merely  demands  more  care  in  in- 
terpretation. It  requires  analysis  of  the  plan  and 
results  of  each  study  and  a comparison  of  the 
data  of  many  studies  planned  along  different 
lines.  In  the  case  of  cigaret  smoking  and  lung 


cancer,  one  may  get  some  reassurance  from  the 
unanimity  of  results  from  the  many  different  ap- 
proaches that  were  used  in  the  18  studies.  It 
is  unlikely  that  all  would  have  been  affected  in 
exactly  the  same  way  by  extraneous  factors. 
Moreover,  these  results  are  confirmed  by  the 
increase  in  precancerous  lesions  in  the  lungs  of 
smokers. 

In  spite  of  possible  limitations  of  the  method 
of  study,  the  control  of  many  human  plagues  in 
the  past  has  depended  solely  on  the  kind  of 
information  which  you  have  criticized  as  being 
only  “statistical.”  This  was  certainly  true  be- 
fore the  discovery  of  bacteria  by  Pasteur  about 
1860.  Let’s  look  at  the  record  and  see  how  it 
applies  to  the  present  situation. 

In  1796,  when  Jenner  recommended  vaccina- 
tion with  cowpox  for  protection  against  smallpox, 
he  did  not  know  the  “cause”  of  smallpox.  He 
knew  only  that  milkmaids  who  previously  had 
cowpox  had  immunity  against  smallpox.  This 
was  purely  a statistical  association.  The  virus 
of  smallpox  was  not  discovered  until  the  early 
1900s  — over  a century  after  the  disease  had  been 
brought  under  control  in  civilized  countries. 
Would  you  have  recommended  that  vaccination 
against  this  highly  fatal  and  widespread  disease 
should  have  been  delayed  for  a century  because 
the  evidence  for  it  was  only  “statistical”  and  be- 
cause Jenner  had  not  discovered  the  “cause”  of 
the  disease? 

Again,  in  1854,  during  an  epidemic  of  cholera 
in  London,  John  Snow  recognized  the  statistical 
association  between  cases  of  cholera  and  the 
drinking  of  water  supplied  by  one  of  London’s 
many  water  companies.  John  Snow  inferred  from 
his  observations  that  a noxious  substance  caus- 
ing cholera  must  have  been  transmitted  by  the 
particular  water  company,  although  the  “cause” 
of  cholera  was  not  to  be  clearly  defined  for 
another  40  years.  Would  you  have  said  that  the 
recommendations  of  John  Snow  were  not  to  be 
applied  in  London  because  he  did  not  know  the 
“cause”  of  cholera?  Perhaps  one  cannot  appb' 
the  same  mles  to  cigarets  as  one  does  to  germs. 
But  the  Southwark  and  Vauxhall  Compan\\ 
which  pumped  the  sewage  of  the  Thames 
through  its  private  water  supply,  was  probabh' 
disturbed  by  the  charge  that  its  ^^’ater  was  re- 
sponsible for  the  cholera  epidemic. 

Other  diseases,  such  as  rabies  in  Seandina\  ia, 
have  also  been  controlled  without  inrormalion 
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as  to  “cause.”  Unfortunately  the  opposite  is 
also  true.  For  example,  typhoid  fever  in  Devon- 
shire could  have  been  prevented  if  Dr.  William 
Budd’s  epidemiological  observations  had  not 
been  ridiculed  by  the  clinicians  of  his  time. 

The  Right  To  Know 

Remember,  Dr.  Little,  I am  not  recommend- 
ing that  people  be  forbidden  to  smoke  cigarets. 
Fortunately,  our  citizens  can  make  their  own  de- 
cisions about  matters  such  as  these.  But  in  a 
democracy,  citizens  have  the  right  to  be  given 
the  facts.  They  also  must  be  protected  by  their 
government,  as  they  were  in  a recent  statement 
by  the  Surgeon  General  of  the  United  States  Pub- 
lic Health  Service,  against  a smoke  screen  of 
irrelevant  and  confusing  details. 

In  objecting  to  a public  health  program  to 
diminish  lung  eancer  by  urging  a decrease  in 
cigaret  smoking,  you  referred  on  July  12  to  “vari- 
ables in  human  habits,  environmental  and  con- 
stitutional, such  as  biologic  susceptibility  to  can- 
cer, the  effects  of  previous  lung  disease,  hor- 
monal influences  and  many  other  factors.”  These 
influences,  as  well  as  air  pollution,  are  undoubt- 
edly of  some  importance.  But  what  do  they 
have  to  do  with  the  facts  that  the  large  majority 
of  cases  of  lung  caneer  occur  in  cigaret  smokers, 
that  the  longer  and  the  more  the  individual 
smokes  the  more  likely  he  is  to  have  lung  can- 
cer, and  that  smokers  have  precancerous  lesions 
in  their  lungs? 

Actually,  the  evidence  for  the  association  be- 
tween cigaret  smoking  and  lung  cancer  is  strong- 
er than  Jenner’s  evidence  when  he  recommended 
vaccination  against  smallpox.  This  association 
is  as  strong  as  the  basis  for  John  Snow’s  recom- 
mendations for  the  control  of  cholera  in  London. 
Why  do  you  insist  that  we  find  the  “cause”  of 
lung  cancer  before  public  health  authorities  be 
permitted  to  make  any  effort  to  control  this 
disease? 

I agree  with  you  that  further  research  must 
be  carried  on  as  intensively  as  possible  so  that 
we  may  completely  control  lung  cancer  and  so 
that  smokers  can  inhale  their  cigaret  in  complete 
safety.  At  the  same  time,  our  citizens  must  be 
told  clearly  of  the  present  risk  of  smoking  any  of 
the  filtered  or  non-filtered  cigarets  now  available. 
But  we  must  go  even  further.  We  must  not  limit 
our  research  on  cigaret  smoking  to  its  relation- 
ship to  lung  cancer.  As  far  back  as  1938,  Ray- 
mond Pearl  of  Johns  Hopkins  showed  that  non- 


smokers lived  longer  than  smokers.  Since  that 
time,  increasing  evidence  has  been  accumulating 
that  other  diseases,  particularly  coronary  heart 
disease  in  young  men,  may  be  more  common 
among  cigaret  smokers  than  among  non-smokers. 
It  will  be  important  to  confirm  or  deny  such 
relationships  because  a small  increase  in  a very 
common  illness  like  coronary  disease  may  cause 
many  deaths.  And  the  people  must  be  allowed 
to  know. 

The  tobacco  industry  research  committee  is  to 
be  complimented  on  the  large  sum  it  has  allo- 
cated for  research  on  the  relationship  of  smoking 
to  lung  cancer.  This  enlightened  approach 
seems  inconsistent  with  the  committee’s  policy 
of  blind  opposition  to  any  attempt  at  public 
health  control  of  lung  cancer.  Shouldn’t  this 
committee  take  a cue  from  the  experience  of  the 
liquor  industry  after  prohibition  and  at  least 
counsel  moderation  in  smoking? 

Experiment  Proposed 

Although  I realize  that  your  committee  does 
not  perform  research,  with  your  leadership  it 
could  aid  in  setting  up  an  experiment  to  an- 
swer the  crucial  question:  Will  a decrease  in 
cigaret  smoking  result  in  a concomitant  disease 
in  the  death  rate  from  lung  cancer?  I am  op- 
timistic enough  to  believe  that  a study  could 
be  set  up  to  answer  this  question.  Volunteers 
could  be  randomly  divided  into  two  groups  — 
one  being  urged  to  stop  and  the  other  to  con- 
tinue cigaret  smoking.  There  will  probably  be 
enough  difference  in  the  smoking  habits  of  the 
two  groups  to  measure  possible  differences  in 
the  death  rate  from  lung  cancer. 

The  results  of  such  an  experiment  would  pro- 
vide the  basis  for  a eontinued  public  health  pro- 
gram. The  laboratory  research  on  the  basic 
mechanism  of  the  disease  would,  of  eourse,  mean- 
while be  carried  on. 

In  the  meantime.  Dr.  Little,  is  there  really 
any  justification  for  your  continuing  to  demand 
the  discovery  of  the  “eause”  of  lung  cancer  be- 
fore we  attempt  to  save  human  lives  by  recom- 
mending a decrease  in  cigaret  smoking?  Lung 
cancer  is  a serious  disease  which  causes  much 
suffering  and  cuts  down  people  in  the  prime  of 
life.  Should  not  public  health  authorities  im- 
medaitely  recommend  the  obvious  remedy  sug- 
gested by  sound  epidemicologic  observation  and 
confirmatory  laboratory  evidence?  If  not,  why 
not? 
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HOSPITAL  BENEFIT  ASSURANCE 

HOME  OFFICE:  FIRST  STREET  AT  WILLETTA  • PHOENIX,  ARIZONA  • ALpine  8-488t 


MEDICAL  DIMCTOR 
DUICE  R.GASKINS.M.  D. 


Dear  Doctor: 

Thanks  to  your  cooperation,  the  response  to  our  new 
Preferred  Surgical  Plan  has  been  tremendous.  Our  policy- 
holders have  indicated  their  eagerness  for  more  compre- 
hensive medical  care  coverage  such  as  is  provided  by  this 
new  plan... and  at  a cost  they  can  afford. 

We  feel  that  everyone  should  be  protected  from  costly 
and  unexpected  medical  and  surgical  bills.... The  Pre- 
ferred Surgical  Plan  which  pays  in-hospital  doctor’s 
calls  when  surgery  is  not  performed  and  50%  more  for 
surgical  operations,  is  an  up-to-date  plan  designed  to 
meet  today’s  rising  costs. 

HBA  is  now  extending  a Special  Offer  enrollment 
period  for  those  policyholders  who  did  not  previously 
choose  this  added  protection. 

Please  call  us  if  you  should  have  any  questions  re- 
garding this  coverage  or  on  any  of  our  other  plans. 

Very  truly  yours, 

HOSPITAL  BENEFIT  ASSURANCE 


Duke  R.  Gaskins,  M.D. 
Medical  Director 
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BOARD  OF  MEDICAL  EXAMINERS! 
STATE  OF  ARIZONA  j 

The  Board  of  Medical  Examiners  of  the  State  | 
of  Arizona  at  a regular  meeting  held  Saturday,  [ 
Jan.  18,  1958,  issued  certificates  to  practice  | 
medicine  and  surgery  in  this  State  to  the  fol-  | 
lowing  doctors  of  medicine:  | 

Armstrong,  Richard  S.  (Path),  Pima  County  i 
Hospital,  Tucson,  Ariz.  j 

Bessesen,  Daniel  H.  (GP),  Grand  Canyon  Hos-  j 
pital.  Grand  Canyon,  Ariz.  | 

Brownlee,  William  E.  (TS),  University  of  Kan-  [ 
sas  Medical  Center,  Kansas  City,  Kan.  | 

Casey,  James  M.  (PN),  14  West  Lee  St.,  Seat-  j 
tel  99,  Wash.  | 

Colachis,  Jr.,  Sam  C.  (GP),  Box  5447,  San  | 
Manuel,  Ariz.  ! 

Erickson,  George  T.  (GP),  1044  E.  Denton  i 
Lane,  Phoenix,  Ariz.  i 

Fellows,  Norman  M.  (GS),  Kaiser  Foundation  j 
Hospital,  Fontana,  Calif.  I 

Gordon,  Dan  M.  (Oph),  441  E.  68th  St.,  New  j 
York  21,  N.  Y.  [ 

Gordon,  Edwin  M.  (ObG),  1646  Waller,  San  I 
Francisco,  Calif.  j 

Karansky,  Stanley  (Anes),  1313  North  2nd  | 
St.,  Phoenix,  Ariz.  J 

Keeffe,  Eugene  J.  (R),  880  Woodward,  Birm-  ■ 
ingham,  Mich.  ■ 

Lukens,  Isaiah  K.  (Pd),  550  West  Thomas  Rd.,  | 
Phoenix,  Ariz.  I 

McClure,  Rensselaer  W.,  Jr.,  (I),  1150  N.  Coun-  | 
try  Club  Rd.,  Mesa,  Ariz.  \ 

Marcus,  Simon  (GP),  3935  E.  Pima  Blvd.,  Tuc-  I 
son,  Ariz.  I 

Morgan,  Roland  R.  (GP),  Immanuel  Hospital,  j 
Omaha,  Neb.  j 

Nelson,  Catherine,  L.  (PH),  5726  W.  Monter-  ! 
osa,  Glendale,  Ariz.  [ 

Nimer,  Melvin  A,  (GP),  USPHS  Indian  Hos-  | 
pital,  Phoenix,  Ariz.  i 

Peterson,  Wendell  C.  (Or),  205  Oak,  N.E.,  Al-  | 
buquerque,  N.  M.  | 

Price,  Halford  R.  (GP),  359  S.  Scottsdale  Rd.,  I 
Scottsdale,  Ariz.  | 

Russell,  Paul  L.  (GP),  327  W.  Manchester  j 
Blvd.,  Inglewood,  Calif.  I 

Schaller,  Donald  F.  (GP),  1055  North  7th  St.,  ! 
Rochelle,  111.  ! 

Spikes,  George  A.  (I),  Hallettsville,  Texas.  i 
Spurbeck,  George  H.  (GM),  Maricopa  County  | 
Hospital,  Phoenix,  Ariz.  j 

Templeton,  Floyd  L.  (GP),  PHS  Indian  Hos-  | 
pital,  Winterhaven,  Calif.  | 
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STUDY  ON  USE  OF 
ANTICOAGULANT  DRUGS  TO 
PREVENT  STROKES 

T HE  NATIONAL  Institute  of  Neurological  Dis- 
eases and  Blindness  has  awarded  $58,000  in 
grants  to  six  medical  research  centers  and  medi- 
cal schools  to  conduct  the  first  co-operative  study 
to  evaluate  the  effectiveness  of  anticoagulant 
drugs  to  prevent  strokes.  The  work  is  scheduled 
to  be  completed  in  about  three  years.  In  an- 
nouncing the  study,  public  Health  Service 
pointed  out  that  strokes  and  cerebral  vascular 
diseases  rank  next  to  heart  disease  and  cancer 
as  killers  and  take  an  estimated  172,000  lives 
annually  in  this  country.  Of  the  new  study, 
PHS  said: 

“Anticoagulant  research  in  the  cerebrovascular 
field  has  been  under  way  in  various  research 
centers  for  several  years.  Under  the  new  co- 
operative program,  the  co-ordination  of  research 
efforts  can  provide  a thorough  evaluation  of 
anticoagulant  therapy  in  a relatively  short  time. 
An  estimated  1,800  patients  will  participate  — 
a total  far  beyond  the  number  available  for 
study  by  any  one  institution  except  over  a period 
of  many  years.” 

Participating  in  the  study  are:  University  of 
Miami  Medical  School,  Miami,  Fla.;  Emory 
School  of  Medicine,  Atlanta,  Ga.;  Massachusetts 
General  Hospital,  Boston;  Duke  University 
School  of  Medicine,  Durham,  N.  G.;  University 
of  Pennsylvania  Hospital,  Philadelphia;  and  Gor- 
nell  University  Medical  School. 


BIGGER  MEDICAL  SUPPLY 
INVENTORIES  URGED 

P RODUGERS  and  distributors  of  medical, 
pharmaceutical  and  hospital  equipment  should 
be  encouraged  to  maintain  larger  inventories  in 
dispersed  locations  in  the  interest  of  national 
defense  and  survival  under  possible  enemy  at- 
tack. This  is  one  of  a number  of  recommenda- 
tions made  to  Gordon  Gray,  head  of  the  office 
of  defense  mobilization,  by  a special  commit- 
tee that  investigated  national  stockpile  problems. 
Dr.  Edwin  L.  Grosby,  director  of  the  American 
Hospital  Association,  was  a member  of  the  com- 
mittee. 
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IS  BLUE  SHIELD  A ^'THIRD  PARTY?'' 

LUE  Shield  Plans  exist  only  to  help  the 
medical  profession  facilitate  the  provision  of  its 
services  to  the  people.  . . . Blue  Shield  is  an 
organization  of  the  profession  itself,  and  not  a 
third  party  between  doctor  and  patient.” 

So  declared  the  Blue  Shield  commission  in  a 
recent  policy  statement.  The  commission  is  the 
elected  board  of  directors  of  the  national  asso- 
ciation, “Blue  Shield  Medical  Care  Plans,”  whose 
members  are  the  70-odd  medical  society-spon- 
sored, non-profit  Blue  Shield  Plans.  A prepon- 
derant majority  of  the  commissioners  are  doc- 
tors of  medicine. 

The  medical  profession,  through  its  own  in- 
strument, Blue  Shield,  pioneered  the  great  un- 
charted realm  of  medical  prepayment  at  a time 
when  commercial  insurance  companies  declared 
it  was  actuarially  impossible,  and  when  the  bur- 
eaucrats in  Washington  asserted  that  only  big 
government  could  do  the  job. 

What  is  a “third  party  between  the  doctor  and 
patient”?  In  simplest  terms,  a “third  party”  must 
be  some  person  or  agency  over  whom  neither 
the  first  party  — the  patient  — nor  the  second 
party  — the  doctor  — has  any  direct  control; 
someone  independent  of  both  doctor  and  pa- 
tient. 

The  first  requirement  of  a medical  prepayment 
plan  that  wants  to  call  itself  Blue  Shield  is  that 
it  be  approved  by  the  county  or  state  society 
in  the  area  that  it  serves.  The  second  require- 
ment is  that  all  medical  policies  and  operations 
be  under  medical  control;  and  the  third,  that  it 
earn  the  voluntary  participation  of  at  least  a 
majority  of  the  doctors  in  its  territory. 

Blue  Shield  is  not  a “third  party.”  In  truth. 
Blue  Shield  has  proved  that  doctors  and  patients, 
working  together,  can  solve  the  problems  of 
medical  economics  without  needing  any  third 
party  to  come  between  them. 


Do  Like  Other  Doctors 
Call  The  Best 

ART'S  TV  & RADIO  SERVICE 

718  N.  Central  Phoenix 

AL  3-2928 
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BIG-CITY  LIFE  GETTING 
HEALTHIER 

ONTRARY  to  a still-popular  belief,  America’s 
big  cities  are  almost  as  healthy  to  live  in  as  are 
rural  areas. 

In  its  statistical  bulletin.  Progress  in  Health 
Services,  the  foundation  noted  that  the  typical 
New  Yorker  in  1901  could  expect  to  live  seven 
years  less  than  the  average  American.  Today 
New  Yorkers  have  practically  the  same  life  ex- 
pectancy as  the  rest  of  the  population. 

Big  cities  in  the  past  had  a deservedly  bad 
reputation  for  disease  and  death,  the  founda- 
tion stated.  Plagues  and  epidemics  took  a heav- 
ier toll  of  city  dwellers,  and  infectious  diseases 
flourished  in  the  cities  even  in  normal  times. 

“Over  the  years,  however,  medical  advances 
and  improvements  in  the  general  standard  of 
living  have  greatly  reduced  the  mortality  from 
these  diseases,  and  life  in  the  cities  has  become 
halthier,”  the  report  said.  This  gain  has  been 
made  despite  such  growing  health  problems  as 
overcrowding,  air  pollution,  and  the  hectic  pace 
of  modern  city  life. 

In  evaluating  improvements  in  urban  health, 
the  foundation  said,  “It  is  important  to  give  due 
credit  in  the  cities  to  a much  greater  availability 
of  physicians,  hospitals,  and  other  diagnostic  and 
treatment  resources.  . .” 

“Rural  populations  have  not  yet  developed  the 
habit  of  consulting  physicians  and  using  re- 
sources as  have  city  dwellers.  . . . Moreover, 
voluntary  health  insurance  is  more  concentrated 
in  the  cities  because  coverage  has  been  most 
feasible,  where  breadwinners  are  members  of 
larg  employed  or  organized  groups. 

“Success  in  further  raising  rural  health  levels, 
then,  depends  increasingly  on  a greater  realiza- 
tion by  the  rural  resident  of  his  advantage  in 
making  wider  use  of  the  health  services  avail- 
able to  him  and  in  enrolling  in  voluntary  health 
insurance.” 

Currently,  the  foundation  said,  “Regional  dif- 
ferentials far  over-shadow  rural-urban.”  It’s  true 
that  the  heavily  urban  Middle  Atlantic  states  had 
the  highest  regional  death  rate,  8.7  per  1,000,  in 
1957,  and  that  the  predominantly  rural  West 
North  Central  region  had  the  lowest  mortalit)-, 
7.5.  But  another  rural  region,  the  East  South 
Central  states,  had  a high  death  rate  — 8.4, 
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against  the  rate  of  8.1  for  the  nation  as  a whole. 
These  figures  suggest  that  other  factors,  such  as 
composition  of  the  population  and  economic 
conditions,  may  be  more  important  than  rural- 
urban  makeup  in  determining  a region’s  mor- 
tality rate. 

The  South-rural  states  had  the  highest  mor- 
tality for  both  mothers  and  children  at  birth,  and 
for  infants,  children,  and  young  adults.  The 
Atlantic-urban  states  had  the  highest  rates  for 
the  middle  and  upper  ages,  with  death  rates  from 
heart  disease  and  cancer  well  above  the  national 
average.  This  area  and  the  North-rural  states 
had  low  mortality  rates  from  communicable  dis- 
eases at  all  age  levels,  while  the  South-rural  had 
high  rates  from  these  diseases. 

FEDERAL  INCOME  TAX 

EXCERPTS  FROM  GUIDE  FOR  PHYSICIANS 

By  the  Law  Department, 

American  Medical  Association 
1958 

T RAVELING  expenses,  even  though  designated 
for  business  purposes,  will  not  be  allowed  if  it 
appears  that  the  trip  was  intended  to  be  for 
personal  pleasure  or  vacation  puiposes. 

Example  — Dr.  Allen  attends  the  American 
Medical  Association  convention  in  San  Fran- 
cisco. During  the  convention,  he  also  engages 
in  local  sightseeing  and  entertaining  personal 
friends.  He  also  takes  a post-convention  trip, 
the  purpose  of  which  is  primarily  recreational 
although  some  incidental  sessions  are  scheduled 
for  medical  lectures  and  discussions.  The  ex- 
penses for  the  local  sightseeing  and  entertain- 
ing, and  the  entire  cost  of  the  post-convention 
trip  are  not  deductible. 

Wife’s  Expenses  — if  a wife  accompanies  her 
husband  on  a business  trip  or  to  a business  con- 
vention, the  portion  of  the  expenses  attributable 
to  her  travel,  meals,  and  lodging  are  not  de- 
ductible, unless  it  is  established  that  her  presence 
was  necessary  and  served  a bona  fide  business 
purpose.  Doctors  cannot  ordinarily  provide  such 
proof.  Incidental  services  such  as  typing  notes, 
assisting  in  entertaining,  etc.  are  not  sufficient 
to  warrant  the  deductions. 

Example  — Dr.  Ward  drove  to  a medical  asso- 


RECENT  CD  PUBLICATIONS 

\ OUR  attention  is  invited  to  the  following  per- 
tinent items  in  connection  with  civil  defense: 

(a)  “An  Institutional  Planning  Guide  for  Dis- 
aster Defense,”  prepared  by  the  bureau  of  pri- 
sons. Write  Federal  Givil  Defense  Administra- 
tion, Battle  Greek  Mich,  for  copies  obtainable. 

(b)  “Givil  Defense  and  the  Nurse,”  Federal 
Givil  Defense  Administration,  Battle  Greek, 
Mich. 


APPOINTMENT  TO  STATE  BOARD 
OF  HEALTH 

R.  WALTER  BRAZIE  of  Kingman  has  been 
appointed  by  Gov.  Ernest  W.  McFarland  to  the 
state  board  of  health  for  the  term  of  office  com- 
mencing Feb.  20,  1958,  and  expiring  Feb.  1, 
1963. 


ciation  convention  in  his  automobile  and  took 
his  wife  with  him  for  personal  reasons.  The 
hotel  room  cost  $15  per  day  for  the  two  of  them. 
Had  he  taken  a single  room,  the  cost  would  have 
been  $12  per  day.  He  can  deduct  his  total  auto- 
mobile expense  to  and  from  the  convention,  but 
only  $12  per  day  for  his  hotel  room.  If  he  had 
traveled  by  plane  or  railroad,  only  his  fare 
would  be  deductible. 

Educational  expenses  qualify  as  deductions 
under  this  exception  if  they  are  for  education 
of  a “refresher”  or  similar  type  necessary  to 
maintain  the  skills  required  by  a doctor  in  his 
field  of  practice. 

Refresher  Courses  — Education  courses  to  be 
considered  as  “refresher”  courses  must  be:  espe- 
cially designed  for  and  attended  by  established 
practitioners  for  purposes  such  as  keeping 
abreast  of  current  developments  in  their  field 
of  practice;  of  short  duration;  not  taken  on  a 
continuing  basis;  and  not  carry  academic  credit. 

Deductions  claimed  for  educational  courses 
held  in  resort  areas  or  foreign  cities  are  sub- 
ject to  close  scrutiny  by  revenue  agents. 

Ordinarily,  expenditures  for  entertainment  and 
gifts  are  social  or  personal  expenses.  To  be  con- 
sidered deductible,  the  burden  is  on  the  tax- 
payer to  establish  that  such  expenditures  are 
reasonable  in  amount  and  have  a direct  rela- 
tionship to  the  conduct  of  his  business  or  pro- 
fession and  that  business  benefit  is  reasonably 
to  be  expected.  He  must  be  prepared  to  back 
up  his  entertainment  deductions  with  a record 


Vol  15,  No.  4 


Arizona  Medicine 


331 


of  whom  he  entertained,  his  professional  rela- 
tionship to  such  persons,  and  the  extent  to  which 
he  did  in  fact  supplement  his  professional  earn- 
ings through  such  persons. 

The  tax  court  disallowed  a deduction  for  en- 
tertainment expenses  by  a doctor  because  he 
had  no  record  of  the  persons  entertained  and 
there  was  no  proof  of  business  benefit  derived 
from  such  expenditures.  The  court  held  that 
the  burden  of  proof  was  not  met  “by  the  vague 
statement  that  the  petitioner  hoped  to  derive 
some  business  as  a result  of  the  expenditure.” 
The  doctor  also  deducted  sums  expended  as  a 
consequence  of  the  position  of  his  wife  as  presi- 
dent of  a medical  society  auxiliary,  which  the 
court  denied. 

Apparently  the  court  would  have  allowed  the 
deduction  for  wedding  presents  if  the  doctor  had 
been  able  to  produce  records  indicating  the 
names  of  the  recipients,  the  amounts  expended, 
and  evidence  that  on  some  occasions  he  treated 
such  persons  as  patients. 

Under  the  rule  adopted  by  the  tax  court  in 
the  Sutter  case,  the  costs  incurred  by  a profes- 
sional man  in  entertaining  clients  or  patients  are 
ordinarily  not  deductible  in  full,  because  a por- 
tion of  the  expense  is  usually  attributable  to 
himself  or  his  family.  The  court  said  that  only 
the  portion  of  the  entertainment  cost  for  the 
taxpayer  which  is  different  from  or  in  excess  of 
the  amount  he  would  ordinarily  spend  for  per- 
sonal purposes  is  deductible. 

A professional  man  may  deduct  his  club  dues' 
if  he  can  show  that  he  joined  the  club  to  meet 
people  for  business  reasons  and  that  the  people 
he  met  were  a source  of  profit  to  him. 

To  be  allowed  as  a business  deduction,  the 
relationship  between  club  expenses  and  business 
income  must  be  apparent  and  convincing.  Or- 
dinarily, only  a part  of  the  cost  of  dues  to  a 
social  club  is  allowed  as  a deduction.  The  tax 
court  allowed  only  a partial  deduction  even 
where  it  was  shown  that  a doctor  joined  a club 
for  business  reasons. 

Although  it  may  be  clearly  established  that 
membership  in  a club  is  for  business  reasons, 
the  costs  of  food  and  drink  consumed  by  the  tax- 
payer at  the  club  are  deductible  only  to  the 
extent  of  the  excess  over  the  amount  he  would 
ordinarily  spend  on  himself. 

Home  Entertainment  — The  cost  of  business 
entertaining  at  home  is  a deductible  expense, 
including  the  cost  of  food,  drink,  catering  serv- 


ices, flowers,  and  the  cost  of  hiring  servants  for 
the  occasion.  But  the  doctor  must  be  sure  that 
his  purpose  was  actual  business  entertainment. 
In  the  event  of  a tax  examination,  the  Internal 
Revenue  Service  is  likely  to  demand  strict  proof 
such  as  a list  of  the  persons  entertained,  their 
connection  with  the  doctor’s  practice,  and  how 
they  benefited  the  earnings  from  his  practice. 
The  service  contends  that  the  cost  of  enter- 
taining business  guests  at  home  is  deductible  as 
business  expense  only  to  the  extent  of  any  addi- 
tional expense  by  reason  of  their  presence.  If 
they  bring  their  wives  along,  moreover,  the  posi- 
tion is  taken  that  “it  is  doubtful  whether  any  part 
of  the  total  expense  incurred  would  be  deduct- 
ible.” 

Records  — Detailed  records  should  be  kept  as 
to  dates,  places,  and  events,  the  names  of  guests, 
the  amounts  expended,  and  the  business  benefit 
derived  or  reasonably  expected  to  be  derived. 

Agents  generally  take  the  position  that  a por- 
tion of  the  total  expenses  incurred  in  business 
entertainment  by  professional  men  is  personal. 

Approximations  will  be  considered  only  when: 
the  following  three  requirements  are  present: 

( 1 ) It  must  be  apparent  that  some  expense  was 
actually  incurred.  (2)  The  expense  claimed 
must  be  so  related  to  the  taxpayer’s  business  or 
profession  that  it  qualifies  as  an  ordinary  and 
necessary  business  expense.  (3)  A basis  for  ap- 
proximation must  be  constructed  from  available 
evidence  both  as  to  the  amount  and  business 
purpose  of  the  expenditure  claimed.  Mere 
guesses  will  not  be  accepted  without  question. 
There  must  be  an  adequate  basis  for  the  approxi- 
mation. 


FOR  SALE  - PRACTICES 

San  Diego  — General  Practice  established  17  years.  Thriving 
city.  Excellent  hospital  facilities  and  exceptional  surgical 
privileges  for  G.P.  Well  equipped  office;  complete  files, 
reasonable  rent.  Gross  income  more  than  $50,000  last  year. 
Terms  may  be  arranged  to  pay  $400  per  month.  Special- 
izing; moving  out  of  town,  will  introduce.  Main  Post  Office 
Box  1768,  San  Diego  12,  Calif. 


CANCER  CYTOLOGY  SMEARS 

Slides  evaluated  by  Ph.D.  and  M.D.  cytologists. 

24  Hour  Service  All  Materials  Furnished 

Further  Information  On  Request 

DOCTORS'  CHEMISTRY  SERVICE 

901  Sixth  Street,  Santa  Monica,  Calif. 
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ARIZONA’S  LEADING  MEDICAL 
--  BUILDING  = 


PLENTY  OF  FREE  PARKING 


550  W.  THOMAS  ROAD,  PHOENIX,  ARIZONA 


mg 

PHONE  AM  6-0579 


OFFICE  EQUIPMENT 
1636  NORTH  CENTRAL 

(just  north  of  McDowell) 


WAYLAND 

PRESCRIPTION  PHARMACIES 

TWO  FINE  STORES 

North  Central  Medical  Bldg. 
2021  N.  Central 
and 

Professional  Building 
13  E.  Monroe 

Phoenix,  Arizona 

FREE  delivery' 
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MARCH  1,  1958,  PROGRESS  REPORT 
FROM  THE  POISON  CONTROL 
INFORMATION  CENTER  AT  THE 
UNIVERSITY  OF  ARIZONA 
COLLEGE  OF  PHARMACY 

Statistics  of  58  poison  cases  reported  sinee  the 
February  1,  1958  Progress  Report; 

AGE: 

80.4%  involved  under  5 year  age  group 
3.4%  involved  6 to  15  year  age  group 
1.7%  involved  16  to  30  year  age  group 
8.6%  involved  over  45  year  age  group 
5.9%  were  not  reported. 

NATURE  OF  INCIDENT; 

94.8%  aecidental 
5.2%  intentional 

OUTCOME: 

100.0%  recovery 
0.0%  fatal 

TIME  OF  DAY: 

25.8%  occurred  between  6 a.m.  and  noon 
41.7%  occurred  between  noon  and  6 p.m. 

5.3%  occurred  between  6 p.m.  and  midnight 
0.0%  oceurred  between  midnight  and  6 a.m. 
27.2%  were  not  reported 

CAUSATIVE  AGENTS: 

18.9%  aspirin  preparations 
11.9%  sedatives  ( Barbiturate  preparations ) 
10.4%  antihistamines  and  tranquilizers 
27.7 % other  medieation  ( cathartics,  anticoagu- 
lants, hormones  (thyroid  and  estrogens), 
eamphor,  narcotie  analgesics) 

11.9%  slovents  ( paint  thinner,  acetone,  turpen- 
tine, gasoline ) 

5.2%  insecticides 

7.0% household  cleaners  and  bleaches 
5.2%  ornamental  plants  ( eastor  beans ) 

1.8%  cosmetics 


COLORADO  ANNUAL  SESSION 

The  Colorado  State  Medical  Society  is  listing 
below  the  meetings  of  this  society  which  are 
scheduled  for  the  remainder  of  1958  and  for 
1959. 

Sept.  24-25-26-27,  1958,  annual  sessioiYBniad- 
moor  Hotel,  Colorado  Springs,  Colo.  ‘ ^ 


T 


13TH  ANNUAL  MEETING  OF 
THE  OGDEN  SURG.  SOC. 


HE  Ogden  Surgical  Society  is  pleased  to  an- 
nounee  the  scientific  program  of  the  annual 
meeting  to  be  held  May  21,  22,  and  23,  1958. 

Place:  Ogden,  Utah,  the  scientific  meetings 
will  be  held  at  the  Orpheum  Theatre,  2520  Wash- 
ington Boulevard. 

Program:  The  following  doctors  have  been 
obtained  as  guest  speakers: 

Harry  E.  Bacon,  professor  surgery.  Temple 
University  School  of  Medicine,  Philadelphia,  Pa. 

B.  Marden  Blaek,  associate  professor  of  sur- 
gery, Mayo  Clinie,  Rochester,  Minn. 

Alexander  Brunschwig,  professor,  clinical  sur- 
gery, Cornell  University  School  of  Medicine, 
New  York  City,  N.  Y. 

William  Dameshek,  director.  Blood  Research 
Laboratory,  New  England  Center  Hospital,  Bos- 
ton, Mass. 

R.  K.  Gilchrist,  clinical  professor,  surgery.  Uni- 
versity of  Illinois  School  of  Medicine,  Chicago, 
111. 


Roy  G.  Holly,  professor,  obstetrics  and  gyne- 
cology, University  of  Nebraska  Medical  School, 
Omaha,  Neb. 

Vincent  C.  Kelle,  assoeiate  professor,  pediat- 
rics, University  of  Utah  Medical  School,  Salt 
Lake  City,  Utah. 

James  F.  Nolan,  assistant  elinical  professor. 
Obstetrics  and  Gynecology,  Los  Angeles  Tumor 
Institute,  Los  Angeles,  Calif. 

Alton  Ochsner,  chief,  surgical  staff,  Ochsner 
Foundation,  New  Orleans,  La. 

Gerald  Pratt,  associate  clinical  professor,  sur- 
gery, New  York  University  College  of  Medicine 
—Bellevue  Medical  Center,  New  York  City,  N.  Y. 

Col.  Joseph  R.  Shaeffer,  MC.,  consultant  on 
medical  care  in  disaster,  Walter  Reed  Army  Me- 
dical Center,  Washington,  D.  C. 

Col.  Arthur  B.  Tarrow,  MC,  USAF,  chief  of 
anesthesiology,  USAF  Hospital,  Lackland  Air 
Force  Base,  Texas. 

Owen  Wangensteen,  professor,  surger\’.  Uni- 
versity of  Minnesota,  Medical  School,  Minneop- 
olis,  Minn. 

James  V.  Warren,  professor,  medicine.  Duke 
University  School  of  Medicine,  Durham,  N.  J. 

Claud^’E.  Welch,  duel  of  tumor  eliuie,  Mass- 
achusetts General  Hospital;  assoeiate  in  surger\ 
at  Harvard  Medical  School,  Ihistou,  Mass. 
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Entertainment:  An  infonnal  party  will  be  held 
on  Thursday  evening  for  all  who  have  regis- 
tered, and  their  wives.  Social  events  will  be  ar- 
ranged for  the  ladies  in  attendance. 

Registration:  Make  hotel  registrations  at  once 
through  the  chairman  of  the  registration  commit- 
tee, Doctor  L.  D.  Nelson,  Washington  Terrace, 
Ogden,  Utah. 

We  urge  you  to  attend  this  outstanding  meet- 
ing. 

THE  AMERICAN  COLLEGE  OF 
OBSTETRICIANS  AND 
GYNECOLOGISTS  PLAN 
LOS  ANGELES,  CALIF. 
MEETING  APRIL  21-23,  1958 

F ORTY  round  table  discussions  and  210  break- 
fast conferences  will  highlight  the  meetings  of 
the  American  College  of  Obstetricians  and  Gyne- 
cologists at  the  sixth  annual  clinical  meeting  to 
be  held  at  the  Hotel  Statler,  Los  Angeles,  Calif., 
April  21-23,  1958. 

Dr.  J.  Edward  Hall,  Brooklyn,  N.  Y.,  program 
committee  chairman,  has  announced  that  during 
the  three-day  meeting,  14  formal  papers  will  be 
given.  The  authors  will  be  fellows  of  the  col- 
lege and  guest  speakers  carefully  selected  for 
their  special  knowledge  on  the  particular  subject. 

Two  banquets  will  be  held,  one  at  Cocoanut 
Grove  in  the  Ambassador  Hotel  and  the  other 
in  the  Moulin  Rouge,  a beautiful  theater  res- 
taurant. 

A reception  will  be  held  on  Sunday,  April  20 
in  the  Statler  Hotel  with  the  fellows  of  Los  An- 
geles and  surrounding  communities  as  hosts. 

law  — MEDICINE  SYMPOSIUM 

w 

If  ESTERN  Reserve  University’s  Law-Medicine 
Center  has  scheduled  the  fourth  in  a series  of 
institutes  for  April  25-26  on  the  university 
campus. 

Entitled  “The  Mind;  A Law-Medicine  Prob- 
lem,” the  two-day  program  will  be  held  in  the 
courtroom  of  the  University’s  School  of  Law. 

Prominent  medical  specialists  will  lecture  on 
such  topics  as  “Personality  Growth  and  Devel- 
opment: “Childhood,  Adolescence,  Adult”; 

“Causes  of  Mental  Diseases  and  Illnesses;  Phy- 
sical and  Emotional,  Precipitating  and  Predis- 
posing”; “Management  of  the  Traumatically  Dis- 
abled Mentally  111”;  “Classification  of  Mental  Dis- 


eases and  Illnesses”;  “Psychological  Testing  and 
Interviewing”;  “Law-Medicine  Cases  Involving 
Mental  Diseases  and  Illnesses.” 

The  primary  purpose  of  the  institute  will  be 
to  indicate  the  effects  of  trauma  to  the  human 
body. 

Co-operating  with  the  Law  School  in  pre- 
senting the  program  will  be  the  Cuyahoga  Coun- 
ty coroner’s  office,  co-sponsor  of  the  Law-Medi- 
cine Center. 

Sessions  wil  be  held  from  9 a.m.  to  4:30  p.m. 
on  Friday  and  from  9 a.m.  to  3:30  p.m.  on  Sat- 
urday. Tuition  will  be  $25. 

For  further  information,  contact  Oliver  C. 
Schroeder  Jr.,  director,  Law-Medicine  Center, 
Western  Reserve  University,  Cleveland  6,  Ohio; 
phone  CEdar  1-7700,  extension  635. 

HAWAII  MEDICAL  CONFERENCE 

T 

1 HE  recent  announcement  and  invitation  to 
mainland  doctors  by  the  Hawaii  Medical  Asso- 
ciation to  attend  the  Hawaii  summer  medical 
conference  in  Honolulu  July  1-3, 1958,  has  caused 
a great  deal  of  interest. 

The  conference  is  under  the  auspices  of  the 
Hawaii  Medical  Association,  constituent  society 
of  the  AMA,  and  Dr.  Samuel  L.  Yee,  president 
of  the  Hawaii  Medical  Association,  has  extended 
an  open  invitation  to  members  of  the  medical 
profession  to  attend  the  conference. 

Included  in  the  program  are  breakfast  panels 
and  a special  afternoon  clinic  at  a local  hospital. 
Such  outstanding  speakers  as  Dr.  Frederick  C. 
Robbins  of  Cleveland,  Dr.  Ernest  Jawetz  of  San 
Francisco,  and  others  of  equal  stature,  will  pre- 
sent papers  of  particular  note. 

The  conference  has  been  timed  to  immediately 
follow  the  AMA  annual  meeting  in  San  Fran- 
cisco June  23-27,  1958.  Official  travel  arrange- 
ments to  Hawaii  to  attend  the  conference  are 
under  the  direction  of  Lee  Kirkland  Travel  of 
Chicago  and  Kansas  City  (operators  of  medical 
tours).  Aside  from  attendance  at  the  scientific 
sessions,  various  other  official  social  functions 
will  be  provided  in  the  official  trips,  and  a choice 
may  be  made  of  traveling  round-trip  by  air,  or 
combining  air  and  steamer  travel  between  the 
mainland  and  Honolulu. 

For  additional  information,  conference  regis- 
tration forms,  or  to  place  reservations,  contact 
Lee  Kirkland  Travel,  c/o  Medical  Tours,  PO  Box 
3433,  Chicago  54,  111. 
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AUXILIARY  PROGRAM 

ANNUAL  MEETING 
Chandler,  April  30,  Maij  1,  2,  3, 1958 

Headquarters  San  Marcos  Hotel 

WOMAN’S  AUXILIARY 
TO  THE 

ARIZONA  MEDICAL  ASSOCIATION 
* # * 

CONVENTION  COMMITTEE  CHAIRMAN 


General  Chairman,  Mrs.  Thomas  O.  Rowley 

Reservations Mrs.  John  K.  Kerr 

Co-Chairman  Mrs.  William  G.  Payne 

Registration  Mrs.  Stanley  I.  Blake 

Transportation  Mrs.  Robert  D.  Erickson 

Publicity  Mrs.  Edward  Sattenspiel 

Decorations Mrs.  Clair  E.  Troutman 

Courtesy Mrs.  Raymond  S.  Elliott 

Co-Chairman Mrs.  Rex  W.  Weaver 

Luncheon,  May  1 Mrs.  Walter  B.  Lee 

Luncheon,  May  2 Mrs.  Rex  O.  Vaubel 

Golf  Tournament,  May  1 . . Mrs.  V.  E.  Frazier 
The  plans  and  preparations  for  this  conven- 
tion which  were  executed  by  the  above  commit- 
tee members  are  hereby  acknowledged  with  deep 
appreciation  by  the  Pima  County  Medical  Aux- 
iliary. 

tt  * # 

TWENTY-EIGHTH  ANNUAL  MEETING 
CONVENTION  SCHEDULE 
WEDNESDAY,  APRIL  30 
10:00  A. M.  to  4:00  P.M.  Registration 

Lobby,  San  Marcos  Hotel 
10:00  A.M.  Preconvention  Board  Meeting 

Terrace  Lounge,  San  Marcos 
12:00  Noon  to  5:00  P.M.  Student  Nurse  Loan 
Fund  Committee  Meeting  Luncheon 

San  Marcos 

1:00  P.M.  Nominating  Committee  Meeting 

Terrace  Lounge,  San  Marcos 
* # -0: 


THURSDAY,  MAY  1 
9:00  A.M.  to  12:00  Noon  Registration 

Lobby,  San  Marcos  Hotel 
10:00  A.M.  Formal  Opening  for  All  Auxiliary 

Members Terrace  Lounge,  San  Marcos 

Mrs.  Charles  S.  Powell,  President,  Presiding 

Invocation Mrs.  James  R.  Moore 

Address  of  Welcome Mrs.  John  K.  Bennett, 

President,  Pima  County 

Response  Mrs.  Frederick  W.  Knight 

Member-at-Large 


GENERAL  SESSION 

In  Memoriam  Mrs.  James  R.  Moore 

Announcements  by  Convention 

Chairman  Mrs.  Thomas  O.  Rowley 

Visual  Reports  of  State  Chairmen  — Displayed 
in  Main  Lobby  of  San  Marcos  Hotel 

ft  * # 

New  Executive  Board 

Meetings  Mrs.  Melvin  W.  Phillips 

# # » 

1230  P.M.  Luncheon  ....  Maricopa  Inn,  Mesa 

Honoring  the  National  President,  Mrs.  Paul 
C.  Craig 

Invocation  Rev.  Carl  L.  Olson 

First  Lutheran  Church,  Mesa 
Introduction  of  Members-at-Large 
Greetings Mrs.  Paul  C.  Craig 

ft  ft  ft 

2:30  P.M.  Ladies’  Nine-Hole  Handicap  Golf 
Tournament  — Green  Fees  $4.00.  .San  Marcos 
Golf  prizes  contributed  through  the  generosity 
of  the  O.  S.  Stapley  Co.  of  Mesa,  Arizona, 
which  is  acknowledged  with  grateful  appre- 
ciation. 

ft  ft  ft 

FRIDAY,  MAY  2 

9:30  A.M.  Auxiliary  Briefing  and  Informal 

Coffee Edjon  Room,  San  Marcos 

Mrs.  Paul  C.  Craig,  National  President 
County  and  State  Chairmen  and  Auxiliary 

Members  are  requested  to  attend. 

# # 

12:30  P.M.  Luncheon  and  Fashion  Show  by 

Marge  Brignall  Arizona  Country  Club 

Two-Minute  Project  Reports  by  County  Presi- 
dents 

Installation  of  Officers Mrs.  Paul  C.  Craig 

President’s  Inaugural 

Address Mrs.  Melvin  W.  Phillips 

Adjournment  of  Annual  Session 
# * 

2:30  P.M.  Post-Convention  Board  Meeting 
# » « 

MEMBERSHIP  PLEDGE 
I pledge  my  loyalty  and  devotion  to  the 
Woman’s  Auxiliary  to  the  American  Medical  As- 
sociation. I will  support  its  activities,  protect 

its  reputation,  and  ever  sustain  its  high  ideals. 

0 o o 

(Woman’s  Auxiliary  Directory  On  Page  T.V) 
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ATLAS  OF  TUMOR  PATHOLOGY 

T UMORS  of  the  Esophagus,”  by  Drs.  Arthur 
Purdy  Stout  and  Raffaele  Lattes  has  just  been 
released. 

Copies  may  be  ordered  from:  The  American 
Registry  of  Pathology,  Armed  Forces  Institute  of 
Pathology,  Walter  Reed  Army  Medical  Center, 
Washington  25,  D.  C.  at  a cost  of  $1  per  copy 
plus  15  cents  postage.  All  checks  should  be 
made  payable  to  the  American  Registry  of  Path- 
ology. 


NiNE  VA  CONSTRUCTION 
PROJECTS  PLANNED 

I N the  next  few  months  veterans’  administra- 
tion plans  to  call  for  bids  on  nine  hospital  con- 
struction projects  estimated  to  cost  between  $16.9 
million  and  $23  million.  Hospitals  on  the  list 
for  improvements  or  additions  are  those  at  Syra- 
cuse, Newington,  Conn.,  Bronx,  Ann  Arbor,  Bed- 
ford, Mass.,  Chillicothe,  Ohio,  and  Roanake,  Va. 
The  largest  calls  for  additional  buildings  and 
utilities  at  the  Downey,  Ilk,  hospital. 


DRUGS  AND  THE  MIND 

by  Robert  S.  cieRopp.  308  pages.  (19-57)  St.  Martin’s  Press.  $4. .50. 

A biochemist  tells  the  story  of  drugs,  from  the 
ice  age  to  the  age  of  anxiety:  marihuana,  mes- 
caline, hashish,  heroin,  rauwolfia,  reserpine,  mil- 
town,  and  others.  He  emphasizes  their  use  today 
in  the  treatment  of  the  mentally  ill.  The  volume 
is  for  general  readers. 

Stacey’s  Medical  Books,  San  Francisco,  California. 

DISEASES  OF  THE  EXTERNAL  EAR 

by  Ben  H.  Senturia,  M.D.  210  pages.  Illustrated.  (19.57)  Thomas. 
.$8.50. 

A thorough  consideration  of  prophylaxis  in 
external  otitis  techniques,  and  formulas  of  oint- 
ments used  are  included.  Basic  chemical  and 
pathological  data  behind  these  prophylactic 
preparations  are  given.  The  author  is  an  associ- 
ate professor  of  clinical  otolaryngology,  Wash- 
ington University. 

Stacey’s  Medical  Books,  San  Francisco,  California. 

BEDSIDE  DIAGNOSIS 

by  Charles  Seward,  M.D.  4th  ed.  41.5  pages.  (19.57)  Williams  & 
Wilkins.  $.5. 

In  handbook  format,  common  symptoms  and 
signs  of  disease  are  weighed.  Synopses  of  causes, 
which  start  each  chapter,  are  brought  up  to  date 
in  the  new  edition  and  descriptions  of  newly 
recognized  conditions  have  been  added.  The 
author  is  a professor  of  medicine.  University  of 
Liverpool. 

Stacey’s  Medical  Books,  San  Francisco,  Cahfomia. 


Equipment  Is  Sometimes 

Serving  Arizona 

No  Better  Than  The 

Health  Needs 

Follow-up  Service  Needed. 

Since  1908 

WE  SERVICE  PROPERLY 

9 DRUG  STORES 

1030  E.  McDowell  Rd.  - AL  4-5593 
PHOENIX,  ARIZONA 

Phoenix  - Tempe  - Globe  - Miami  - Superior 
Casa  Grande  - Glendale 
Wickenburg  - Tucson 
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in  each  of  these  indications 
for  a tranquilizer. . . 


SR  is  a cardiac  patient.  His  doctor 
put  him  on  ATARAX  because  (♦) 
it  is  an  anti-arrhythmic  and  non- 
hypotensive tranquilizer. 


Other  tranquilizers  added  to  PN’s 
g.  i.  discomfort  (he  has  ulcers). 
But  now  his  doctor  has  him  on 
ATARAX  because  (+)  it  lowers  gas- 
tric secretion  while  it  tranquilizes. 


Asthmatic  JL  used  to  have  fre- 
quent tantrums  followed  by  acute 
bronchospasm.  Her  family  doctor 
tranquilized  her  with  atarax  be- 
cause (+)  it  is  safe,  even  for  chil- 
dren. 


Senile  anxiety  and  persecution 
complex  dogged  Mrs.  K.  until  her 
doctor  prescribed  ATARAX  Syrup. 
(+)  It  tastes  good,  and  it’s  a per- 
fect vehicle  for  Mrs.  K’s  tonic. 

Dosage:  Children,  1-2  10  mg.  tablets  or 
1-2  tsp.  Syrup  t.i.d.  Adults,  one  25  mg. 
tablet  or  1 tbsp.  Syrup  q.i.d. 

Supplied : 10, 25  and  100  mp:.  tablets,  bottles 
of  100.  Syrup,  pint  bottles.  Parenteral  Solu- 
tion, 10  cc.  multiple-dose  vials. 


Arizona  Medicine 


April,  1958 


38A 


respiratory  infections 
gastrointestinal  infections 
genitourinary  infections 
miscellaneous  infections 


immediate 

therapeutic 

response 


use 


with  Xylocalne* 


Half  Strength  Capsules 
(per  capsule) 


Bottles  of 
16  and  100 


Suspension 

(per  5 cc.  teaspoonful) 


60  cc.  bottles 


(per  CC.—20  drops) 


with  droppe 


Squibb 


Squibb  Quality— the  Priceless  Ingredient 


Tetracycline  phosphate 
complex  equiv. 

tetracycline  HCI  (mg.)  Packaging 

Capsules  (per  capsule)  250  Bottles  of 

16  and  100 


250  mg.  per  1 dose  vial 
100  mg.  per  1 dose  vial 


■ when  oral  therapy  is  contraindicated  (vomiting,  dysphagia, 
intestinal  obstruction,  gastrointestinal  disorders) 

■ when  the  patient  is  comatose  or  in  shock 

■ postoperatively 

1.  fast  peak  blood  and  tissue  concentrations 

2.  high  cerebrospinal  levels 

3.  for  practical  purposes,  Sumycin  is  sodium-free 

Each  vial  contains  tetracycline  phosphate  complex  equivalent 
to  250  mg.,  or  100  mg.,  of  tetracycline  HCI.  (Note:  250  mg. 
dose  may  produce  more  local  discomfort  than  the  100  mg. 
dose.) 


FLEXIBLE  DOSAGE  FORMS  FOR  CONTINUING  ORAL  THERAPY 
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Provides  therapeutic  quantities 

Potent  ‘Trinsicon’  offers  complete  and 
convenient  anemia  therapy  plus  max- 
imiun  absorption  and  tolerance.  Just  two 
Pulvules  ‘Trinsicon’  daily  produce  a 
standard  response  in  the  average  uncom- 
plicated case  of  pernicious  anemia  (and 
related  megaloblastic  anemias)  and  pro- 


of  all  known  hematinic  factors 

vide  at  least  an  averaj 
hypochromic  anemias 
tional  deficiency 
tor  in  the  ‘Trinsico 
(never  inhibits)  i^amin 
Available  in  N^tles  of  fi(>^d 

^'Trinsicon'  (Hematinic  Coi 


DIANA,  U.  S.  A. 


ELI  LILLY  AND  COMPANY 


INDIANAPOLIS  6, 


luo-;  \ 
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for  ''This  Wormy  World 


Pleasant  tasting 

‘ANTEPAR’.:. 

PIPERAZINE 

SYRUP  • TABLETS  * WAFERS 

Eliminate  PINWORIVIS  IN  ONE  WEEK 
ROUNDWORMS  IN  ONE  OR  TWO  DAYS 

PALATABLE  • DEPENDABLE  • ECONOMICAL 

^ANTEPAR^  SYRUP  ~ piperazine  citrate.  lOO  mg.  per  cc. 
‘ANTEPAR’ TABLETS-  Piperazine  Citrate,  250  or  500  mg.,  scored 
‘ANTEPAR’  WAFERS  " Piperazine  Phosphate,  500  mg. 

Literature  available  on  request 

"Ust 

UZl  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 


L'/SINe-VITAMJNS 


CORRECTS 
IRON  DEFICIENCY 
AS  IT 

STIMULATES 

APPETITE 


FOR  CHILDREN 


Supplies  essential  Iron  as  ferric  pyrophos- 
phate, highly  stable,  well -tolerated,  readily 
absorbed ; essential  vitamins  Bi,  Be  and  B12, 
established  as  appetite  stimulants;  essential 
I -Lysine  for  greater  protein  economy  in  the 
pediatric  diet. 


INCREMIN  Syrup 


Each  teaspoonful  (5  cc.)  contains: 

1-Lysine  HCI 

Ferric  Pyrophosphate  (Soluble)  . 
Iron  (as  Ferric  Pyrophosphate)  . 
Vitamin  B12  Crystalline  . . , . 
Thiamine  Mononitrate  (Bi)  . . , 

Pyridoxine  HCI  (Be) 

Alcohol 


300  mg. 
250  mg. 
30  mg. 
25  mcgm. 
10  mg. 
5 mg. 
0.75% 


Average  dosage  is  1 teaspoonful  daily. 
Available  in  bottles  of  4 fl.  oz. 


LEDERi-E  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY^PEARL  KIV 


Gastric  distress  accompanying  "predni-steroid’* 
therapy  is  a definite  clinical  problem  — well 
documented  in  a growing  body  of  literature. 


:“In  view  of  the  beneficial  re- 
onses  observed  when  antacids 
il  bland  diets  were  used  concora- 
nlly  with  prednisone  and  predni- 
one,  we  feel  that  these  measures 
>idd  be  employed  prophylacti- 
!y  to  offset  any  gastrointestinal 
e effects.” — Dordick,  J.  R.  et  al.: 
Y.  State  J.  Med.  57:2049  (June 
I 1957. 


^“It  is  our  growing  convic- 
tion that  all  patients  receiving 
oral  steroids  should  take  each 
dose  after  food  or  with  ade- 
quate buffering  with  aluminum 
or  magnesium  hydroxide;  prep- 
arations.”— Sigler,  J.  W.  and 
Ensign,  D.  C.:  J.  Kentucky 
State  M.  A.  54:771  (Sept.)  1956. 


:k“The  apparent  high  inci- 
dence of  this  serious  [gastricj 
side  effect  in  patients  receiving 
prednisone  or  prednisolone 
suggests  the  advisability  of 
routine  co-administration  of  an 
aluminum  hydroxide  gel.”— 
Bollet,  A.  J.  and  Bunim,  J.  J.: 
J.  A.  M.  A.  158:459  (June  11) 
1955. 


One  way  to  make  sure  that  patients  receive 
full  benefits  of  "predni-steroid”  therapy  plus 
positive  protection  against  gastric  distress  is 
by  prescribing  CO-deltra  or  co-hydeltra. 


PREDNISONE  BUFFERED 


nultiple  compressed  tablets 


provide  all  the  benefits 
of  “Predni-steroid”  therapy- 
plus  positive  antacid  protection 
against  gastric  distress 


PREDNISOLONE  BUFFERED 


2.5  mg.  or  5.0  mg.  of  prednisone 
or  prednisolone,  plus  300  mg.  of 
dried  aluminum  hydroxide  gel 
and  50  mg.  magnesium  trisili- 
cate, in  bottles  of  30,  100,  500. 


MERCK  SHARP  & DOHME  Division  of  MERCK  & CO.,  INC.,  Philadelphia  1.  Pa. 
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. FREE  One-Hour  VALIDATED  PARKING 

For  Patients 


PROFESSIONAL 

BUILDING 


The  Southwest^ s Foremost 
MEDICAL-DENTAL  CENTER 


the 


A modern,  streamlined  structure  ...  in 
heart  of  the  downtown  shopping  district  . . . 
attracts  patients  from  every  point  of  the  com- 
pass . . . immediately  accessible  to  banks, 
stores,  legal  firms,  theaters  and  restaurants 
. . . adjacent  to  all  transportation  facilities  . . . 
me  of  the  best  known  landmarks  in  the  Valley 
)f  the  Sun! 


MONROE  AT  CENTRAL 


Free  one-hour  validated  parking  at  VNB  Car-Park, 
First  St.  and  E.  Van  Buren,  for  patients. 


150,000 

Physicians 

use 

the 


Time  saving,  easy-to-use. 
Invaluable  for  desiccation, 
fulguration  or  bi-active  coagulation. 
Unrivalled  for  removal  of  surface 
and  other  growths  with 
excellent  cosmetic  results. 


BIRTCHER 


FREE  32-PAGE  BOOKLET  SYMPOSIUM 
ON  ELECTRO-DESICCATION  AND  BI- 
ACTIVE COAGULATION  and  full  color 
booklet  with  color  progress  pho- 
tographs of  technics  and  results 
sent  on  request  without  obligation. 


HYFRECATOR 


A HYFRECATOR  in  every  office  • Many  physicians  now  have 
HYFRECATORS  in  every  examining  and  treatment  room  to  save  time 
and  inconvenience  for  their  patients.  This  time-proven  method  for  the 
removal  of  moles,  warts  and  other  growths  is  used  so  frequently  in  the 
average  practice,  it’s  impractical  not  to  have  several  hyfrecators  ! 

Dermatology  • General  Practice  Physicians  in  virtually  every 
Gynecolo^  • Urology  • Proctology  HYFRECATOR 

Ophthalmology  • E.E.N.T.  / , , , . 

an  invaluable  instrument. 


B 


THE  BIRTCHER  CORPORATION 

Dept.  ARM-458 

4371  Valley  Blvd.,  Los  Angeles  32,  Calif. 

Send  me  the  2 booklets  on  hyfrecation 

Dr 

Address 

City Zone State 


THE 

BIRTCHER 

CORPORATION 
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*X-^aif  an4  ClMeal  Xahi‘at9i‘ij 


507  Profsesional  Bldg. 

Phoenix,  Arizona 
Phone  ALpine  3-4105 


AND 


HHedical  Center  an4  Clinical  Xat^eraUrtf 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 


DIAGNOSTIC  X-RAY  X-RAY  THERAPY 

RADIUM  THERAPY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARIOGRAPHY  BASAL  METABOLISM 


9ex  ec  ^ poster,  *3^.,  ^(^irecior  <y^arti  n X.jCut,JM.  X.,  OQaJic  logiist 


Diplomate  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 


East  McDowell  Medical  Building  Telephone 

1130  E.  McDowell  Road  ALpine  8-1601 

PHOENIX,  ARIZONA 


A Complete  Analytical  and  Laboratory  Service  To  The  Medical  Profession  of  Arizona 

Protein  Bound  Iodine 

Rh  Antibody  Titres 

DIAGNOSTIC  X-RAY 

Blood  Cholinesterase 

Quantitative  Serology 

Pelvimetry 

17-Ketosteroids 

Heterophile  Titres 

Salpingography 

Corticosteroids 

Autogenerous  Vaccines 

Bronchography 

Phosphatases 

Hematology 

Intervenous  Cholecystography 

Vitamin  Determinations 

Bacteriology 

Myelography 

Blood  Volume 

Parasitology 

RADIO  ISOTOPE 

Blood  pH  Values 

Gastric  Analysis 

DIAGNOSIS  & THERAPY 

Electrolytes 

Friedman  Tests 

Radio  Iodine 

Toxicology 

Frog  Pregnancy  Tests 

Radio  Phosphorus 

Autopsies 

Mycology 

Chromic  Radio  Phosphate 

Papanicolaou  Stains 

Enzyme  Chemistry 

Radio  Cobalt 

Liver  Function  Tests 
Porphyrins 
Streptolysin  Titres 

Spectroscopic  Analysis 

Radio  Strontium 

Vitamin  B-12,  Cobalt  60  for 

Pernicious  Anemia  Diagnosis 

X-RAY  & RADIUM  THERAPY 

Maurice  Rosenthal,  M.D. 

Marcy  L.  Sussman,  M.D. 

Seymour  B.  Silverman,  M.D. 

George  Scharf,  M.D. 

Diplomate,  American 
Board  of  Pathology 

• 

Diplomate,  American 
Board  of  Radiology 

• 

Diplomate,  American 
Board  of  Pathology 

• 

Diplomate,  American 
Board  of  Pathology 
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RADIOLOGY 

Douglas  D.  Gain,  M.D. 

John  W.  Kennedy,  M.D. 

Diplomate 

TDiplomate 

American  Board  of 

American  Board  of 

Radiology 

Radiology 

ALpine  3-4131 

NORTH 

CENTRAL 

MEDICAL 

LABORATORY 

2021  North  Central  Avenue  • Phoenix 

, Arizona 

COMPLETE  1 

RADIOLOGICAL  AND  PATHOLOGICAL  SERVICES 

PATHOLOGY 

Maurice  Rosenthal,  M.D. 

George  Scharf,  M.D. 

Seymour  B.  Silverman,  M.D. 

Diplomate 

Diplomate 

Diplomate 

American  Board  of 

American  Board  of 

American  Board  of 

Pathology 

Pathology 

Pathology 

Professional  X-ray  and  Clinical  Laboratory 

Successor  To 


MEDICAL  CENTER  X-RAY  AND 
CLINICAL  LABORATORY 


PATHOLOGICAL  LABORATORY 
507  Professional  Bldg. 

Phoenix,  Arizona 
Phone  ALpine  3-4105 

R.  LEE  FOSTER,  M.D.  MARTIN  L.  LIST,  M.D. 

^doctors^^^dTre^ 


DOCTORS'  CENTRAL  DIRECTORY 

Helen  M.  Barrasso,  R.N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  EA  5-1551 

At  Your  Service  24  Hours  Daily 
1321  East  Lee  Street  Tucson,  Arizona 

"Established  1932" 


NURSES^  DIRECTORY 


DISTRICT  NO.  1 

ARIZONA  STATE  NURSES  ASS'N 

MRS.  MARJORIE  E.  KASUN,  R.N. 

Registrar 

Nurses'  Professional  Registry 

703  Professional  Bldg.  — Phoenix  — ALpine  4-4151 


1313  N.  Second  St. 

Phoenix,  Arizona 
Phone  ALpine  8-3484 

R.  LEE  FOSTER,  M.D.  MARTIN  L.  LIST,  M.D. 

ARIZoiiAlociETY^ 

MEDICAL  TECHNOLOGISTS 

Placement  service  for  all  physician  and  hospitals 
requiring  registered  (ASCP)  medical  technologists 
Mrs.  Marian  Hannah,  M.T.  (ASCP),  Placement  Director 
507  Professional  Building,  Phoenix,  Arizona 

CLINIC  DJRECTORY 

J.  T.  O'NEIL,  M.D. 

R.  F.  SCKOEN,  M.D. 

H.  B.  LEHMBERG,  MD. 

W.  H.  FORD,  M.D. 

R.  F.  LAMB,  M.D. 

Casa  Grande  Clinic  Phone  4495 

Casa  Grande,  Arizona 

THE  ORTHOPEDIC  CLINIC 
Orthopedic  Surgery 

W.  A.  Bishop,  Jr.,  M.D.,  F.A.C.S. — A.  L.  Swenson,  M.D.,  F.A,C,S, 
Ray  Fife,  M.D. —Sidney  L.  Stovall,  M.D.,  F.A.C.S. 

Thomas  H.  Taber,  Jr.,  M.D. 

Diplomates  of  the  American  Board  of  Orthopedic  Surgery 
2620  N.  3rd  St.  — AL  8-1586  — Phoenix,  Arizona 
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THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

321  Heard  Bldg.  Phone  Alpine  3-4317 

PHOENIX,  ARIZONA 

MODERN  RX  PHARMACY 

TELEPHONE  20 

NOGALES  ARIZONA 


LAIRD  & DINES 

The  REXALL  Store 
Reliable  Prescription  Service 
woodland  7-2922  Mill  Ave.  & 5th 

Tempe,  Arizona 

JOHNSON'S  DRUG  STORE 

PRESCRIPTIONS 
''Service  you  will  like" 

Corner  Speedway  and  Park  Avenue 
Phone  MA  2-8865  Tucson,  Arizona 

EVERYBODY'S  DRUG  COMPANY 

Prescription  Druggists 
Phones:  WO  4-4587  - WO  4-4588 
Mesa,  Arizona 

THIS  SPACE  FOR  SALE 

ARIZONA  MEDICINE 

321  Heard  Bldg. 

Phone  Alpine  3-4317 
PHOENIX,  ARIZONA 

SUNNYSLOPE  PHARMACY 

7th  & Dunlap  — Sunnyslope,  Arizona 
Wl  3-3454  - Wl  3-4312 

The  most  complete  Prescription  Dept,  in  Sunnyslope. 
Member  American  Pharmaceutical  Association 
Member  Arizona  Pharmaceutical  Association 


<^n  tScoitsJale  call 

Lute's  Scottsdale  Pharmacy 

For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1st  National  Bank 


Your  Prescription  Store 

DIERDORF  PHARMACY 

Phone  BR  5-5212 

2315  N.  24th  St.  Phoenix,  Arizona 

Milburn  F.  Dierdorf 


OSBORN  PHARMACY 

Cooled  by  Refrigeration 

Fountain  Service  — Prescriptions  — Cosmetics  — Free  Delivery 
Ralph  Thurman 

3341  N.  19th  Ave.  - Phone  AM  6-4508  - CR  4-1256 
Phoenix,  Arizona 

THIS  SPACE  FOR  SALE 

ARIZONA  MEDICINE 

321  Heard  Bldg. 

Phone  Alpine  3-4317  PHOENIX,  ARIZONA 

PULLINS 

Prescriptions 
400  E.  Glendale 
Phone  YE  7-9848 
Glendale,  Arizona 


SRUTWA  PHARMACY 

Phone  CRestwood  7-7605 

Cas.  H.  Srutwa  — P.  C.  Srutwa 
4234  E.  Indian  School  Road 
PHOENIX,  ARIZONA 


BUTLERS  REST  HOME 

• Bed  Patients  and  Chronics. 

• Excellent  Food. 

• Television. 

• State  Licensed. 

• 24  Hour  Nursing  Care 

802  N.  7th  St.  Phoenix,  Arizona 

Telephone  AL  3-2592 

GLENDALE  NURSING  HOME 

Arizona  newest,  modern  nursing  home. 

• Convalescent  • 24  Hour  Nursing  Care 

• Custodial  • Special  Diets.  Quiet. 

Lat.  16%  and  Glendale  Avenue 
Phones:  AMherst  6-7001  — YEllowstone  7-7064 
Glendale,  Arizona 
(Ray  and  Ruth  Eckel) 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

321  Heard  Bldg. 

Phone  Alpine  3-4317 
PHOENIX,  ARIZONA 


WILLIAMS  CONVALESCENT  HOME 

Hospital  Care  With  Home  Atmosphere 
(Member  Arizona  Association  Nursing  Homes  Inc.) 
Licensed  Nurses  — Special  Diets  — Oxygen  & Intravenous 
Refrigerated  Air  Conditioning  (Individually  Controlled) 
Bed-Ambulatory  Patients 

AM  5-4185  — 1608  E.  Meadowbrooks  Ave.  — Phoenix 

BETHANY  REST  HOME 

Effie  V.  Davis,  Owner  Operator 
CRestwood  4-4112  — 126  E.  Bethany  Home  Road,  Phoenix 
Bed  Patients,  Chronic  Conditions,  Senile  & Ambulatory. 

HILLCREST  SANATORIUM 

Established  1921 

•General  Medical  • Acute  or  Chronic 

• Orthopedic  • Convalescent 

• Post-Operative  • Geriatric 

• Medical  Doctor  of  your  choice 
24  hr.  Skilled  Nursing  — New,  Modern  Facilities 
Phones:  MA  4-1562  — MA  3-1391 
No.  3rd  Ave.  & Adams  Tucson,  Arizona 

Alberta  M.  Lovett 

Katharine  Schmid  Charles  Schmid 
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AND  HOSPITAL 


SANATORIUM  AND  HOSPITAL  WITH  MODERN 
TREATMENT  EQUIPMENT  IN  THE  EXCLUSIVE  CAMELBACK  MOUNTAIN 
RESORT  AREA  ...  15  MINUTES  FROM  DOWNTOWN  PHOENIX. 


LANDSCAPING  AND  10  ACRES  OF  CITRUS  GROVES  ADD 
TO  THE  GUEST  RANCH  ATMOSPHERE  OF  CAMELBACK  SANATORIUM 
AND  HOSPITAL. 

AIR  CONDITIONING  AND  SOUND  PROOF 
7/  UNITS  CREATE  RESTFUL  LIVING  CONDITIONS. 


/CCz^iaaor^  and  recreational  therapy  programs 

STAFFED  WITH  SPECIALIZED  PERSONNEL  HELP  COMPLETE  YOUR 
PATIENT’S  RECOVERY. 


PATIENT  IS  UNDER  CONTINUOUS  REGISTERED  NURSE 
SUPERVISION  TO  MAKE  SURE  YOUR  ORDERS  ARE  PROFESSIONALLY 
CARRIED  OUT. 


YOUR  INQUIRIES  ARE  WELCOME 


OTTO  L.  BENDHEIM,  M.D.,  F.A.P.A. 
Medical  Director 


n 

AND  HOSPITAL 

5055  NORTH  THIRTY  FOURTH  STREET 
PHOENIX  . ARIZONA 
AMhersf  6-7238 
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EYE,  EAR,  NOSE  and  THROAT 

DOUGLAS  W.  FRERICHS,  M.D. 

Diplomate  American  Board  of  Otolaryngology 
EAR,  NOSE,  AND  THROAT 
RHINOPLASTIC  SURGERY  BRONCHOSCOPY 
1130  E.  McDowell  Rd.  — Phone  Alpine  4-5068 
Phoenix,  Arizona 


ROBERT  F.  LORENZEN,  M.D. 

B.Sc.,  M.Sc.  (Med.) 

Diplomate  American  Board  of  Ophthalmology 
Practice  limited  to  Ophthalmology 
Park  Central  Medical  Building 
550  W.  Thomas  Road  (139  Patio  D) 
Phone  AM  5-2701  Phoenix,  Arizona 


JOHN  J.  McLOONE,  M.D. 
F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Otolaryngology 
Park  Central  Medical  Building 
550  W.  Thomas  Rd.  — 124-Patio  C 
Telephone  CRestwood  4-351 1 
Phoenix,  Arizona 

JOHN  S.  MIKELL,  M.D. 

Ear,  Nose  and  Throat  Bronchoscopy 
2508  E.  6th  Stueet 

Phone  EA  5-7191  — Tucson,  Arizona 

THIS  SPACE  FOR  SALE 
write  to 

ARIZONA  MEDICINE 

321  Heard  Bldg.  Phone  Alpine  3-4317 

PHOENIX,  ARIZONA 

ROY  E.  BURGESS,  M.D. 

Ophthalmology 

Diplomate  American  Board  of  Ophthalmology 

822  Professional  Bldg.  — 15  E.  Monroe  St. 
Alpine  3-5604  — Phoenix,  Arizona 

DERMATOLOGY 

GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 
Phone  Alpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 


WILLIAM  SNYDER,  M.D. 

Diplomate  of  the  American  Board  of  Dermatology 

Diseases  of  the  Skin 
Skin  Cancer  — Cutaneous  Allergy 
2021  N.  Central  Ave.  — Alpine  3-8383 
PHOENIX,  ARIZONA 


SAM  M.  MACKOFF,  M.D. 

Diseases  of  the  Skin 

Room  808  - Professional  Building  — 15  E.  Monroe  St. 

Office:  AL  2-0379  — Phoenix,  Arizona 


PSYCHIATRY  and  NEUROLOGY 

OTTO  L.  BENDHEIM,  M.D. 

1515  North  Ninth  Street 
PHOENIX,  ARIZONA 
Diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology 
Phone  AL  8-2607 

RICHARD  E.  H.  DUISBERG,  M.D. 

Diplomate  American  Board  of  Neurology  and 
Psychiatry 

T.  RICHARD  GREGORY,  M.D. 

Neurology  and  Psychiatry 
AL  3-6701  - AL  2-4542 
1313  No.  2nd  St.  — Phoenix,  Arizona 

KENNETH  G.  REW,  M.D. 

550  W.  Thomas  Road  — 102  Patio  A 
Phoenix,  Arizona 

Diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology 
Phone  CR  4-9596 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

321  Heard  Bldg. 

Phone  Alpine  3-4317  PHOENIX,  ARIZONA 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

321  Heard  Bldg. 

Phone  Alpine  3-4317 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

321  Heard  Bldg. 

Phone  Alpine  3-4317  PHOENIX,  ARIZONA 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

Phone  Alpine  3-4317  321  Heard  Bldg. 

PHOENIX,  ARIZONA 


MALIGNANT  DISEASE 

JAMES  M.  OVENS,  M.D. 
F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Tumor  Surgery 
X-ray  and  Radium  Therapy 

608  Professional  Bldg.  Phone  Alpine  8-8074 

Phoenix,  Arizona 


PEDIATRIC  SURGERY 


DANIEL  T.  CLOUD,  M.D. 

Pediatric  Surgery 

2021  N.  Central  Ave.  — Alpine  3-2933 
Phoenix,  Arizona 
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SURGERY 


EDWARD  L.  KETTENBACH,  M.D., 
F.A.C.S.,  F.I.C.S. 


OBSTETRICS  AND  GYNECOLOGY 

HAROLD  N.  GORDON,  M.D.,  F.A.C.S. 

OBSTETRICS  AND  GYNECOLOGY 


SURGERY 

Diplomate  American  Board  of  Surgery 
2324  North  Tucson  Blvd.  Phone  EA  5-2605 

Tucson,  Arizona 


Diplomate  of  American  Board  of  Obstetrics  and  Gynecology 

MARTIN  COHEN,  M.D. 

Practice  Limited  to  Obstetrics  and  Gynecology 
1832  8th  Avenue  — Phone  SUnset  2-2559 


DONALD  A.  POLSON,  M.D.,  M.  Sc. 

GENERAL  SURGERY 

Certified  by  the  American  Board  of  Surgery 
550  W.  Thomas  Road 
Phone  CRestwood  4-2081 
Phoenix,  Arizona 

DELBERT  L.  SECRIST,  M.D.,F.A.C.S. 

123  South  Stone  Avenue 
Tucson,  Arizona 

Office  Phone  AAA  2-3371  Home  Phone  EA  5-9433 


Yuma,  Arizona 

GYNECOLOGY  & ENDOCRINOLOGY 


JOSEPH  B.  RADDIN,  M.D. 

Practice  limited  to 

AAEDICAL  GYNECOLOGY  & ENDOCRINOLOGY 
619  Professional  Building 
15  E.  AAonroe  — Phoenix,  Arizona 
Phone  ALpine  2-3577 


THOMAS  H.  BATE,  M.D. 

F.A.C.S.,  F.I.C.S.,  M.Sc.  (Surgery) 

PRACTICE  LIAAITED  TO  SURGERY 
Diplomate  American  Board  of  Surgery 
2021  N.  Central  — Office  Phone  ALpine  4-3326 
Phoenix,  Arizona 

H.  D.  KETCHERSIDE,  M.D. 

SURGERY  and  UROLOGY 
800  North  First  Avenue 
Phone  ALpine  4-7245 
Phoenix,  Arizona 

D.  W.  MELICK,  M.D. 

THORACIC  SURGERY 
The  Professional  Building 
Phoenix,  Arizona 

GEORGE  L.  DIXON,  M.D.,  F.A.C.S. 

PHILIP  G.  DERICKSON,  M.D. 
CHRISTOPHER  A.  GUARINO,  M.D. 

ORTHOPAEDIC  SURGERY 
Diplomates  of  the  American  Board 
of  Orthopaedic  Surgery 

744  N.  Country  Club  Road  Telephone  EAst  5-1533 
TUCSON,  ARIZONA 

ROBERT  E.  HASTINGS,  M.D.,F.A.C.S. 
ROBERT  W.  WEBER,  M.D. 

ORTHOPAEDIC  SURGERY 
Diplomate  American  Board  of  Orthopaedic 
Suraery 

1014  N.  Country  Club 
TUCSON,  ARIZONA 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

321  Heard  Bldg. 

Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 


THIS  SPACE  FOR  SALE 

ARIZONA  MEDICINE 

321  Heard  Bldg. 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 


UROLOGY 

ROBERT  H.  CUMMINGS,  M.D. 

Diplomate  of  the  American 
Board  of  Urology 
- Park  Central  Medical  Bldg. 

Phone  CR  4-4912 

550  W.  Thomas  Road  — 230  Patio  C 
Phoenix,  Arizona 

PAUL  L.  SINGER,  M.D.,  F.A.C.S. 

Certified  American  Board  of 
UROLOGY 

1313  N.  Second  Street  Phone  ALpine  3-1739 
PHOENIX,  ARIZONA 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

321  Heard  Bldg. 

Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 

DONALD  B.  LEWIS,  M.D. 

UROLOGY 

Certified  by  the  American  Board  of  Urology 
123  So.  Stone  Ave.  Phone  MA  2-7081 

Tucson,  Arizona 

ALLERGY 

Howard  M.  Purcell,  Jr.,  M.D. 

American  Board  of  Pediatrics 
American  Academy  Pediatrics 
American  College  of  Allergists 
ALLERGY  OF  CHILDREN 
322  W.  McDowell  Rd. 

Phoenix,  Arizona 

E.  A.  GATTERDAM,  M.D. 

ALLERGY 

15  E.  Monroe  St.,  Professional  Bldg. 

Office  Hours:  1 1 A.M.  to  5 P.M. 

Phoenix,  Arizona 

SAM  M.  MACKOFF,  M.D. 

Allergy 

Room  808  - Professional  Building  — 15  E.  Monroe  St. 

Office:  AL  2-0379  — Phoenix,  Arizona 
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RADIOLOGY 


R.  LEE  FOSTER,  M.D. 

MARTIN  L.  LIST,  M.D. 

Diplomates  of  American  Board  of  Radiology 
Diagnostic  Roentgenology 
X-ray  and  Radium  Therapy 
507  Professional  Bldg.  1313  N.  Second  St. 

Phone  Alpine  3-4105  Phone  Alpine  8-3484 

Phoenix,  Arizona 

MARCY  L.  SUSSMAN,  M.D. 

Diplomate  of  American  Board  of  Radiology 
DIAGNOSTIC  RADIOIOGY 
THERAPEUTIC  RADIOIOGY 
RADIOISOTOPES 
1 130  E.  McDowell  Rd. 

Telephone  Alpine  8-1601 
Phoenix,  Arizona 

Plastic  and  Reconstructive  Surgery 

HOWARD  C.  LAWRENCE,  M.D. 
F.A.C.S. 

Diplomate  of  the 

American  Board  of  Plastic  Surgery 
2021  N.  Central  Ave.  — Phone  Alpine  8-4101 
Phoenix,  Arizona 

GENERALIST 


HUGH  DIERKER,  M.D. 

Member  American  Academy  of 
General  Practice 

505  N.  Beaver  Phone  1106 

Flagstaff,  Arizona 


DOUGLAS  D.  GAIN,  M.D. 
JOHN  W.  KENNEDY,  M.D. 

Diplomates  of  American  Board  of  Radiology 
X-Ray  Therapy  and  Diagnosis 
Radium  Therapy 


2021  N.  Central  Ave Al  3-4131 

Memorial  Hospital  Al  8-7531 

1130  N.  Central  Ave Al  8-8435 


THIS  SPACE  FOR  SAIE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

321  Heard  Bldg. 

Phone  Alpine  3-4317 
PHOENIX,  ARIZONA 


PROCTOLOGY 

WALLACE  M.  MEYER,  M.D. 

PROCTOIOGY 
Park  Central  Medical  Bldg. 

Phone  CR  4-5632 

550  W.  Thomas  Road  — 216  Patio  B 
Phoenix,  Arizona 

JAMES  T.  JENKINS,  M.D. 

Fellow  American  Proctologic  Society 
Fellow  American  College  of  Surgeons 
Fellow  International  College  of  Surgeons 
Practice  limited  to  Diseases  of  the  Anus,  Rectum 
and  Colon 

2021  N.  Central  Ave. 

Phoenix,  Arizona  — Phone  Al  2-2822 


INTERNAL  MEDICINE 


ROBERT  S.  FLINN,  M.D. 

INTERNAl  MEDICINE 

CARDIOIOGY  and  ElECTROCARDIOGRAPHY 
Park  Central  Medical  Bldg. 

Phone  CR  4-1443 

550  W.  Thomas  Road  — 217  Patio  B 
Phoenix,  Arizona 

JOSEPH  BANK,  M.D. 

Diplomate  of 

American  Board  of  Internal  Medicine 
American  Board  of  Gastroenterology 
GASTROENTEROIOGY,  GASTROSCOPY 
800  North  First  Avenue  Phone;  Alpine  4-7245 

PHOENIX,  ARIZONA 

LESLIE  B.  SMITH,  M.D. 

Diplomate  American  Board  of  Internal  Medicine 
1 130  E.  McDowell  Rd.  Phone  Al  8-0044 

(Formerly  926  E.  McDowell  Rd.) 

Phoenix,  Arizona 
130  E.  Stetson  Drive  — Suite  104 
WH  5-3563  — Scottsdale,  Arizona 


FRANK  J.  MILLOY,  M.D. 

F.A.C.P. 

Diplomate  of  the  American  Board  of 
Internal  Medicine 
INTERNAl  MEDICINE 
907  Professional  Building 
Phone  Alpine  2-0142 
Phoenix,  Arizona 

JESSE  D.  HAMER,  M.D. 

F.A.C.P. 

INTERNAl  MEDICINE 
CARDIOIOGY 

Suit  910  Phoenix 

15  E.  Monroe  St.  Arizona 


DAVID  M.  MARCUS,  M.D. 

INTERNAL  MEDICINE 

1850  Laurel,  North  — Alpine  4-7970 
Phoenix,  Arizona 


52A 


Arizona  Medicine 


April,  1958 


ARIZONA  STATE  CHIROPODISTS  ASSOCIATION 

Julius  Citron,  D.S.C.,  A.C.F.S. 

PHOENIX 

Howard  B,  Seyfert,  Jr.,  D.S.C. 

40  E.  Thomas  Rd. 

753  E.  McDowell  Rd. 

CR  7-5631 

At  4-4414 

Samuel  Mason,  Pod.  D. 

Irwin  D.  Shapiro,  Pod.  D. 

144  N.  1st 

2814  N.  7th  Ave. 

At  2-4646 

AM  5-9686 

Felton  O.  Gamble,  D.S.C. 

TUCSON 

T.  J.  Price,  Ph.G.,  S.C. 

1888  N.  Country  Club  Rd. 

927  E.  7th  Street 

Phone  EA  6-3212 

Phone  MA  4-1087 

Harold  E.  Mitton,  D.S.C. 

Martin  Snyder,  D.S.C. 

318  E.  Congress  St. 

2629  E.  Broadway 

Phone  MA  3-9151 

Phone  EA  5-6333 

PATHOLOGY 


This  is  to  announce  that  tissues  for  diagnosis  are  aecepted  by  the  following 
physieians  who  practice  in  Arizona,  are  not  exclusively  governmentally  employed, 
and  are  qualified  as  pathologic  anatomists: 


J.  D.  BARGER,  M.D. 

338  E.  Camelback  Rd. 
Phoenix,  Arizona 

RALPH  H.  FULLER,  M.D. 

St.  Mary’s  Hospital 
Tucson,  Arizona 

LOUIS  HIRSCH,  M.D. 

1641  N.  Tucson  Blvd. 
Tucson,  Arizona 

GEORGE  B.  KENT,  JR.,  M.D. 

Park  Central  Medical  Bldg. 

550  W.  Thomas  Road  — 101  Patio  A 
Phoenix,  Arizona 

JOSEPH  J.  LIKOS,  M.D. 

338  E.  Camelback  Road 
Phoenix,  Arizona 


MAURICE  ROSENTHAL,  M.D.' 

Memorial  Hospital 
Phoenix,  Arizona 

GEORGE  SCHARF,  M.D. 

2021  N.  Central  Avenue 
Phoenix,  Arizona 

SEYMOUR  B.  SILVERMAN,  M.D. 

1130  E.  McDowell  Rd. 
Phoenix,  Arizona 

LOREL  A.  STAPLEY,  M.D. 

Park  Central  Medical  Bldg. 

550  W.  Thomas  Road  — 101  Patio  A 
Phoenix,  Arizona 

O.  O.  WILLIAMS,  M.D. 

Park  Central  Medical  Bldg. 

550  W.  Thomas  Road  — 101  Patio  A 
Phoenix,  Arizona 


RADIOTHERAPY  & ONCOLOGY 

A.  L.  LINDBERG,  M.D.  U.  V.  PORTMANN,  M.D. 

(Diplomates  of  American  Board  of  Radiology) 

THERAPEUTIC  RADIOLOGY  AND  TUMOR  PATHOLOGY 
TUCSON  TUMOR  CLINIC 

721  N.  4th  Avenue  Tucson,  Arizona 

Phone  MA  3-2531 


LOIS  GRUNOW  MEMORIAL  CLINIC 

McDowell  at  tenth  street  phoenix,  Arizona 

OPHTHALMOLOGY 

John  S.  Aiello,  M.D. 


GENERAL  SURGERY 

H.  G.  Williams,  M.D.,  F.A.C.S. 
David  C.  James,  M.D. 


INTERNAL  MEDICINE 

Hilton  J.  McKeown,  M.D.,  F.A.C.P. 
C.  Selby  Mills,  M.D.,  F.A.C.P. 

S.  Kent  Conner,  M.D. 

Thomas  A.  Edwards,  M.D. 

John  F.  Westfall,  M.D. 


ORTHOPEDIC  SURGERY 

James  Lytton-Smith,  M.D.,  F.A.C.S. 
Ronald  S.  Haines,  M.D.,  F.A.C.S. 
John  E.  Rieker,  M.D. 

Warren  A.  Colton,  Jr.,  M.D.,  F.A.C.S. 


PEDIATRICS 

Robert  W.  Ripley,  M.D. 


OTOLARYNGOLOGY 

D.  E.  Brinkerhoff,  M.D.,  F.A.C.S. 

V.  A.  Dunham,  Jr.,  M.D. 

NEUROSURGERY 

John  A.  Eisenbeiss,  M.D.,  F.A.C.S. 

PSYCHIATRY  and  NEUROLOGY 

Maier  I.  Tuchler,  M.D. 


UROLOGY 

M.  L.  Day,  M.D.,  F.A.C.S. 

OBSTETRICS  and  GYNECOLOGY 

Clarence  B.  Warrenburg,  M.D. 

William  E.  Crisp,  M.D. 

GENERAL  DENTISTRY 

George  F.  Busch,  D.D.S. 

Plenry  A.  Wilky,  D.D.S. 


LABORATORIES 

Director— Thomas  A.  Hartgraves,  M.D.,  F.A.C.R. 
Associate  Radiologist— Don  E.  Matthiesen,  M.D. 
Associate  Pathologist— O.  O.  Williams,  M.D.,  F.A.C.P. 
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in  G.l.  disorders 

‘Compazine’  controls  tension 
—often  brings  complete  relief 

In  such  conditions  as  gastritis,  pylor- 
ospasm,  peptic  ulcer  and  spastic 
colitis,  ‘Compazine’  not  only  re- 
heves  anxiety  and  tension,  but  also 
controls  the  nausea  and  vomiting 
w^hich  often  complicate  these 
disorders. 

Physicians  who  have  used  ‘Com- 
pazine’ in  gastrointestinal  disorders 
— often  in  chronic,  unresponsive 
cases — have  had  gratifying  results 
(87%  favorable). 


Compazine 

the  tranquilizer  and  antiemetic 
remarkable  for  its  freedom  from 
drowsiness  and  depressing  effect 

Available:  Tablets,  Ampuls,  Multi- 
ple dose  vials,  Spansule®  sustained 
release  capsules.  Syrup  and  Sup- 
positories. 


★T.M.  Reg.  U.S.  Pat.  Off.  for  pfochlorrterazine,  S.K.F. 


Smith  Kline  & French  Laboratories,  Philadelphia 


rizon 
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Therapy  which  includes 


ULTRAN 


(Phenaglycodol,  Lilly) 


improves  71%  of  patients 
with  psychosomatic  illne; 


300-mg.  pulvules;  usually  1 t.i.d 


874067 
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THIS  5-YEAR  STUDY  SHOWS... 
CONTINUED  EFFI  CY 

CHLOROMYCETIN 

COMBATS  MOST  CLINICALLY  IMPORTANT  PATHOGENS 

Recent  reports  comparing  the  effectiveness  of  various  antibiotics  against 
commonly  encountered  pathogens  indicate  that  CHLOROMYCETIN  (chlor- 
amphenicol, Parke-Davis)  has  maintained  its  high  degree  of  effective- 
ness.^'^ It  is  still  highly  active  against  many  strains  of  staphylococci, 
streptococci,-’’^  pneumococci, ^ and  gram-negative^’-’’^’^’^®  organisms. 


12  3 4 


CHLOROMYCETIN  is  a potent  therapeutic  agent,  and  because  certain  blood  dyscrasias 
have  been  associated  with  its  administration,  it  should  not  be  used  indiscriminately  or 
for  minor  infections.  Furthermore,  as  with  certain  other  drugs,  adequate  blood  studies 
should  be  made  when  the  patient  requires  prolonged  or  intermittent  therapy. 

REFERENCES;  (1)  Roy,  T.  E.;  Collins,  A.  M.;  Craig,  G.,  & Duncan,  I.  B.  R.:  Canad.  M.A.J. 
77:844  (Nov.  1)  1957.  (2)  Schneierson,  S.  S.  /.  Mount  Sinai  Hasp.  25:52  (Jan. -Feb.)  1958.  (3)  Koch,  R., 
& Donnell,  G.:  California  Med.  87:313,  1957.  (4)  Waisbren,  B.  A.,  & Strelitzer,  C.  L.:  A Five-Year 
Study  of  the  Antibiotic  Sensitivities  and  Cross  Resistances  of  Staphylococci  in  a General  Hospital,  paper 
presented  at  Fifth  Ann.  Symp.  on  Antibiotics,  Washington,  D.  C.,  Oct.  2-4,  1957.  (5)  Doniger,  D.  E.,  & 
Parenteau,  Sr.  C.  M.:  J.  Maine  M.  A.  48:120,  1957.  (6)  Royer,  A.:  Changes  in  Resistance  to  Various 
Antibiotics  of  Staphylococci  and  Other  Microbes,  paper  presented  at  Fifth  Ann.  Symp.  on  Antibiotics, 
Washington,  D.  C.,  Oct.  2-4,  1957.  (7)  Hasenclever,  H.  E:  /.  Iowa  M.  Soc.  47:136,  1957.  (8)  Josephson, 
J.  E.,  & Butler,  R.  W:  Canad.  M.A.J.  77:567  (Sept.  15)  1957.  (9)  Rhoads,  E S.:  Postgrad.  Med.  21:563, 
1957.  (10)  Holloway,  W.  J.,  & Scott,  E.  G.:  Delaware  M.  J.  29:159,  1957. 

PARKE,  DAVIS  & COMPANY  • DETROIT  32,  MICHIGAN 


IN  VITRO  SENSITIVITY  OF  FOUR  COMMON  PATHOGENS 
TO  CHLOROMYCETIN  FROM  1952  TO  1956* 


STAPHYLOCOCCUS  PYOGENES 


1956  (518  STRAINS) 

1955  (1,249  STRAINS) 
1954  (749  STRAINS) 

1953  (455  STRAINS) 

1952  (296  STRAINS) 


96% 

94% 

98% 

99% 

96% 


ESCHERICHIA  COLI 


1956 

1955 

1954 

1953 

1952 


(91  STRAINS)  nmmu^iiiiiiiiiiiiiiiii^^^mgiiiiiiPiii^i^^^mm^miiiiim^mmi^iiiiimii  gg^ 

(128  STRAINS)  99% 

(106  STRAINS)  98% 

(87  STRAINS)  109% 

(66  STRAINS)  99% 


PROTEUS  MIRABILIS 


(46  STRAINS) 

(72  STRAINS) 

(36  STRAINS) 

(39  STRAINS)  90% 

(14  STRAINS)  64% 


PSEUDOMOHAS  AEROGINOSA 


1956 

1955 

1954 

1953 

1952 


(55  STRAINS) 
(113  STRAINS) 
(102  STRAINS) 
(78  STRAINS) 
(51  STRAINS) 


0 10  20  30  40 


SO 


60 


70  60  80 


38% 

25% 

15% 

17% 

29% 


•Adapted  from  Roy  and  others.’ 


I08S8WI 


2A 


Arizona  Medicine 


May,  1938 


For  Speedier  Return  to  Normal  Nutrition 


and  the  Medically  Acceptable 
Reducing  Diet 

In  any  medically  acceptable  reducing  diet  prescribed  today, 
meat  can  serve  as  an  important  nutritional  component. 

Curtailment  of  the  daily  calorie  allowance  must  not  deny 
the  patient  the  protein,  vitamins,  and  minerals  required  for 
good  nutritional  health.  Fad  diets  which  eliminate  certain 
basic  foods  can  hardly  be  considered  medically  acceptable. 

Calorie  for  calorie,  no  other  commonly  eaten  food  supplies 
the  quality  and  quantity  of  protein  which  lean  meat  pro- 
vides. Its  B vitamins  and  minerals  are  needed  daily,  regard- 
less of  calorie  restrictions. 

Even  when  coexistent  pathological  conditions  require  that 
the  calorie-reduced  diet  be  further  limited  to  foods  low  in 
fiber  or  in  sodium,  meat  fills  the  same  important  place  in 
each  day’s  food  allowance.  The  fat  content  of  lean  meat  is 
relatively  low,  and  meat  can  be  prepared  in  various  ways, 
as  called  for  by  almost  every  special  diet. 

In  any  diet  which  must  deviate  from  accustomed  eating 
habits,  the  taste  appeal  of  meat  makes  it  easier  for  the  patient 
to  adhere  to  the  restrictions  imposed. 

The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  by  the  Council  on  Foods  and  Nutri- 
tion of  the  American  Medical  Association  and  found 
consistent  with  current  authoritative  medical  opinion. 


American  Meat  Institute 

Main  Office,  Chicago... Members  Throughout  the  United  States 
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COMPREHENSIVE  VAGINITIS  REGIMEN 


Powder  Insufflation  Tablet  Insertion 


Floraquiif  Rebuilds  the  Defense 
Mechanism  in  Vaginitis 


Combined  office  and  home  treatment  with  Floraquin 
provides  a comprehensive  regimen  which  encourages  restoration 
of  the  normal  "acid  barrier”  to  pathogenic  injection. 


Vaginal  secretions  normally  show  a high 
degree  of  protective  acidity  (pH  3.8  to  4.4). 
When  this  “acid  barrier”  is  disturbed,  growth 
of  benign  Doderlein  bacilli  is  inhibited  and 
that  of  pathogens  encouraged.  Floraquin  not 
only  provides  an  effective  protozoacide  and 
fungicide  (Diodoquin®)  destructive  to  path- 
ogenic trichomonads  and  yeast,  but  also 
furnishes  sugar  and  boric  acid  for  reestab- 
lishment of  the  normal  vaginal  acidity  and 
regrowth  of  the  normal  protective  flora. 
Suggested  Office  Floraquin  Insufflation 

“.  . . the  vagina  is  treated  daily  by  swab- 
bing with  green  soap  and  water,  drying  and 
insufflation  of  Floraquin  powder.”* 


Suggested  Home  Floraquin  Treatment 

“The  patient  is  also  issued  a prescription 
for  Floraquin  vaginal  suppositories  which 
she  is  instructed  to  insert  high  into  the  vagina 
each  evening.  On  the  morning  following  each 
application  of  these  suppositories,  the  patient 
should  take  a vinegar  water  douche.  . . .”* 

A Floraquin  applicator  is  supplied  with 
each  box  of  50  Floraquin  tablets.  G.  D.  Searle 
& Co.,  Chicago  80,  Illinois,  Research  in  the 
Service  of  Medicine. 

* Williamson,  P.:  Trichomonad  Infestation,  M.  Times  84:929 
(Sept.)  1956. 
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“Nocturia  and  orthopnea  have  disappeared  since  he’s 
on  NEOHYDRIN— and  he’s  edema-free  when  he 
wakes  in  the  morning.” 


oral 


organomercurial  TAB  let 

NEOHYDRIN 

BRAND  OF  CHLORMERODRIN 


diuretic 


LAKESIDE 
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(Phoenix);  C.  E.  '!’ount.  Tr.,  M.D.  (Prescott). 

MEDICOLEGAL  COMMITTEE:  Jesse  D.  Hamer.  M.D..  Chair- 
man (Phoenix);  Otto  I..  Bendhcim,  M.D.  (Phoenix);  Ian 
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Jarrett,  M.D.  (Phoenix);  Henry  P.  Limbacher,  M.D.  (Tucson). 
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On  The  Next  Pages, 

The  Achievement  of  Lederle  Research  Project  CL19823 


Lederle  announces  a major  drug  with  great  new  promise 


a new  corticosteroid  created  to  minimize 


major  deterrents  to  all  previous  steroid  therapy 


Triamcinolone  LEDERLE 


9 alpha-fluoro-16  alpha-hydroxyprednisolone 
■ * ■ ^ 


Q a new  liigli  in  anti-inflammatory  effects  with  lower  dosage 

(averages  less  than  prednisone) 

Q a new  low  in  the  collateral  hormonal  effects  associated 

with  all  previous  corticosteroids 

Q No  sodium  or  water  retention 
Q No  potassium  loss 

Q No  interference  with  psychic  equilibrium 
Q Low  incidence  of  peptic  ulcer  and  osteoporosis 


Biological  Effects  of  ^5?ig‘S(Q)(g(Q)2’t^ 


with 

particular  emphasis 
on: 

Kidney  function 

Animal  studies  on  aristocort^  have  not  dem- 
onstrated any  interference  with  creatinine  or 
urea  clearance.  Autopsy  surveys  of  organs  of 
animals  on  prolonged  study  of  this  medication 
have  shown  no  renal  damage. 

Sodium  and  water 

ARISTOCORT  produced  an  increase  of  230  per 
cent  of  water  diuresis  and  145  per  cent  sodium 
excretion  when  compared  to  control  animals.^ 
Metabolic  balance  studies  in  man  revealed 
an  average  negative  sodium  balance  of  0.8 
Gm.  per  day  throughout  a 12-day  period  on  a 
dosage  of  30  mg.  per  day.^  Additional  balance 
studies  showed  actual  sodium  loss  when 
ARISTOCORT  was  givcn  in  doses  of  12  mg. 
daily.^  Other  investigators  observed  significant 
losses  of  sodium  and  water  during  balance 
studies  and  that  those  patients  with  edema 
from  some  older  corticosteroids  lost  it  when 
transferred  to  aristocort.^-^  In  two  studies  of 
various  rheumatic  disorders  (194  cases)  on 
prolonged  treatment,  sodium  and  water  reten- 
tion was  not  observed  in  a single  case.®-"^ 

Potassium  and  chlorides 

There  was  no  active  excretion  of  potassium 
or  chloride  ions  in  animals  given  mainte- 
nance doses  of  ARISTOCORT  25  times  that 
found  to  be  clinically  effective.^  Potassium 
balance  studies  in  humans“-^  revealed  that 
negative  balance  did  not  occur  even  with 
doses  somewhat  higher  than  those  employed 
for  prolonged  therapy  in  rheumatoid  arthri- 
tis. Hypokalemia,  hyperkalemia  or  hypochlo- 
remia  did  not  occur,  when  tested,  in  194 
patients  with  rheumatoid  arthritis  treated  for 
up  to  ten  and  one-half  months.®’^ 


Calcium  and  phosphorus 

Phosphate  excretion  in  animals^  was  not 
changed  from  normal  even  with  amounts  25 
times  greater  (by  body  weight)  than  those 
known  to  be  clinically  effective.  Human  met- 
abolic balance  studies^  demonstrated  that  no 
change  in  calcium  excretion  occurred  on  dos- 
ages usually  employed  clinically  when  the 
compound  is  administered  for  its  anti-inflam- 
matory effect.  Even  at  a dosage  level  twice 
this,  slight  negative  balance  appeared  only 
during  a short  period. 

Protein  and  nitrogen  balance 

Positive  nitrogen  balance  was  maintained  dur- 
ing a human  metabolic  study  on  mainte- 
nance dosage  of  12  mg.  per  day.^  At  dosages 
two  to  three  times  normal  levels,  positive  bal- 
ance was  maintained  except  for  occasional 
short  periods  in  metabolic  studies  of  several 
weeks’  duration.”-^ 

There  was  always  a tendency  for  normali- 
zation of  the  A/G  ratio  and  elevation  of  blood 
albumin  when  aristocort  was  used  in  treat- 
ing the  nephrotic  syndrome.® 


Liver  glycogen  deposition  and 
inflammatory  processes 

An  intimate  correlation  exists  between  the 
ability  of  a corticosteroid  to  cause  deposition 
of  glycogen  in  the  liver  and  its  capacity  to 
ameliorate  inflammatory  processes. 

In  animal  liver  glycogen  studies,  relative 
potencies  of  aristocort  over  cortisone  of  up 
to  40  to  1 have  been  observed.  Compared  to 
ARISTOCORT,  five  to  12  times  the  amount  of 
prednisone  is  required  to  produce  varying  but 
equal  amounts  of  glycogen  deposition  in  the 
liver.  ^ 

Most  patients  show  normal  fasting  blood 
sugars  on  aristocort.  Diabetic  patients  on 
ARISTOCORT  may  require  increased  insulin 
dosage,  and  occasional  latent  diabetics  may 
develop  the  overt  disease. 


Anti-inflammatory  potency  of  aristocort 
was  determined  by  both  the  asbestos  pellet^ 
and  cottonbalP  tests.  It  was  found  to  be  nine 
to  10  times  more  effective  than  hydrocortisone 
in  this  respect. 


Gastric  acidity  and  pepsin 

The  precise  mode  of  ulcerogenesis  during 
treatment  with  corticosteroids  is  not  known. 
There  is  much  experimental  evidence  for  be- 
lieving this  may  be  related  to  the  tendency  of 
these  agents  to  increase  gastric  pepsin  and 
acidity— and  this  cannot  be  abolished  by  vagot- 
omy, anticholinergic  drugs  or  gastric  antral 
resection.^®  Clinical  studies’^^  of  patients  on 
ARISTOCORT  revealed  that  uropepsin  excretion 
is  not  elevated.  Further,  their  basal  acidity 
and  gastric  response  to  histamine  stimulation 
were  within  normal  limits. 


Central  nervous  system 

The  tendency  of  corticosteroids  to  produce 
euphoria,  nervousness,  mental  instability,  oc- 
casional convulsions  and  psychosis  is  well 
known. The  mechanism  underlying  these 
disturbances  is  not  well  understood. 

ARISTOCORT,  on  the  contrary,  does  not  pro- 
duce a false  sense  of  well  being,  insomnia  or 
tension  except  in  rare  instances.  In  the  treat- 
ment of  824  patients,  for  up  to  one  year,  not 
a single  case  of  psychosis  has  been  produced. 
In  general,  it  appears  to  maintain  psychic 
equilibrium  without  producing  cerebral  stim- 
ulation or  depression. 
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The  Promise  of 


in  Reduction  of  Side  Effects 


Q It  is  axiomatic  to  affirm  that  the  undesirable 
collateral  hormone  effects  of  corticosteroids 
increase  in  frequency  and  severity  the  higher 
the  dosage  and  the  longer  used. 

It  has  also  become  well  recognized  that  the 
most  serious  of  the  major  side  effects  from 
long-term  corticosteroid  treatment  are  peptic 
ulcers,  osteoporosis  with  fracture,  drug  psy- 
chosis and  euphoria,  and  sodium  and  water 
retention  leading  often  to  general  tissue 
edema  and  hypertension. 

It  is  significant  that  of  the  close  to  400  pa- 
tients on  the  lower  dosage  schedules  found 
effective  in  bronchial  asthma  and  dermato- 
logic conditions,  only  1 case  of  peptic  ulcera- 
tion has  developed.  No  other  of  the  above 
side  effects  have  been  observed  even  though 
ARisTOCORT  was  administered  continuously 
to  them  for  periods  as  long  as  one  year. 

The  treatment  of  rheumatoid  arthritis  with 
steroids  appears  to  result  in  the  highest  inci- 
dence of  side  effects.  For  this  reason,  the  side 
effects  associated  with  aristocort  therapy  in 
292  patients  with  rheumatoid  arthritis  are 
reported  below. 

Peptic  Ulcer 

The  occurrence  of  peptic  ulcer  in  292  pa- 
tients with  rheumatoid  arthritis  treated  con- 
tinuously for  up  to  one  year  with  aristocort 
is  approximately  1 per  cent  (2  of  the  3 
occurred  in  patients  transferred  from  predni- 
sone). In  the  remaining  532  cases  recently 
analyzed,  only  one  ulcer  has  been  discovered 
in  a patient  who  apparently  had  no  ulcer 
when  he  was  changed  from  another  steroid. 


Osteoporosis  and 
Compression  Fractures 

The  occurrence  of  osteoporosis  with  com- 
pression fracture  in  292  patients  with  rheu- 
matoid arthritis  treated  continuously  for  up  to 
one  year  with  aristocort  is  0.33  per  cent 
(1  case’)-  Although  these  results  are  encour- 
aging,  determination  of  the  true  incidence 
of  osteoporosis  will  have  to  await  the  passage 
of  more  time. 

Euphoria  and  Psychosis 

The  euphoria  so  commonly  produced  by  all 
previous  corticosteroids  has  seemed  a most 
desirable  attribute  to  patients.  In  penalty, 
however,  they  have  often  later  to  pay  for  this 
by  mental  disturbances,  varying  from  mild 
and  transitory  to  severe  depression  and  psy- 
chosis," and  toxic  syndromes  producing  even 
convulsions  and  death. ^ 

Since  the  onset  of  these  complications  is  not 
directly  related  to  duration  of  steroid  admin- 
istration,* the  fact  that  not  one  case  of  psy- 
chosis occurred  in  824  patients  treated  with 
ARISTOCORT,  is  most  encouraging. 


Sodium  Retention — Hypertension- 
Potassium  Depletion 

When  17  patients  were  changed  from  predni- 
sone to  ARiSTOCORT,  1 1 rapidly  lost  weight  al- 
though only  one  had  had  visible  edema. 
Sodium  and  water  retention,  hypokalemia 
or  hyperkalemia  and  steroid  hypertension  did 
not  appear  in  194  rheumatoid  arthritis  pa- 
tients treated  with  aristocort.^>® 

The  interrelation  between  blood  and  body 
sodium,  and  steroid  hypertension  has  long 
been  generally  appreciated.^-*  Except  in 
rare  instances,  or  when  unusually  high  doses 
are  used  (e.g.,  leukemia),  the  problem  of 
edema  and  hypertension  caused  by  sodium 
and  water  retention,  has  been  eliminated 
with  ARISTOCORT. 

Minor  Side  Effects 

Collateral  hormonal  effects  of  less  serious  con- 
sequence occurred  with  approximately  the 
same  frequency  as  with  the  older  corticoster- 
oids.^ These  include  erythema,  easy  bruising, 
acne,  hypertrichosis,  hot  flashes  and  vertigo. 
Several  investigators  have  reported  symptoms 
not  previously  described  as  occurring  with 
corticosteroid  therapy,  e.g.,  headaches,  light- 
headedness, tiredness,  sleepiness  and  occa- 
sional weakness. 

Moon  facies  and  buffalo  humping  have 
been  seen  in  some  patients  on  aristocort. 
However,  aristocort  therapy,  in  many  in- 
stances, resulted  in  diminution  of  “Cushin- 
goid” signs  induced  by  prior  therapy.  Where 
this  occurs,  it  may  be  related  to  reduced 
dosage  on  which  patients  can  be  maintained. 

Reduction  of  dosage 
by  one -third  to  one -half 

In  a double-blind  study  of  comparative  dos- 
age in  patients  with  rheumatoid  arthritis,® 
70  per  cent  of  the  cases  were  as  well  controlled 
on  a dose  of  aristocort  one-half  that  of  pred- 
nisone. A general  recommendation  can  be 
made  that  aristocort  be  used  in  doses  two- 
thirds  that  of  prednisone  or  prednisolone  in 
the  treatment  of  rheumatoid  arthritis.  There 
are  individual  variations,  however,  and  each 
patient  should  be  carefully  titrated  to  produce 
the  desired  amount  of  disease  suppression. 

Comparative  studies,  of  patients  changed 
from  prednisone,  indicate  reduced  dosage  of 
ARISTOCORT  in  bronchial  asthma  and  allergic 
rhinitis  (33  per  cent),^  and  in  inflammatory 
and  allergic  skin  diseases  (33-50  per  cent).*®  ” 


General  Precautions  and 
Contraindications 

Administration  of  aristocort  has  resulted 
in  lower  incidence  of  major  serious  side 
effects,  and  in  fewer  of  the  troublesome  minor 
side  effects  known  to  occur  with  all  previously 
available  corticosteroids.  However,  since  it  is 
a highly  potent  glucocorticoid,  with  profound 
metabolic  effects,  all  traditional  contraindica- 
tions to  corticosteroid  therapy  should  be  ob- 
served. 

No  precautions  are  necessary  in  regard  to 
dietary  restriction  of  sodium  or  supplementa- 
tion with  potassium. 

Since  ARISTOCORT  has  less  of  the  traditional 
side  effects,  the  appearance  of  sodium  and 
water  retention,  potassium  depletion,  or 
steroid  hypertension  cannot  be  used  as  signs 
of  overdosage.  As  a rule  patients  will  lose 
some  weight  during  the  first  few  days  of 
treatment  as  a result  of  urinary  output,  but 
then  the  weight  levels  off. 

Patients  do  not  develop  the  abnormally 
voracious  appetite  common  to  previous  corti- 
costeroid administration.  In  fact,  some  patients 
experienced  anorexia,  and  it  is  advisable  to 
inform  patients  of  this  and  to  recommend 
they  maintain  a normal  intake  of  food,  with 
emphasis  on  liberal  protein  intake. 

While  precipitation  of  diabetes,  peptic 
ulcer,  osteoporosis,  and  psychosis  can  be  ex- 
pected to  appear  rarely  from  aristocort, 
they  must  be  searched  for  periodically  in 
patients  on  long-term  steroid  therapy. 

Traditional  precautions  should  be  observed 
in  gradually  discontinuing  therapy,  in  meet- 
ing the  increased  stress  of  operation,  injury 
and  shock,  and  in  the  development  of  inter- 
current infection. 

There  is  one  overriding  principle  to  be  ob- 
served in  the  treatment  of  any  disease  with 
ARISTOCORT.  The  amount  of  the  drug  used 
should  he  carefully  titrated  to  find  the  smallest 
■possible  dose  which  will  suppress  symptoms. 
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The  Promise  of 


in  Rheumatoid  Arthritis 


Qaristocort  therapy  has  heen  intensely  and 
extensively  studied  for  periods  up  to  one  year 
on  292  patients  with  rheumatoid  arthritis. 

Significant  is  the  fact  that  most  patients  were 
severe  arthritics,  transferred  to  aristocort 
from  other  corticosteroids  because  satisfactory 
remission  had  not  been  attained,  or  because 
the  seriousness  of  collateral  hormonal  effects 
had  made  discontinuance  desirable. 

Results  of  treatment 

Freyberg  and  associates^  treated  89  patients 
with  rheumatoid  arthritis  (A.  R.  A.  Class  II 
or  III  and  Stage  II  or  III).  Of  these,  51  were 
on  ARISTOCORT  therapy  from  three  to  over  10 
months.  In  all  but  a few  patients,  satisfactory 
suppression  of  rheumatoid  activity  was  ob- 
tained with  10  mg.  per  day.  Thirteen  were 
controlled  on  6 mg.  or  less  a day,  and  for 
periods  to  1 80  days.  The  investigators  reported 
therapeutic  effect  in  most  cases  to  be  A.  R.  A. 
Grade  II  (impressive)  and  that  marked  re- 
duction in  sedimentation  rates  occurred. 

Another  interesting  observation  in  this 
study;  Of  the  89  patients  treated,  12  had  ac- 
tive ulcers,  developed  from  prior  steroid  ther- 
apy. In  six  patients,  the  ulcers  healed  while 
on  doses  of  aristocort  sufficient  to  control 
arthritic  symptoms. 

Hartung^  treated  67  cases  of  rheumatoid 
arthritis  for  up  to  10  months.  He  found  the 
optimum  maintenance  dose  to  be  11  mg.  per 
day.  Nineteen  of  these  patients  were  treated 
for  six  to  10  months  with  an  “excellent”  thera- 
peutic response. 


Dosage  and  course  of  therapy 

The  initial  dosage  range  recommended  is  14 
to  20  mg.  per  day— depending  on  the  severity 
and  acuteness  of  signs  and  symptoms.  Dosage 
is  divided  into  four  parts  and  given  with 
meals  and  at  bedtime.  Anti-rheumatic  effect 
may  be  evident  as  early  as  eight  hours,  and 
full  response  often  obtained  within  24  hours. 
This  dosage  schedule  should  be  continued 
for  two  or  three  days,  or  until  all  acute  mani- 
festations of  the  disease  have  subsided, 
whichever  is  later. 

The  maintenance  level  is  arrived  at  by  re- 
duction of  the  total  daily  dosage  in  decre- 
ments of  2 mg.  every  three  days.  The  range 
of  maintenance  therapy  has  been  found  to 
be  from  2 mg.  to  15  mg.  per  day— with  only 
a very  occasional  patient  requiring  as  much 
as  20  mg.  per  day.  Patients  requiring  more 
than  this  should  not  be  long  continued  on 
steroid  therapy. 

The  aim  of  corticosteroid  therapy  in  rheu- 
matoid arthritis  is  to  suppress  the  disease  only 
to  the  stage  which  will  enable  the  patient  to 
carry  out  the  required  activities  of  normal 
living  or  to  obtain  reasonable  comfort.  The 
maintenance  dose  of  aristocort  to  achieve 
this  end  is  arrived  at  while  making  full  use  of 
all  other  established  methods  of  controlling 
the  disease. 

ARISTOCORT  is  available  in  2 mg.  scored  tablets 
(pink);  4 mg.  scored  tablets  (white).  Bottles 
of  30. 
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The  Promise  of 

in  Respiratory  Allergies 


Q Ahcnit  200  patients  with  respiratory  allergies 
have  been  treated  with  aristocort  for  con- 
tinuous periods  up  to  eight  months. 

Results  of  treatment 

Sherwood  and  Cooke^  - gave  aristocort  to 
42  patients  with  bronchial  asthma  and  allergic 
rhinitis.  Average  dose  needed  to  control  the 
asthmatic  group  was  approximately  6 mg.  per 
day  (range,  2 to  14  mg.).  Results,  which  were 
called  “good  to  excellent”  in  all  but  four,  were 
achieved  on  one-third  less  than  similarly  ef- 
fective doses  of  prednisone  or  prednisolone. 

The  investigators  noted  other  major  im- 
provements in  ARISTOCORT  therapy  over  the 
older  steroids.  There  was  no  increase  in  blood 
pressure  in  any  patient:  on  the  contrary,  in 
12  patients,  there  was  reduction  of  pressure 
when  they  were  transferred  to  aristocort. 
One  patient  had  required  auxiliary  antihyper- 
tensive drug  therapy;  over  a nine-week  period 
on  aristocort,  the  pressure  gradually  fell 
from  206/100  to  136/79.  In  another  case,  the 
pressure  slowly  dropped  from  205/105  to 
154/86. 

The  number  of  cases  in  which  these  inves- 
tigators tried  aristocort  in  allergic  rhinitis 
was  not  large  enough  to  provide  significant 
averages.  However,  the  range  of  effective  ther- 
apy was  from  2 to  6 mg.  per  day.  These  strik- 
ingly low  daily  doses  resulted  in  control  of  all 
signs  and  symptoms. 

Schwartz^  treated  30  patients  with  chronic, 
intractable  bronchial  asthma.  At  an  average 
daily  dose  of  7 mg.,  he  reported  “good  to  ex- 
cellent” results  in  all  but  one.  Spies,^  Barach^ 
and  Segal,®  reported  similar  results  at  aver- 
age daily  maintenance  doses  of  4 to  10  mg. 

of  ARISTOCORT. 


Dosage  and  course  of  therapy 

The  initial  dosage  range  recommended  is  8 to 
14  mg.  of  ARISTOCORT  daily.  Although  a rare, 
very  severe  case  may  require  more  than  this  on 
the  first  day  of  therapy,  these  dosages  will 
usually  result  in  prompt  alleviation  of  dyspnea, 
wheezing  and  cyanosis.  Patients  are  soon  able 
to  carry  out  a normal  span  of  daily  activity. 

The  maintenance  level  is  arrived  at  by  re- 
duction of  the  total  daily  dose  every  three 
days  in  decrements  of  2 mg.;  in  the  over-all 
series,  the  average  daily  dose  for  bronchial 
asthma  is  approximately  8 to  10  mg.  and  for 
allergic  rhinitis,  2 to  6 mg.  per  day.  All  total 
daily  doses  should  be  divided  into  four  parts 
and  given  with  meals  and  at  bedtime.  As  in 
every  condition  where  corticosteroids  are  em- 
ployed, each  patient’s  treatment  should  be 
individualized  and  the  maintenance  arrived 
at  by  careful  titration  against  signs  and  symp- 
toms of  disease. 

Patients  with  chronic  bronchial  asthma  may 
require  steroid  therapy  for  several  months. 
And  since  asthma  may  be  associated  with 
cardiac  disease,  especially  in  the  older  age 
groups,  ARISTOCORT  is  particularly  useful  be- 
cause of  its  ability  to  cause  excretion  of 
sodium  and  water. 

ARISTOCORT  is  available  in  2 mg.  scored  tab- 
lets (pink);  4 mg.  scored  tablets  (white). 
Bottles  of  30. 
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The  Promise 


in  Nephrotic  Syndrome 

0 Fourteen  'patients  with  the  nephrotic  syn- 
drome have  heen  treated  with  aristocort  for 
continuous  periods  of  up  to  six  weeks. 

Results  of  treatment 

Heilman  and  associates'-^  noted  that 
ARISTOCORT,  because  of  its  favorable  electro- 
lyte effects,  may  well  be  the  most  desirable 
steroid  to  date  in  treatment  of  the  nephrotic 
syndrome.  However,  thus  far  its  use  has  been 
reported  in  only  14  children,  of  whom  8 had 
a complete  diuresis  and  disappearance  of  all 
abnormal  chemical  findings.  Four  of  the  pa- 
tients had  diuresis,  but  continued  to  show 
some  abnormal  chemical  findings,  while  two 
patients  with  signs  of  chronic  renal  disease 
failed  to  respond. 

Dosage  and  course  of  therapy 

In  order  to  produce  maximal  response,  20  mg. 
should  be  given  daily  until  diuresis  occurs. 
The  dose  should  then  be  decreased  gradually 
and  maintained  around  10  mg.  a day.  After 
the  patient  has  been  in  remission  for  some 
time,  it  may  be  advisable  to  diminish  the  dose 
gradually  and  discontinue  aristocort. 


in  Pulmonary  Emphysema 
and  Fibrosis 

Q Eleven  patients  with  pulmonary  emphysema 
and/or  fibrosis  were  treated  with  aristocort 
for  continuous  periods  of  over  two  months. 

Results  of  treatment 

Only  small  series  of  cases  observed  by  Barach,^ 
Segal, ^ and  Cooke,^  are  available.  Barach 
treated  patients  who  were  not  adequately  con- 
trolled by  prednisone,  with  the  same  dose  of 
ARISTOCORT  with  significant  improvement. 

Dosage  and  course  of  therapy 

The  initial  suppressive  dose  range  recom- 
mended is  10-14  mg.  daily.  Frequently,  there 
is  a prompt  decrease  in  cyanosis  and  dyspnea, 
with  increase  in  vital  capacity. 

The  average  maintenance  dose  level  was 
8 mg.  a day.  If  it  is  desired  to  maintain  a pa- 
tient on  continuous  therapy  for  some  months, 
dosages  as  low  as  2 mg.  a day  have  been  suc- 
cessful. All  decreases  in  dosage  should  be 
gradual  and  at  a rate  of  2 mg.  decrements  in 
total  daily  amount,  every  two  to  four  days. 
The  daily  dosage  is  divided  into  four  parts  and 
given  with  meals  and  at  bedtime. 


in  Neoplastic  Diseases 

Q Forty-four  children  and  adults  have  been 
given  ARiSTOCORT  for  falliative  treatment  of 
acute  leukemia,  chronic  lymphatic  leukemia, 
lymphosarcoma,  lympholeukosarcoma  and 
Hodgkin’s  disease. 

Results  of  treatment 

Farber®  has  treated  22  children  with  acute 
leukemia  for  an  average  of  three  weeks.  Of 
the  17  observed  long  enough  to  judge  the 
efficacy  of  the  medication,  he  rated  five  as 
excellent,  three  as  good,  two  as  fair  and  seven 
as  poor  responses. 

Heilman  and  associates^  gave  aristocort 
to  a group  of  patients  with  the  various  lym- 
phomas in  doses  of  40  to  50  mg.  a day— occa- 
sionally up  to  100  milligrams.  Treatment  was 
continued  in  some  cases  for  17  weeks.  Re- 
sponse was  classified  as  good  for  the  palliative 
purposes  for  which  the  drug  was  given. 

Dosage  and  course  of  therapy 

Massive  initial  suppressive  doses  of  40  to  50 
mg.  per  day  in  children  (1  mg. /kg. /day)  and 
up  to  100  mg.  a day  in  adults  have  been 
administered. 

Responses  to  any  specific  dosage  in  these 
conditions  vary  so  widely  that  only  a general 
dosage  range  can  be  indicated.  Treatment 


must  be  individualized;  rate  of  reduction  in 
dosage  and  determination  of  maintenance 
levels  cannot  be  categorized. 

Miscellaneous 

Patients  with  various  other  diseases  have  been 
treated  by  several  clinical  investigators.  These 
include  patients  with  osteoarthritis,  acute  bur- 
sitis, rheumatic  fever,  spondylitis,  other 
“collagen-vascular”  diseases  (dermatomyositis, 
etc.),  thrombocytopenic  purpura,  chronic  eosi- 
nophilia,  hemolytic  anemia,  diuretic-resistant 
congestive  heart  failures,  and  adrenogenital 
syndrome. 

There  have  not  been  sufficient  patients  in 
any  of  the  above  categories  to  permit  defini- 
tive treatment  schedules  to  be  finally  estab- 
lished for  ARISTOCORT.  Additional  studies  are 
now  in  progress  and  physicians  desiring  in- 
formation on  any  of  these  diseases  are  re- 
quested to  write  to  Lederle  Laboratories,  Pearl 
River,  New  York  for  available  data. 

ARISTOCORT  is  available  in  2 mg.  scored  tab- 
lets (pink);  4 mg.  scored  tablets  (white). 
Bottles  of  30. 
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in  Inflammatory  and 
Allergic  Skin  Diseases 

Q Over  200  patients  with  allergic  and  inflamma- 
tory shin  diseases  (including  'psoriasis,  atopic 
dermatitis,  exfoliative  dermatitis,  pemphigus, 
dermatitis  herpetiformis,  eczematoid  derma- 
titis, contact  dermatitis  and  angioneurotic 
edema)  have  been  treated  continuously  with 
ARiSTOCORT  foT  periods  of  up  to  eight  months. 

Results  of  treatment 

Rein  and  associates^  treated  26  patients  with 
severe  dermatitis.  Twenty-four  had  been  on 
prednisone  when  changed  to  aristocort. 
While  some  had  found  satisfactory  sympto- 
matic relief,  others  had  also  developed  side 
effects— moon  face,  buffalo  hump,  increased 
appetite  with  excessive  weight  increases  and 
gastro  intestinal  disturbances. 

These  investigators  determined  the  equiva- 
lent dosage  of  aristocort  to  be  approximately 
two-thirds  that  required  to  control  symptoms 
on  the  previous  corticosteroid.  Thirteen  of  the 
26,  who  had  developed  moon  face,  noted 
either  an  actual  decrease  or  no  further  in- 
crease when  transferred  to  aristocort.  In 
addition:  Voracious  appetites  disappeared, 
with  loss  of  weight  in  11  patients;  there  was 
no  elevation  in  blood  pressure,  and  no  neces- 
sity to  restrict  sodium  or  administer  supple- 
mental potassium.  Sherwood  and  Cooke, ^ and 
Shelley  and  Pillsbury^  obtained  similar  results 
in  allied  disorders. 

Hollander^  first  observed  that  aristocort 
appears  to  have  striking  affinity  for  the  skin 
and  great  activity  in  controlling  such  diseases 
as  psoriasis,  for  which  other  corticosteroids 
have  been  indifferently  effective.  Shelley  and 
Pillsbury,^  in  50  cases  of  acute  extending 
psoriasis  found  that  over  60  per  cent  were 
markedly  improved. 

Dosage  and  course  of  therapy 

The  recommended  initial  suppressive  dose 
range  is  14  to  20  mg.  per  day.  In  very  severe 
cases,  temporary  dosages  up  to  32  mg.  a day 


have  been  successfully  employed.  Once  le- 
sions are  suppressed,  gradually  reduce  dose 
to  the  maintenance  level— which  may  be  as 
low  as  2 mg.  per  day. 
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in  Disseminated  Lupus 
Erythematosus 

Q Forty  patients  with  disseminated  lupus  ery- 
thematosus were  treated  with  aristocort  for 
continuous  periods  of  up  to  nine  months. 

Results  of  treatment 

Patients  have  responded  very  promisingly  to 
therapy.  Dubois^  has  had  the  largest  single 
experience  (28  cases)  with  aristocort  in  the 
treatment  of  this  disease.  He  reported  25  of 
the  28  responded  favorably. 

Freyberg,^  Hartung,®  Hollander,^  Spies,® 
and  Segal,®  each  in  smaller  series  of  cases, 
reported  similarly  good  therapeutic  responses. 

Dosage  and  course  of  therapy 

The  initial  suppressive  dose  recommended  is 
20-30  mg.  daily.  Once  the  desired  effect  is 
achieved,  the  dose  should  be  reduced  gradu- 
ally to  maintenance  levels  (3  to  18  mg.  per 
day). 

In  severely  ill  patients  large  doses  may  be 
required  for  several  days  in  order  to  preserve 
life.  Even  on  these  large  doses,  edema  and 
sodium  retention  have  not  occurred. 

ARISTOCORT  is  available  in  2 mg.  scored  tab- 
lets (pink);  4 mg.  scored  tablets  (white). 
Bottles  of  30. 
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there  is  one  tranquilizer  clearly  indicated  ill  psptiC  UlC6r... 


increase... 


;it;ir;ix 

(BRAND  OP  HVDROyvjiNT  ) 


actually 

lowers 

gastric 

secretion 


•Tests  in  a series  of  25  patients  show  that 
there  is  “a  definite  and  distinct  lowering 
[of  both  volume  of  secretions  and  of  free 
hydrochloric  acid]  in  the  majority  of 
patients.  ...  No  patients  had  shown  any 
increase  in  gastric  secretions  following  ad- 
ministration of  the  drug.”^ 

Now  you  have  4 advantages  when 
you  calm  ulcer  patients  with  atarax: 

1.  ATARAX  suppresses  gastric  secretions; 
others  commonly  increase  acidity. 

2.  ATARAX  is  “the  safest  of  the  mild  tran- 
quilizers.”^ (No  parkinsonian  effect 
or  blood  dyscrasias  ever  reported.) 

3.  It  is  effective  in  9 of  every  10  tense 
and  anxious  patients. 

4.  Five  dosage  forms  give  you  maximum 
flexibility. 

supplied;  lO,  25  and  100  mg.  tablets,  bottles  o{ 
100.  Syrup,  pint  bottles.  Parenteral  Solution, 
10  cc.  multiple-dose  vials. 


references;  l.  Strub,  I.  H. : Personal  commu- 
nication. 2.  Ayd,  F.  I.,  Jr. : presented  at  Ohio 
Assembly  of  General  Practice,  7th  Annual 
Scientific  Assembly,  Columbus,  September  18- 
19,  1957. 
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AT  LAST-A  NIPPLE  THAT  NEWBORN  BA| 


(PATENTED) 


reduces  air  swallowing 

Scientifically  designed  to  fit  baby’s 
mouth— new  hollow  side  ribs  provide 
continuous  flow  of  formula. 

For  generations,  doctors  have  sought  a nursing 
nipple  that  would  reduce  air  swallowing  ...  a 
nipple  that  would  not  collapse,  but  instead  would 
permit  a continuous  flow  of  formula. 

Here  at  last  is  such  a nipple.  It  is  like  no  other 
nursing  nipple  available  up  to  now. 

The  Curity  Rib  Nipple  is  the  result  of  years  of 
development  and  hundreds  upon  hundreds  of 
clinical  tests  with  normal  and  hard-to-feed  babies. 
It  has  been  heartily  endorsed  by  obstetricians 
and  pediatricians.  Mothers  who  have  used  it 
overwhelmingly  prefer  it. 


Hollow  side  ribs  make  feeding  easier  because: 

• they  provide  continuous  flow  of  liquids  even  when 
baby  bites 

• they  fit  the  corners  of  baby’s  mouth,  reducing  air 
intake 

• they  permit  use  of  naturally  pliable  rubber — more 
like  breast  feeding  — requiring  less  effort  yet  pro- 
viding adequate  sucking  exercise. 


'*T'.  M.  The  Kendall  Company 
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i/Vhen  to  recommend  this  nipple: 


1 . For  new  babies 

2.  For  supplemental  feedings  of 
water  and  orange  juice  to  breast- 
fed babies 


3.  For  converting  breast-fed  babies 
to  bottle 

4.  For  problem  feeders 


Ste  data  in  our  files.  SEND  FOR  PROFESSIONAL  SAMPLE  OF  NIPPLE  AND  INFORMATIONAL  BROCHURE. 


Baxier  & Bleick 

DIVISION  OF  THE  KENDALL  COMPANY 

309  W.  Jackson  Blvd.,  Chicago  6,  III. 
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AN  AMES  CLINIQUICK 


Which  plasma  proteins  may  be 
hazardous  in  renal  disease? 


The  globulins.  They  are  more  easily  precipitated  to  form  casts  with  block- 
age of  renal  tubules.  The  greater  the  damage  to  the  glomeruli,  the  greater 
the  proportion  of  urinary  globulin  to  albumin  and  subsequent  tubular 
impairment. 

— Hoffman,  W.  S.:  The  Biochemistry  of  Clinical  Medicine,  Chicago,  The  Year 
Book  Publishers,  Inc.,  1954,  p.  233. 


colorimetric  “dip-and-read”  test 
for  proteinuria 


ALBUSTIX 


Reagent  Strips 


for  tablet  testing— Albutest®  Reagent  Tablets  detect  proteinuria  with  one  drop 
of  urine. 


AMES  COMPANY,"  INC  • ELKHART,  INDIANA 
Ames  Company  of  Canada,  Ltd.,  Toronto  v 


SULFATE 


HYDROCHLORIDE 


HOCH CH  — N CH, 

T' 


QUININE 


H/: CH  — CHCH  = CH, 


'"It  has  a high  degree  of  dintcol 
safety. . . it  is  considered 
to  be  the  preferred  antimaiarial 
drug  for  treatment  of  disorders 
of  connective  tissue,  because 
of  the  low  incidence  of  gastrointestinal 
distress  as  compared  to  that 

with  chloroquine  phosphate."’ 

. . . Plaquenii  is  decidedly  less  toxic  and  better 
tolerated  by  the  average  patient,  even  in  high 
dosage,  than  is  chloroquine."^ 

". . . the  least  toxic  of  its  class . . 


CH, 

NHCH-CH,(CH,),N(CH,CH,), 


CH,0 


ATABRINE® 


•2HCI‘2H,0 


fic 


CHj 

I 

NH  CH  CH  CH,  CH,  N(C,H,) 


2 H,PO, 


effecbwe^ 
in ' 


* . S-s: 


SIDE  EFFECTS  MARKEDL 


DOSE:  Initial  — 400  to  600  mg.  (2  or  3 tablets)  Plaquenil  sulfate  daily. 
Maintenance  — 200  to  400  mg.  (1  or  2 tablets)  daily. 


CED 

. ; .Wnte  for  Bookl^^, 


SUPPLIED:  Tablets  of  200  mg.,  bottles  of  100. 


IIMI  * 


£NCE$! 

ierbel,  A.L.,  Schuchter,  S.L.,  and  Harrison,  J.W.:  Cleveland  Clin.  Quart.  24:98,  Apr.,  1967. 

Boch,  A.G.,  and  Alexander,  L.J.:  The  Schoch  section.  Bull.  A.  Mil.  Dcrmatologieta  5:25,  Nov.,  1956. 
mbleet,  Theodore:  Arch.  Dermat.  78:572,  June,  1956.  


Atabrine  (b»nd  of  qiiinocrineJ , Arnlen  (brfteJ«'f;^i^jF 
and  Pl:iauenil  Cbrnnd  <S(  hydro^j^jihii  ' 

• tmdemarfc£_re^ 


helps  anemic  knights  to  more  vigorous  days 


Dragon-slaying  in  the  days  of  King  Arthur  was  a rugged  task  for  even  Sir  Lancelot!  • Yet  blood-building 
with  iron,  and  iron  alone,  is  often  just  as  difficult... because  a protein  deficiency  frequently  accompanies 
iron  deficiency  anemia.  Without  glycine,  formation  of  the  blood  molecule  cannot  take  place*  and  iron  is 
unsatisfactorily  or  incompletely  assimilated.*  That's  why  Glytinic,  Boyle's  new  Amino  Acid-Iron  Hematinic, 
contains  both  glycine  and  ferrous  gluconate. ..and  that's  why  Glytinic  often  succeeds  in  building  blood 
where  other  hematinics  fail.  Next  time  you're  faced  with  an  iron-deficiency  anemia,  help  him  enjoy  more 
vigorous  days  by  prescribing  Glytinic... available  in  100  tablet  or  1 pint  bottles. 

Daily  Dose  (2  tablespoontuls  or  4 tablets)  of  Glytinic  contains:  Ferrous  Gluconate-13.5  gr.;  Glycine-1.3  Gm.; 
Vitamin  B-12-10.0  meg.;  Thiamine  HCI-7.5  mg.;  Riboflavin-7.5  mg.;  Pyridoxine  HCI-2.25  mg.;  Niacinamide- 
45.0  mg.;  Panthenol-6.5  mg.;  Liver  Fraction  1,  NF-5.0  gr.;  Cobalt-0.05  mg.;  Manganese-5.0  mg. 

BOYLE  & COMPANY  Los  Angeles  54,  California 


•Rest,  Edward  J..  and  Todd,  Wilbert  R.,  Textbook  of  Biochemistry,  2nd  Ed.  (New  York,  Macmillan,  1955),  p.  522;  p.  1074-5. 
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Protection  Against  Loss  Of  Income  From 
Accident  & Sickness  As  Well  As  Hospital 
Expense  Benefits  For  You  And  All  Your 
Eligible  Dependents. 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 

Since  1902 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


P.  A.  F.  bJi  pH 

(Fortified  Triple  Strength) 

Improved  Douche  Powder 

FORTIFIED  — with  Sodium  Lauryl  Sulfate  and 
Alkyl  Aryl  Sulfonate. 

DETERGENT  — High  surface  activity  in  acid 
and  alkaline  media. 

LOW  SURFACE  TENSION  — Increases  pene- 
tration into  vaginal  rugae  and  disolution  of 
organisms  such  as  Trichomonas  and  fungus. 

HIGH  SURFACE  ACTIVITY  - Liquifies  viscus 
mucus  on  vaginal  mucosa  releasing  accu- 
mulated debris  in  the  vaginal  tract. 

Buffered  to  control  a normal  vaginet  pH. 

ETHICALLY  PKGED,  net  wt. 

10  oz $1.25 

Mfg.  by  G.  M.  CASE  LAB., 

San  Diego,  Calif. 


ALCOHOLISM 

A hospital  equipped  and  staffed  for  the  accommo- 
dation of  those  patients  in  whom  over  indulgence  in 
alcoholic  beverages  has  created  a problem. 

OPEN  STAFF  to  members  of  the  Arizona  Medical 
Association. 

POLLEN  FREE  REFRIGERATED  AIR 
CONDITIONING  FOR  YEAR  ROUND  COMFORT 

The  '^tankiin 

Hospital  License  No.  71 
Registered  A.M.A. 

Member  A.H.A. 

367  No.  21st  Avenue 
PHOENIX,  ARIZONA 

Phone  - Day  or  Night  - AL  3-4751 


both  mind 


and  muscle 


without 
impairing 
mental  or 
physical 
efficieTicy 


■ well  suited  for 
prolonged  therapy 

■ well  tolerated, 
relatively  nontoxic 

■ no  blood  dyscrasias, 
liver  toxicity, 
Parkinson-like  syndrome 
or  nasal  stuffiness 


Miltown 


For  anxiety,  tension 
and  muscle  spasm 
in  everyday  practice. 


2-methyl-2-n-propyl- 1,3-propanediol  dicarbamate 

TRANQUILIZER  WITH  M U S C L E - R E L A X A N T ACTION 

Supplied : 

400  mg.  scored  tablets, 

200  mg.  sugar-coated  tablets. 
Usual  dosage : 

One  or  two 
400  mg.  tablets  t.i.d. 


THE  ORIGINAL  MEPROBAMATE 

DISCOVERED  & INTRODUCED  BY 

\^/WALLACE  LABORATORIES 

NEW  BRUNSWICK,  NEW  JERSEY 

CM>6S90 


AN  IMPORTANT  ADVANCE  IN  MENOPAUSAL  THERAP^l 

Because  it  replaces  half  control  with  full  control. 
Because  it  treats  the  whole  menopausal  syndrome. 
Because  one  prescription  manages  both  the 
psychic  and  somatic  symptoms. 


Two-dimensional 

treatment 

»/ 
the 


SUPPLIED : Bottles  of  60  tablets. 

Each  tablet  contains : 

MILTOWN®  (meprobamate,  Wallace) 400  zu^. 

2*methyl-2*/i-propyI-l,3*propanediol  dicarbamate. 

Conjugated  Estrogens  (equine)  0.4  mg. 


DOSAGE:  One  tablet  t.i.d.  in  21-day  courses  with  one  week  rest  periods. 
Should  be  adjusted  to  individual  requirements. 

Samples  and  literature  on  request. 

Milprem 

MILTOWN®  , CONJUGATED  ESTROGENS  (EQUINE) 

A Proven  Tranquilizer  ' A Proven  Estrogen 


age:  4-0* 
insulin:  40’^ 


"Most  likely  candidate 
for  ORINASE" 


now  more  than 
250,000  diabetics  en^oy 
oral  therapy 


Upjohn 


^TRADEMARK,  REG-  U.  S.  RAT  OEf. —TOLBUTAMIDE,  ORJOHO 
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GCZeMAS  ■ SGBORRIiEA  ■ ANOGENITAL  PRURITUS  • DERMATITIS  VENENATA  - PSORI 


PERFORMANCE  WITH 
GREATER  PERMANENCE 
IN  THE  MANAGEMENT 
OF  DERMATOSES... 

(Regardless  of  Previous  Refractoriness) 

Confirmed  by 
an  impressive  and 
growing  body  of  published 
clinical  investigations 


Ik  c R EAM 

Hydrocortisone  0,5%  and  Special  Cual  Tar  Extract  5% 
(TARBON  IS®)  in  a greasetess,  stainless  vanishing  cream  base. 


JL  JiL  oiNTM  EN 

Hydrocortisone  0.5%,  Neomycin  0.35%  (as  Sulfate)  and  Special 
Coal  Tar  Extract  5%  (TARBONIS)  in  an  okitment  base. 


J . A.  M.'Aft *'15^1968 ; Welsh, AX.  and'lde.MT" 

..prtmpt  remissions  of  , acute  phases,- 

with  TARCORTIN 


RCED  A CARNRICK  j Jersey  City  6.  New  Jersey 


* 


1.  Clyman.  S.  G. : Postgrad.  Med.  21  :Z09,  1957. 

2.  Bleiberg,  J.;  J.  M.  Soc.  New  Jersey  55:37.  1956. 

3.  Abrams,  B.  R,  and  Shaw,  C. : Clin.  Med.  5:839,  1956, 

4.  Welsh,  A.  L„  and  Ede,  M. : Ohio  State  M.  J.  50:837,  1954. 

5.  Bleiberg,  J.:  Am.  Practitioner  5:1404,  1957. 


release  from  pain 


and  inflammation 


with  BUFFERIN' 
IN  ARTHRITIS 

salicylate  benefits  with 
minimal  salicylate  drawbacks 

Rapid  and  prolonged  relief  — with  less  intoler- 
ance. The  analgesic  and  specific  anti- 
inflammatory action  of  Bufferin  helps  re- 
duce pain  and  joint  edema— comfortably. 
Bufferin  caused  no  gastric  distress  in  70 
per  cent  of  hospitalized  arthritics  with 
proved  intolerance  to  aspirin.  (Arthritics 
are  at  least  3 to  10  times  as  intolerant  to 
straight  aspirin  as  the  general  population.') 

No  sodium  accumulation.  Because  Bufferin  is 
sodium  free,  massive  dosage  for  prolonged 
periods  will  not  cause  sodium  accumula- 
tion or  edema,  even  in  cardiovascular  cases. 
Each  sodium-free  Bufferin  tablet  contains  acetyl- 
salicylic  acid,  5 grains,  and  the  antacids  magnesium 
I,  carbonate  and  aluminum  glycinate. 

Reference:  1.  J.A.M.A.  158:386  (Jime4)  1955. 

ANOTHER  FINE  PRODUCT  OF  BRISTOL-MYERS 


Bristol-Myers  Company 

19  West  50  St.,  New  York  20,  N.  Y 
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IN  ALL  DIARRHEAS , . . REGARDLESS  OF  ETIOLOGY 

comprehensive  conW  CREMOM  YCIN 

SULFASUXIDINE^  PECTIN-KAOLIN-NEOMYCIN  SUSPENSION 

SOOTHING  ACTION . . . Kaolin  and  pectin  coat  and  soothe  the  inflamed  mucosa,  ad- 
sorb toxins  and  help  reduce  intestinal  hypermotility. 

BROAD  THERAPY . . . The  combined  antibacterial  effectiveness  of  neomycin  and 
Sulfasuxidine  is  concentrated  in  the  bowel  since  the  absorption  of  both  agents 
is  negligible. 


LOCAL  IRRITATION  IS  REDUCED  and  control  is  instituted  against  spread  of  infective 
organisms  and  loss  of  body  fluid. 


PALATABLE  creamy  pink,  fruit-flavored  cremomycin  is  pleasant  tasting,  readily 
accepted  by  patients  of  all  ages. 

=>=  Sulfasuxidine  ia  a trade-mark  of  Merck  & Co.,  Inc. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1,  PA. 
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“No  patient  failed  to  improve/” 


pH/soHex  washing  added  to  standard 
treatment  in  acne  produced  results  that 
. far  excelled . . . results  with  the  many 
measures  usually  advocated.”! 
pHisoHex  maintains  normal  skin  pH, 
cleans  and  degerms  better  than  soap.  In 
acne,  it  removes  oil  and  virtually  all  skin 
bacteria  u'ithout  scrubbing. 

For  best  results — four  to  six  washings  a 
day  with  pHisoHex  will  keep  the  acne 
area  “surgically”  clean. 

1.  Hodges,  F.  T.:  GP  14:86,  Nov.,  1956. 


pHisoHex 

* nonalkaline  /\ 

antibacterial  (Ill'-fLu  L 

detergent-  vlJ/UUtvlOp  laboratories 

nonirritating,  \J\J  T New  York  18.  N.  Y. 

hypoallergenic. 

Contains  3% 
hexachlorophene. 


Equipment  Is  Sometimes 
No  Better  Than  The 
Follow-up  Service  Needed. 

WE  SERVICE  PROPEREY 


1030  E.  McDowell  Rd.  - AL  4-5593 


PHOENIX,  ARIZONA 


Serving  Arizona 
Health  Needs 
Since  1908 


Phoenix  - Tempe  - Globe  - Miami  - Superior 
Casa  Grande  - Glendale 
Wickenburg  - Tucson 


Uc.  Relieve  moderate  or  severe 


Reduce  fever 

Alleviate  the  general  malaise  of 
upper  respiratory  infections 


gr.  'h 


*Subject  to  Federal  Narcotic  Regulations 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New 


gr.  'h 


Formulas  for  dependable  relief.. 


.from  pain  of  muscle  and  joint  origin,  simple  headache,  neuralgia. 


and  the  symptoms  of  the  common  cold. 


TABLOID’ 


I 


EMPIRIN  COMPOUND 


® 


Acetophenetidin gr. 

Aspirin  ( Acetylsalicylic  Acid) gr.  3^4 

Caffeine  gr.  V2 


. . from  mild  pain  complicated  by  tension  and  restlessness. 


f 


EMPRAL 


® 


Phenobarbital gr.  Vi 

Acetophenetidin gr.  2^^ 

Aspirin  (Acetylsalicylic  Acid) gr.  3^4 


*Subject  to  Federal  Narcotic  Regulations 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 


Vol  15,  No.  5 
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yAnd  it  oh,  smk  funt 
' And  I am  sure  that  we  shall  rue 
The  time  when  we  are  both  ^ 
too  old  Ur  play 
Thesameof^Booh^f 


You  can  specify 


PABLUM 


with  confidence 


Pablum  Oatmeal  is  rich  in  Vitamin  B 
that  reduces  irritability  while  further- 
ing growth  and  repair.  Natural  vitamin 
and  mineral  content  of  oats  is  fortified 
in  Pablum  Oatmeal.  Babies  love  the 
taste  and  smooth  texture,  too.  For  vari- 


ety, baby  can  find  his  favorites  among 
all  five  Pablum  Cereals  ... 

the  baby  cereals  made  to  pharma- 
ceutical standards  of  quality  — espe- 
cially processed  for  extra  smoothness 
and  lasting  freshness. 


rABLUM  MIXED  CEREAL  • BARLEY  CEREAL  • RICE  CEREAL  • OATMEAL  • HIGH  PROTEIN  CEREAL  AND  AS.SORTED  PAK 


PoiAmi  PmdiSY 


DIVISION  Of  MEAD  JOHNSON  & CO..  EVANSVILLE.  INDIANA 


manufacturers  of  nutritional  and  PHARMACEUTICAL  PRODUCTS 


when  tetracycline  therapy  is  indicated- 


! References:  l.  Council  on  Drugs,  A.mA.: 
■J.A.MJV.  166:52,  1958.  2.  Pulaski,  E.  J.:,  Prac- 
titioner 179:^5,  1957.  3.  Cronk,  G.  A.,  and 
Naumann,  D.  E.:  Ant.  Med.  & Clin.  Ther. 
4:166,  1957, 4.  Kaplan,  M,  A^,  Dickison,  H.  L„ 
Hubei,  K.  A.,  and  Buckwalter,  F.  H.:  Ibid. 
4:99,  1957,  5.  Prigot,  A.,  Shidlovsky,  B.  A., 
and  Felix,  A.  J.:  Ibid.  4:287,  1957.  6.  Pulaski, 

E.  J.,  and  Isokane,  R.  K.:  Ibid.  4:408,  1957. 
7.  Putnam,  L.  E.:  Ibid.  4:470,  1957.  8.  Rein. 
C.  R.,  and  Fleischmajer,  R.:  Ibid.  4:422,  1957. 
9.  Welch,  H.,  Lewis,  C.  N.,  Staffa,  A.  W.,  and 
Wright,  W.  W.:  Ibid.  4:215,  1957.  10.  Cronk, 
G.  A.,  Naumann,  D.  E.,  and  Casson,  K.:  Anti- 
biotics Annual,  1957-8,  ed.  by  H.  Welch  and 

F,  Marti-Ibanez,  Medical  Encyclopedia,  New 
York,  p,  397.  11.  Dube,  A.  H.:  Ibid.  p.  409. 
12.  Hubei,  K.  A.,  Palmieri,  B.,  and  Bunn,  P.  A.; 
Ibid.  p.  443.  13.  Kaplan.  M.  A.,  Albright,  H„ 
and  Buckwalter,  F.  H.:  Ibid.  p.  415. 14.  Portney, 
B.,  Draper,  T.,  and  Wehrle,  P.  F.:  Ibid.  p.  386. 
IS.  Shidlovsky,  B.  A.,  Prigot,  A.,  Maynard,  A. 
de  L.,  Felix,  A.  f.,  apd  Hjelt-Harvey,  I.;  Ibid. 


REJIHEJI/IBER  ABOUT 


— it  is  purely  tetracycline  phosphate  complex,  with  an  inherent, 
chemically  unique  property  of  being  rapidly  and  efficiently 
absorbed. 


Each  Tetrex  Capsule  contains: 

Active  ingredient:  Tetracycline  Phosphate  Complex,  250  mg. 

Excipient:  Lactose  q.  S.  (tetracycline  HCI  activity) 


Tetrex  produces  ''peak  high"  tetracycline 
serum  levels 

— over  5000  human  blood  determinations  after  oral  or  intramus- 
cular administration  have  consistently  demonstrated  fast,  high, 
prolonged  serum  levels  in  patients  of  all 


Tetrex  has  an  impressive  documented 
record  of  clinical  effectiveness 


— more  than  170  million  doses  of  tetracycline  phosphate  com- 
plex in  1957,  with  5 published  clinical  reports  by  9 investigators 
on  826  patients.^’ Clinical  evaluation:  “should  probably 
be  considered  an  improvement  over,  and  an  ultimate  replace- 
ment for,  the  older  tetracycline  hydrochloride.”'” 


BRISTOL  LABORATORIES  INC.,  Sy  racuse,  New  York 
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Doctors,  too, 


like  ''Premarin” 


The  reasons  are  fairly  simple.  Doctors 
like  “Premarin,”  in  the  first  place,  be- 
cause it  really  relieves  the  symptoms  of 
the  menopause.  It  doesn’t  just  mask  them 
— it  replaces  what  the  patient  lacks  — 
natural  estrogen. 

Furthermore,  if  the  patient  is  suffer- 
ing from  headache,  insomnia,  and  arth- 
ritic-like  symptoms  before  the  menopause 


and  even  after,  “Premarin”  takes  care 
of  that,  too. 

Women,  of  course,  like  “Premarin,” 
too,  because  it  quickly  relieves  their 
symptoms  and  gives  them  a “sense  of 
well-being.” 

“PREMARINr 

conjugated  estrogens  (equine) 


Ayerst  Laboratories 


New  York  16,  New  York 


Montreal,  Canada 

5641 


INDEX  TO  ADVERTISERS 


American  Dairy  Ass’n  of  Arizona 34A 

American  Meat  Institute  2 A 

Ames  Company  12 A 

Ayerst  Laboratories 24A 

Bauer  & Black  10-llA 

Bayer  Company  389 

Birtcher  Corp 385 

Boyle  & Co 14-15A,  29A 

Bristol  Laboratories 22-23 A 

Bristol  Myers  Co 18A 

Burroughs  Wellcome Insert  (20-21  A),  28A,  42A 

Camelback  Sanatorium  50A 

G.  M.  Case  Lab 16A 

Coca-Cola  Co 30A 

Corn  Products  36A 


Lederle  Laboratories Insert  (8-9A),  360,  361, 

377,  397,  43A 

Eli  Lilly  and  Co Front  Cover,  40A,  405 

Maico  of  Phoenix  357 

Medical  Center  X-Ray  Lab 48A 

Medical  & Dental  Finance  Bureau 391 

Merck  Sharp  & Dohme. . . . 19A,  26-27 A,  32-33A, 

403,  44-45A 

North  Central  Lab 48A 

Park  Central  Medical  Building 38 A 

Parke  Davis  & Company  lA 

Physicians’  Casualty  Ass’n 16A 

Professional  Building  46A 

Professional  X-Ray  Lab 47 A 


Diagnostic  Laboratory  47A 

Endo  Laboratories  35A 

Franklin  Hospital  Inc 16A 


Reed  & Carnrick  18A 

A.  H.  Robins  37A,  381 

J.  B.  Roerig  & Co 9A-25A,  373,  41 A 

Ryan  Evans  Drugs  20A 


Groves  Surgical  Supply 8 A 

Hughes-Calihan  Corp 357 

Hobby  Horse  Ranch  School 16A 


Schering  Corp 39A 

G.  D.  Searle  3 A,  365,  385 

Smith-Dorsey  409 

Smith  Kline  & French  Back  Cover 


Mead  Johnson 


21A  Upjohn  & Co 


17A 


K.  B.  Surgical  Co 20A 

Lakeside  Laboratories  4A 

Las  Encinas  ! ! 30A 


Wallace  Laboratories  Insert  (16-17A),  31 A 

Walsh  Bros 38A 

V^ayiand’s  38A 

Winthrop  Labs .13A,  20A 
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m 


(PENTAERYTHRITOL  TETR A N (7R ATe)  (dRANO  OF  HVDROXYZINE) 


why  PETN? 


For  cardiac  effect:  PETN  is  . . the  most  effective  druff 
currently  available  for  prolonged  prophylactic  treatment 
of  angina  pectoris. Prevents  about  80%  of  anginal  attacks. 


why  ATARAX? 


For  ataractic  effect:  One  of  the  most  effective— and  probably 
the  safest— of  tranquilizers,  atauax  frees  the  angina  patient 
of  his  constant  tension  and  anxiety.  Ideal  for  the  on-the-job 
patient.  And  atarax  has  a unique  advantage  in  cardiac 
therapy:  it  is  anti-arrhythmic  and  non-hypotensive. 


why  combine  the  two  ? 


NEW  YORK  17,  NEW  YORK 
Division,  Chas.  Pfizer  & Co.,  Inc. 


♦Trademark 


For  greater  therapeutic  success:  In  clinical  trials,  Cartrax 
was  demonstrably  superior  to  previous  therapy,  including 
PETN  alone.  Specifically,  87%  of  angina  patients  did  better. 
They  were  shown  to  suffer  fewer  attacks  . . . require  less 
nitroglycerin  . . . have  increased  tolerance  to  physical  effort 
. . . and  be  freed  of  cardiac  fixation. 

1.  Russek,  H.  I.:  Postgrad.  Med.  79:562  (June)  1956. 

Dos(i(]<:  (iiiii  Supplird:  Hegin  with  1 to  2 yellow  CAHTRAX  “10” 
tablets  (10  mg.  I'KTN  t>lus  10  mg.  atakax)  2 to  4 times  d.ail.v. 
When  indicated  this  may  be  increa.sed  by  switching  to  pink  CAKTKAX 
"20”  tablets  (20  mg.  I'ETN  i)lus  10  mg.  atakax.)  For  convenience, 
write  "CAHTRAX  10”  or  "cartrax  20.”  In  bottles  of  100. 

CARTRAX  should  be  taken  30  to  60  minutes  before  meals,  on  a 
continuous  dosage  schedule.  Use  pktn  preirarations  with  caution 
in  glaucoma. 
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I 


(CHLOROTHIAZIDE) 


in 


EDEMA 


Start  therapy  with  one  or  two  500  mg. 
tablets  of  'DIURIL'  once  or  twice  a day. 


BENEFITS: 

» The  only  orally  effective  nonmercurial  agent 
with  diuretic  activity  equivalent  to  that  of  the 
parenteral  mercurials. 

• Excellent  for  initiating  diuresis  and  maintaining 
the  edema-free  state  for  prolonged  periods. 

■»  Promotes  balanced  excretion  of  sodium  and 
chloride— without  acidosis. 


Any  indication  for  diuresis  is  an  in- 
dication for  'DIURIL': 

Congestive  heart  failure  of  all  degrees  of  severity; 
premenstrual  syndrome  (edema) ; edema  and  toxe- 
mia of  pregnancy;  renal  edema— nephrosis;  ne- 
phritis; cirrhosis  with  ascites;  drug-induced  edema. 
May  be  of  value  to  relieve  fluid  retention  compli- 
cating obesity. 

SUPPLIED;  250  mg.  and  500  mg.  scored  tablets  'DIURIL’ 
(chlorothiazide);  bottles  of  100  and  1,000. 

'DIURIL'  and  'inversine'  are  trade-marks  of  Merck  & Co.,  Inc. 


MERCK  SHARP  & DOHME 

Division  of  MERCK  & CO.,  Inc.,  Philadelphia  K Pa. 


:Vol.  15,  No.  5 
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as  simple 

as 

in 


HYPERTENSION 


>8 


INITIATE  'DIURIL'  THERAPY 

•DIURIL'  is  ^ven  in  a dosage  range  of  from  250 
mg.  twice  a day  to  500  mg.  three  times  a day. 

ADJUST  DOSAGE  OF  OTHER  AGENTS 

The  dosage  of  other  antihypertensive  medication 
(reserpine,  veratrum,  hydralazine,  etc.)  is  ad- 
justed as  indicated  by  patient  response.  If  the 
patient  is  established  on  a ganglionic  blocking 
agent  (e.g.,  'INVERSINE')  this  should  be  con- 
tinued, but  the  total  daily  dose  should  be  imme- 
diately reduced  by  25  to  50  per  cent.  This  will 
reduce  the  serious  side  effects  often  observed  with 
ganglionic  blockade. 


ADJUST  DOSAGE  OF  ALL  MEDICATION 

The  patient  must  be  frequently  observed  and  care- 
ful adjustment  of  all  agents  should  be  made  to 
determine  optimal  maintenance  dosage. 


BENEFITS; 

^ improves  and  simplifies  the  management  of  hypertension 
^ markedly  enhances  the  effects  of  antihypertensive  agents 
^ reduces  dosage  requirements  for  other  antihypertensive 
agents— often  below  the  level  of  distressing  side  effects 
^ smooths  out  blood  pressure  fluctuations 

INDICATIONS;  management  of  hj^pertension 


Smooth,  more  trouble-free  manage- 
ment of  hypertension  with  'DIURIU 
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N0W...A  NEW  TREATMENT 


‘Cardilate'  tablets  shaped  for  easy  retention 

in  the  buccal  pouch 

**. . . the  degree  of  increase  in  exercise  tolerance  which  sublingual  ery- 
throl  tetranitrate  permits,  approximates  that  of  nitroglycerin,  amyl 
nitrite  and  octyl  nitrite  more  closely  than  does  any  other  of  the  approxi- 
mately 100  preparations  tested  to  date  in  this  laboratory.” 

“Furthermore,  the  duration  of  this  beneficial  action  is  prolonged  suffi- 
ciently to  make  this  method  of  treatment  of  practical  clinical  value.” 

Riseman,  J.  E.  F.,  Altman,  G.  E.,  and  Koretsky,  S.; 
Nitroglycerin  and  Other  Nitrites  in  the  Treatment  of 
Angina  Pectoris,  Circulation  (Jan.)  1958. 

“ 'Cardilate’  brand  Erythrol  Tetranitrate  SUBLINGUAL  TABLETS.  15  mg.  scored 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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nbwCITRAH.F.  (Hay  Fever) 


with  Broadspectrum  Antihistamines  PLUS  Vasoconstrictor 

Hay  fever  is  a very  funny  subject ...  in  a cartoon!  Your  hay  fever  patients  take  their 
problem  seriously  though,  and  CITRA  H.F.  is  formulated  to  help  them. 

One  Citra  H.F.  capsule  every  four  hours  helps  to  relieve  such  hay  fever  symptoms  as 
sneezing,  itching  and  congestion.  Each  Citra  H.F.  capsule  contains: 

Broadspectrum  Antihistamines.  . .each  in  b'l  their  usual  therapeutic  dosage,  providing 
broader  coverage  and  reduced  side  effects. 


• Prophenpyridamine  Maleate 6.25  mg. 

• Methapyrilene  Hydrochloride 8.33  mg. 

• Pyrilamine  Maleate 8.33  mg. 

Vasoconstrictor.  . .to  relieve  congestion. 

• Phenylephrine  Hydrochloride 10.0  mg. 


THE  CITRA  FAMILY  NOW  INCLUDES: 


New  CITRA  H.F.  . . . for  fast  relief  from  hay  fever  symptoms. 

CITRA  FORTE  (SYRUP)  . . . for  immediate  cough  control. 

CITRA  CAPSULES  . . . for  optimum  relief  of  cold  symptoms  at  any  stage. 
CITRA  COUGH  SYRUP  . . . for  relief  of  minor  coughs  and  cold  symptoms. 


BOYLE 


& COMPANY  T>os  Angeles  54,  California 


^^30A 


Arizona  Medicine 


May,  1958 


tp*rT'"'ltes 


Established  1904 
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PASADENA,  CALIFORNIA 


SIGN  OF  GOOD  TASTE 


e purity,  the 
;omeness, 
he  quality  of 
Coca-Cola  as 


iment  has  helped 
ike  Coke  the 


ved  sparkling 
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New. . . 

meDrobamate 


Evenly  sustain  relaxation  of  mind  and  muscle 

r\ 


MEPROSPAN  THERAPY 


\ I 

S P.  M. 


*2  A,  M-  v 


^f1/.  \ 

V-  i 

MEPROSPAN  THERAPY 

t 3 A,  M. 


TWO  MEPROSPAN  CAPSULES  IN  THE  MORNING 
RELIEVE  ANXIETY.  TENSION  AND  SKELETAL  MUS« 
CLE  SPASM  throughout  THE  DAY. 


TWO  MEPROSPAN  CAPSULES  AT  BEDTIME 
PROVIDE  UNINTERRUPTED  SLEEP  THROUGH- 
OUT THE  NIGHT. 


Meprosparf 

MEPROBAMATE  IN  PROLONGED  RELEASE  CAPSULES 


* 


■ maintains  constant  level  of  relaxation 

■ minimizes  the  possibility  of  side  effects 

■ simplifies  patient’s  dosage  schedule 

Dosage:  Two  Meprospan  capsules  q.  12  h. 

Supplied  : Bottles  of  30  capsules. 

Each  capsule  contains : 

Meprobamate  (Wallace)  200  mg. 

2-methyl-2-n-propyl-l,3-propanediol  dicarbamate 

Literature  and  samples  on  request. 


(^WALLACE  LABORATORIES,  New  Brunswick,  N.  J. 


TRAOC'MARK 


CME-6598-48 


Gastric  distress  accompanying  "predni-steroid” 
therapy  is  a definite  clinical  problem  — well 
documented  in  a growing  body  of  literature. 


[n  view  of  ihe  beneficial  re* 
ises  observed  when  antacids 
bland  diets  were  used  concom- 
ly  with  prednisone  and  predni- 
ae,  we  feel  that  these  measures 
lid  be  employed  prophylacti- 
lo  offset  any  gastrointestinal 
effects.” — Dordick,  J.  R.  et  al.z 
. State  J.  Med.  57:2049  (June 
1957. 


is  our  growing  convic- 
tion that  all  patients  receiving 
oral  steroids  should  take  each 
dose  after  food  or  with  ade- 
quate buffering  with  aluminum 
or  magnesium  hydroxide  prep- 
arations.”— Sigler,  J.  W.  and 
Ensign,  D.  C.;  J.  Kentucky 
State  M.  A.  54:771  (Sept.)  1956. 


5|t“T'he  apparent  high  inci«' 
dence  of  this  serious  [gastric] 
side  effect  in  patients  receiving 
prednisone  or  prednisolone 
suggests  the  advisability  of 
routine  co-administration  of  an 
aluminum  hydroxide  gel,”— 
Bollet,  A.  J.  and  Bunim,  J.  J.; 
J.  A.  M.  A.  158:459  (June  11) 
1955. 


One  way  to  make  sure  that  patients  receive 
full  benefits  of  "predni-steroid”  therapy  plus 
positive  protection  against  gastric  distress  is 
by  prescribing  CO-deltra  or  co-hydeltra. 


PREDNISONE  BUFFERED 


lultiple  compressed  tablets 


provide  all  the  benefits 
of  “Predni-steroid”  therapy- 
plus  positive  antacid  protection 
against  gastric  distress 


1 

i 


2.5  mg.  or  5.0  mg.  of  prednisone  i 
or  prednisolone,  plus  300  mg.  of  | 
dried  aluminum  hydroxide  gel  | 
and  50  mg.  magnesium  trisili-  j 
cate,  in  bottles  of  30,  100,  500.  \ 


MERCK  SHARP  & DOHME  Division  of  MERCK  & C0„  Inc..  Philadelphia  I.  Pa. 


AMERICAN  DAIRY  ASSOCIATION  OF  ARIZONA 


dedicdfed  to  fhe  heslfb  of  Arizond's 


Through  this  theme  the 
American  Dairy  Association  of 
Arizona  will  urge  Arizonans  to 
improve  their  health  . . . by 
drinking  more  "protein- 
packed"  MILK. 


MY  PAP-  HE 


flURT  uie  back  real  bap 


"He  told 
Mom  his 
shoulder 
felt  like 
it  was  on 
fire" 


"He  couldn’ 
swing  a hat 
without 
hurting" 


"But  Doctor 
gave  him 
some  nice 
pills  — and 
the  pain 
went  away 
fast" 


"It  happene( 
at  work 
while  he 
was  putting 
oil  in 
something" 


"Dad  said 
we’d  play 
hall  again 
tomorrow 
when  he 
comes  home' 


FOR  PAIN 

Percodan 


(Salts  of  Dihydrohydroxycodeinone 
and  Homatropine,  plus  APC) 


TABLETS 


ACTS  FASTER... 


usually  within  5-15  minutes 


LASTS  LONGER... 

usually  for  6 hours  or  more 

MORE  THOROUGH  RELIEF... 

permits  uninterrupted  sleep  through  the  night 

RARELY  CONSTIPATES... 

excellent  for  chronic  or  bedridden  patients 


■ ■ N E W 

Percodan- 

Demi 

VERSATILE 

New  “demi”  strength  permits  dosage  flexibility  to  meet 
each  patient’s  specific  needs.  Percodan-Demi  provides 
the  Percodan  formula  with  one-half  the  amount  of  salts 
of  dihydrohydroxycodeinone  and  homatropine. 

AVERAGE  ADULT  DOSE:  1 tablet  every  6 hours.  May 
be  habit-forming.  Available  through  all  pharmacies. 

Each  Percodan*  Tablet  contains  4.50  mg.  dihydrohydroxyco- 
deinone hydrochloride,  0.38  mg.  dihydrohydroxycodeinone 
terephthalate,  0.38  mg.  homatropine  terephthalate,  224  mg. 
acetylsalicylic  acid,  160  mg.  phenacetin,  and  32  mg.  caffeine, 


ENDO  LABORATORIES 

Richmond  H i 1 1 1 S,  N ew  Yo  rk 


AND  THE  PAIN 
WENT  AWAY  FAST 


U.S.  Pat.  2,628,185 
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of  infant  feeding 


Standard  formulas  for  WELL  INFANTS 


rtiiu  uigesuve  capacity 
vary,  hospital  practice  favors  an  individual- 
ized formula  for  each  infant. 

The  total  daily  feeding  usually  amounts  to  2 
ounces  of  milk  per  pound  of  body  weight,  plus 

^ Syrup  with  enough  water  to 

satisfy  fluid  requirements. 

The  newborn  usually  takes  from  2 to  3 ounces 
ot  formula  per  feeding;  the  very  young  infant, 
to  5 ounces  the  daily  quota  yielding  over 
50  calories  for  each  pound  the  infant  weighs. 
Ihe  quantity  per  feeding  should  not  exceed 
8 ounces. 


Newborns  are  fed  at  3 to  4 hour  intervals 
throughout  the  24-hour  period— the  2 or  3 
A.M.  feeding  is  discontinued  after  the  neo- 
natal Penod.  In  the  third  or  fourth  month  the 
f r is  discontinued,  once 
the  infant  fails  to  awaken  for  the  bottle, 
otanilard  but  individualized  formulas  which 
constitute  the  hospital  infant  feeding  regimen 
are  shown  here. 


WHOLE  MILK  FORMULAS 


Age 

Months 

Cow's  Milk 
Fluid  Oz. 

Water 

Oz. 

KARO 

Tbsp. 

Each 

Feeding 

Oz. 

Feedings 
in  24  Mrs. 

Totat 

Birth 

10 

10 

2 

3 

6 

320 

1 

12 

13 

21/2 

4 

6 

390 

2 

15 

13 

3 

4V2 

6 

480 

3 

17 

9 

3 

5 

5 

520 

4 

20 

11 

31/2 

6 

5 

610 

5 

23 

11 

4 

61/2 

5 

700 

6 

26 

10 

4 

7 

5 

760 

EVAPORATED  MILK  FORMULAS 


Age 

Months 

Evap. 

Milk 

Fluid  Oz. 

Water 

Oz. 

KARO 

Tbsp. 

Each 

Feeding 

Oz. 

Feedings 
in  24  Mrs. 

Total 

Calories 

Birth 

6 

12 

2 

3 

6 

380 

1 

8 

16 

3 

4 

6 

532 

2 

9 

14 

3 

41/2 

5 

576 

3 

10 

15 

31/2 

5 

5 

650 

4 

12 

18 

4 

6 

5 

768 

5 

12 

21 

4 

6V2 

5 

768 

6 

13 

22 

4 

7 

5 

768 

ADVANTAGES  OF  KARO®  IN  INFANT  FEEDING 

Composition'  Karo  Syrup  is  a 
superior  dextrin-maltose-dextrose 
mixture  because  the  dextrins  are  non- 
fermentable  and  the  maltose  is  rap- 
idly transformed  into  dextrose  which 
requires  no  digestion. 

Concentration:  Volume  for  vol- 
ume Karo  Syrup  furnishes  twice  as 
many  calories  as  similar  milk  modi- 
fiers in  powdered  form. 

Purity:  Karo  Syrup  is  processed  at 
sterilizing  temperatures,  sealed  for 
complete  hygienic  protection  and 
devoid  of  pathogenic  organisms. 

Low  Cost:  Karo  Syrup  costs  1/5 
as  much  as  expensive  milk  modifiers 
and  is  available  at  all  food  stores. 

Free  to  Physicians — B o o k o f 1 

Infant  Feeding  Formulas  with  con-  | 

venient  schedule  pads.  Write:  ’ 

Medical  Division  i 

CORN  PRODUCTS  REFINING  COMPANY 

17  Battery  Place,  New  York  I 


To  assure 
good 

nutrition  — 


ENTOZYME’B 


Each  double-layered  Entozyme 

tablet  contains: 

Pepsin,  N.F  . 250  mg. 

— released  in  the  stomach  frorii 
gastric-soluble  outer  coating 
of  tablet. 

Pancreatin,  U.S.R 300  mg. 

Bile  Salts  150  mg. 

—released  in  the  small  intestine 

from  enteric-coated  inner 
core. 

A.  H.  ROBINS  CO..  INC. 

Richmond  20,  Virginia 

Ethical  Pharmaceuticals  of  Merit  since  1878 


As  a comprehensive  supplement  to  deficient  natural 
secretion  of  digestive  enzymes,  particularly  in  older 
patients,  ENTOZYME  effectively  improves  nutrition  by 
bridging  the  gap  between  adequate  ingestion  and  proper 
digestion.  Among  patients  of  all  ages,  it  has  proved  help- 
ful in  chronic  cholecystitis,  post-cholecystectomy  syn- 
drome, subtotal  gastrectomy,  pancreatitis,  dyspepsia, 
food  intolerance,  flatulence,  nausea  and  chronic  nutri- 
tional disturbances. 


For  comprehensive  digestive  enzyme  replacement- 


need  not  rely  on  "wishing” 
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ARIZONA’S  LEADING  MEDICAL 
^BUILDING^ 


PLENTY  OF  FREE  PARKING 


550  W.  THOMAS  ROAD,  PHOENIX,  ARIZONA  PHONE  AM  6-0579 


OFFICE  EQUIPMENT 
1636  NORTH  CENTRAL 

(just  north  of  McDowell) 


WAY  LAND 

PRESCRIPTION  PHARMACIES 

TWO  FINE  STORES 

North  Central  Medical  Bldg. 
2021  N.  Central 
and 

Professional  Building 
1 3 E.  Monroe 

Phoenix,  Arizona 

FREE  DELIVERY 


P'  JSL  Arbeainan,  C,  K.:  Kew  York  J.  Med.  $i 
'• ' 1$,  Subbergser,  M-  B-:  New  York  J.  Med.^ 
14.  Robinson,  H.  M.,  Jr,;  Robinson,  R.  < 
Cohen,  M.  M.:  U.S.  Armed  Forces  M.. 
4-5.  Can«are.s,  O.;  .Shatin,  H„  and  Roscr! 
■ ^ Med.  1S>55. 

i!>. .Sternberg',  T.  If.,  and  .\e\vco)«er,  V;. 
Treat.  d;'n02,  IMS. 

n.BaiM',  R.  L.t  J.  M.  Soe.  New  Jersey ,sl 
18.  Lane,  C,  W.;  Postgrad.  Med.  18:218, 

. 111.  Goldman,  L.*,  and  Preston,  H.: 

soil  Ivy  Dermatitis,  to  be  pubjished.  | 
20.  lifathewson,  J.  B. : New  York  j.  Med. J 
^21.  Noojin,  R.  iY|^South,.Mi  J.  4«  tl49, 1^ 

23.  Frank^ 

24.  MuUiSM^H. 

H.  M,M 

.25.  Wetd^P  imk  ■■ 


Meti-Derm  Cream  0.5 "b  ani 
Neomycin.  10  Cm.  tubes. 


• approximate 
potency  of 

• no  edema  aij 

• provides  M e| 
form,/eport^ 
to  be  the  mo| 
steroid  there 


'active  lecof 
dei-matitj 
‘s^^giruritusj 


h gromj 
(g,  of  p! 


ONE,  original 


BY  ALL  DERMATOLOCISTS 

A TOPICAL  “METrSTEROID  PREPARATION  FREE 
FROM  UNWANTED  SENSITIZATION  POTENTIAL 


inge  of  all| 

liing-r.iyitB 

; 

1 systemic  at 
: a heavy  1 
luing  indefi 


NAME 


5 mg.  prednisolone,  free  alcohol,  in  each 
gram -nonstaining,  water-washable  base- 
exerts  a therapeutic  effect  in  presence  of  an 
exudate  without  being  occlusive. 

supplied:  10  Gm.  tube. 

Meti-T.M.-brand  of  corticosteroids.  ^ 


DESCRIPTION 


SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


PACKAefNQ  j Meti-Derm  Cream  0.S%,  10  Gm.  tube. 
“METr'STEROID-PLU^l  ^ . 

WHEN  SCRATCHIN<=^ 

Meti-Derm  'S  gm 


METt-I)teEM  Cream '% 
antiallergic  action  in  the  affected  area.  No  sy.slemi 
>n,  edema  and  vt^eight  gain,  have  been  reported  vvij 


METI  STEROID 


1 

t 

\ K ' 

' £ J 
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At  the  last  accounting,!  physicians  throughout  the  coun- 
try had  administered  at  least  one  dose  of  poliomyelitis 
vaccine  to  64  million  Americans-aU  three  doses  to  an 
estimated  34  million.  Undoubtedly,  these  inoculations 
have  played  a major  part  in  the  dramatic  reduction  of 
paralytic  poliomyelitis  in  this  country. 


Incidence  of  polio  in  the  United  States,  1952-1957 
(data  compiled  from  U.S.P.H.S.  reports) 


vaccine  is  plentiful  for  the  job  remaining 

There  are  still  more  than  45  million  Americans  under 
forty  who  have  received  no  vaccine  at  all  and  many 
more  who  have  taken  only  one  or  two  doses. 

As  it  was  phrased  in  a pubhc  statemeift  Depart- 

ment of  Health,  Education,  and  ^iJ^are: 

“It  will  be  a tragedy  if, 
apathy,  vaccine  which  mu 
death  lies  on  the  shelfAini 

Eli  Lilly  and  Compajsy  is  pr 
your  local  medical ^iety  to  reacy;hos 
still  lack  full  protCT^^on.  For  ii^rm 
representative. 

1. J.  A.  M.  A.,  \Sb\21  (November*S3), 

2.  Department  of  Health,  Education^ 

1957.  ^ 


nply  becau^j^of^f^lic 
^’sU^  even 

st  you  and 
Tdividuals  who 
see  your  Lilly 


: News  Release,  October  10, 


ELI  LILLY  AND  COMPANY 

849008 


INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 


VOL.  15,  NO.  5 may,  1958 


^)rig/inal  4^/^rticles 


THE  THREAT  OF  STRANGULATION  IN  ACUTE  INTESTINAL 

OBSTRUCTION 


Leon  Goldman,  M.D.  and  William  Silen,  M.D. 
San  Francisco,  California 


D ESPITE  recent  advances  in  our  knowledge 
concerning  the  care  of  surgical  patients,  the  mor- 
tality associated  with  strangulation  of  the  small 
intestine  remains  exceedingly  high.  The  magni- 
tude of  this  problem  is  emphasized  by  the  fact 
that  approximately  one-half  of  the  deaths  from 
obstruction  of  the  small  bowel  are  associated 
with  strangulation  (Table  I).  The  difficulties  in 


the  clinical  diagnosis  of  strangulating  obstruc- 
tion, coupled  with  the  frequent  use  of  non-op- 
erative intestinal  decompression  ( which  may 
mask  the  gravity  of  the  situation)  explain  this 
high  mortality.  Improvement  in  the  results  of 
management  of  patients  with  this  condition  will 
come  only  with  constant  awareness  of  the  possi- 
bility that  strangulation  may  be  present,  together 


TABLE  I 

MORTALITY  RATES  IN  REPORTED  CASES  OF  OBSTRUCTION 
OF  THE  SMALL  INTESTINE 


Over-All 

Percentages  of  All 

Mortality  for 

Mortality  for 

Reported  hy 

Mortality 

Deaths  Caused  by 
Strangulating 
Obstruction 

Simple 

Obstruction 

Strangulating 

Obstruction 

(Per  cent) 

(Per  cent) 

(Per  cent) 

(Per  cent) 

McKittrick  and 

Sarris(I)  (1940) 

20.0 

59.0 

11.0 

35.0 

Coller  and 

Buxton(4)  (1949) 

38.3 

43.4 

— 

— 

Bollinger  and 

Fowler(5)  (1953) 

8.3 

90.0 

0.7 

27.0 

Drugas  and 

Schiff(3)  (1954) 

13.0 

78.0 

3.0 

28.0 

Smith,  Perry  and 

Yonehiro  ( 6 ) ( 1955 ) 

12.5 

27.0 

7.9 

25.8 

University  of  California 

Series  ( 1957 ) 

11.0 

47.0 

9.0 

25.0 

From  the  Department  of  Surgery. 
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with  the  recognition  that  intestinal  obstruction  is 
primarily  a surgical  problem. 

Many  authorities  have  described  the  signs  and 
symptoms  that  are  usually  regarded  as  helpful 
in  distinguishing  strangulating  from  simple  ob- 
struction. However,  few  have  emphasized  the 
difficulties  one  encounters  in  making  such  a dif- 
ferentiation. An  examination  of  the  possible 
mechanisms  of  pain  associated  with  strangula- 
ting obstruction  gives  some  insight  into  the 
causes  of  errors  in  diagnosis,  since  the  types  of 
pain  may  be  so  varied.  Impairment  of  the  blood 
supply  to  the  intestine  may  cause  severe  spasm 
or  contractions  of  the  bowel,  producing  a colicky 
type  of  pain  similar  to  that  present  in  simple  in- 
testinal obstruction.  Obstruction  of  the  lumen  of 
the  bowel  at  the  site  of  the  strangulated  loop 
also  gives  rise  to  pain  of  this  type.  The  severe 
pain  of  infarction  and  ischemia  may  follow  the 
onset  of  obstruction  and,  together  with  loss  of 
blood  into  the  affected  loop,  may  lead  to  syn- 
cope. The  accumulation  of  serosanguinous  fluid 
within  the  peritoneal  cavity  causes  pain  of  a 
constant  nature,  pathognomonic  of  peritonitis  of 
any  etiology.  A severe  and  drawing  pain,  often 
referred  to  the  back,  may  be  caused  by  traction 
or  twisting  of  the  mesentery.  The  diagnosis  of 
strangulating  obstruction  is  a relatively  simple 
matter  in  the  presence  of  severe  pain,  tachycar- 
dia, fever,  tenderness,  rigidity,  a palpable  mass 
and  leucocytosis.  Very  few  of  our  patients  have 
presented  all  or  even  a majority  of  these  symp- 
toms. Many  of  the  patients  with  simple  obstruc- 
tion of  the  small  intestine  have  presented  as 
many,  or  more,  of  these  supposedly  pathogno- 
monic symptoms  as  have  the  patients  with 
strangulating  obstruction.  Since  strangulating 
obstruction  nearly  always  produces  complete  ob- 
struction, its  presence  can  never  be  ruled  out  as 
long  as  the  process  is  unrelenting. 

Not  only  is  the  differentiation  between  simple 
and  strangulating  obstruction  difficult  and  some- 
times impossible,  but  the  mere  presence  of  ob- 
struction in  a patient  with  strangulation  of  the 
small  intestine  may  be  extremely  difficult  to  es- 
tablish. Thus,  in  our  series  almost  one-third  of 
the  patients  with  strangulating  obstruction  were 
diagnosed  on  admission  as  having  some  condi- 
tion other  than  intestinal  obstruction,  and  in 
only  15  per  cent  of  the  cases  was  a correct  initial 
diagnosis  made.  These  errors  occurred  despite 
the  emphasis  on  this  serious  problem  to  the 
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house  staff  and  medical  students  over  a period 
of  many  years. 

Perhaps  one  of  the  most  serious  pitfalls  in  the 
diagnosis  of  strangulating  obstruction  is  the  not 
infrequent  occurrence  of  a normal  or  equivocal 
roentgenogram  of  the  abdomen.  This  fact  has 
received  altogether  inadequate  recognition  and 
may  account  for  a good  deal  of  the  delay  in 
proper  therapy.  The  results  of  the  roentgeno- 
gram are  usually  normal  early  in  the  course  of 
strangulation,  although  we  have  seen  several  pa- 
tients who  had  essentially  normal  roentgeno- 
grams of  the  abdomen  who  have  had  symptoms 
for  two  or  three  days  (1).  Since  it  fills  rapidly 
with  blood  and  fluid,  the  infarcted  loop  is  seldom 
seen  in  the  plain  roentgenogram.  The  presence 
of  an  isolated,  short  and  dilated  loop  of  small 
bowel  in  the  film  may  be  pathognomonic.  In  ad- 
dition, an  obstructing  adhesive  band  may  oc- 
clude the  venous  return  of  the  intestine  without 
compromising  its  lumen,  thus  obviating  the  ac- 
cumulation of  gas  above  the  gangrenous  loop. 

It  is  readily  seen  why  strangulating  obstruc- 
tion of  the  small  intestine  so  often  simulates  in- 
tra-abdominal inflammatory  conditions  such  as 
acute  pancreatitis,  appendicitis,  or  diverticulitis. 
A twisted  ovarian  cyst  or  ruptured  ectopic  preg- 
nancy are  not  infrequent  initial  diagnoses  in  pa- 
tients with  strangulation  of  the  small  intestine. 
These  conditions  are  associated  with  pain  due  to 
impairment  of  vascular  supply;  the  roentgeno- 
grams are  normal,  which  accounts  for  the  fre- 
quent confusion  in  diagnosis.  On  the  other  hand, 
several  of  our,  ..patients  with  strangulating  ob- 
struction have  had  very  little  pain  and  a paucity 
of  physical  findings.  Analysis  of  our  series  of 
cases  reveals  that  there  is  no  single  criterion  or 
criteria  upon  which  one  might  depend  to  diag- 
nose the  presence  of  strangulation.  McKittrick 
and  Sarris  ( 2 ) , as  well  as  Drugas  and  Schiff  ( 3 ) , 
have  also  found  this  to  be  true.  Thus,  the  pro- 
longed non-operative  decompressive  treatment 
of  patients  with  intestinal  obstruction  is  to  be 
condemned.  When  all  signs  and  symptoms  are 
not  promptly  relieved  by  such  measures,  imme- 
diate laparotomy  is  indicated.  In  general,  the 
treatment  of  complete  intestinal  obstruction 
should  therefore  be  considered  as  primarily  sur- 
gical unless  certain  factors  such  as  peritonitis, 
abscess,  multiple  previous  operations,  or  recent 
operations,  are  present. 

All  the  cases  of  intestinal  obstruction  on  the 
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University  of  California  Service  at  the  San  Fran- 
cisco Hospital  ( excluding  external  hernias ) seen 
between  July  1,  1944  and  Aug.  1,  1954  were 
reviewed.  The  statistics  for  the  two  groups  have 
been  combined.  Three  hundred  thirty-seven 
cases  were  analyzed:  92  patients  had  colonic  ob- 
struction, and  the  remaining  265  had  obstruc- 
tions of  the  small  intestine.  Nineteen  deaths 
( 21  per  cent ) occurred  within  the  hospital  in  the 
group  with  obstruction  of  the  colon.  Thirty  hos- 
pital deaths  (11  per  cent)  occurred  in  the  265 
cases  of  obstruction  of  the  small  bowel.  Fourteen 
deaths  (25  per  cent)  occurred  in  the  group  of 
56  strangulating  obstructions.  Sixteen  hospital 
deaths  ( 9 per  cent ) occurred  in  the  group 
of  182  patients  with  simple  obstruction  of  the 
small  bowel. 

One  hundred  and  sixty  patients  with  obstruc- 
tion of  the  small  bowel  were  treated  surgically; 
78  were  treated  by  non-operative  decompression. 
The  degree  of  obstruction  was  incomplete  in 
most  of  the  patients  who  were  not  operated  upon. 
There  were  no  deaths  in  the  group  treated  by 
conservative  means.  Twenty  intestinal  resections 
were  performed  in  the  group  of  56  patients  with 
strangulating  obstructions  and  five  resections  in 
the  group  of  182  patients  with  simple  obstruc- 
tion. All  cases  in  which  the  intestinal  wall  was 
discolored  (whether  obviously  gangrenous  or 
viable)  were  classified  as  within  the  group  of 
strangulating  obstructions. 

In  an  effort  to  ascertain  the  reliability  of  vari- 
ous criteria  used  to  aid  in  the  diagnosis  of  the 
presence  of  strangulation,  an  analysis  of  these 
factors  was  made  in  the  patients  with  obstruc- 
tion of  the  small  bowel.  Only  the  cases  treated 
surgically  and  those  in  which  the  clinical  diag- 
nosis was  established  at  autopsy  were  analyzed. 

The  type  of  pain  was  not  found  to  be  a valu- 
able means  of  differentiating  simple  from  stran- 
gulating obstruction.  Table  II  demonstrates  a 
somewhat  similar  distribution  of  the  various 
types  of  pain  in  the  two  groups.  It  is  often  stated 
that  patients  with  strangulating  obstruction  have 
extremely  severe  pain.  This  may  be  misleading 
since  a few  patients  had  pain  so  mild  in  degree 
that  the  presence  of  any  disease  at  all  was  seri- 
ously questioned  initially. 

Elevation  of  the  patient’s  temperature  on  entry 
to  the  hospital  is  of  little  aid  in  the  differentia- 
tion (Table  III)  but  should  be  considered  as 
evidence  of  strangulation  until  proved  otherwise. 


The  physical  examination  of  the  patient  also 
is  often  of  limited  value  in  distinguishing  strang- 
ulation from  simple  obstruction.  It  is  true  that 
the  presence  of  an  abdominal  mass  in  a patient 
suspected  of  having  an  intestinal  obstruction 
would  make  the  diagnosis  of  strangulation  highly 
probable.  In  only  six  of  the  56  cases  of  strangu- 
lation obstruction  was  a mass  present,  however. 
In  addition,  a mass  was  felt  in  seven  of  the 
patients  with  simple  bowel  obstruction.  Analysis 
of  the  presence  of  distention  (Table  IV),  tender- 
ness (Table  V),  and  muscle  guarding  (Table 


TABLE  II 

TYPE  OF  PAIN  PRESENT  IN  SIMPLE 
AND  STRANGULATING  OBSTRUCTION 


Type  of  Pain  Simple 

(Per  cent) 

Colicky  68 

Continuous  8 

Colicky  and  Continuous  11 
Unknown  13 


Strangulating 
(Per  cent) 
38 
18 
29 
15 


TABLE  III 

ENTRY  TEMPERATURE 


Degree 

99°  F.  or  less 
Greater  than  99°  F. 
Not  recorded 


Simple 
(Per  cent) 
43 
46 
11 


Strangulating 
(Per  cent) 
47 
38 
15 


TABLE  IV 

DISTENTION  IN  SIMPLE  AND 
STRANGULATING  OBSTRUCTION 


Distention 

Present 
Absent 
Not  recorded 


Simple 
(Per  cent) 
68 
29 
3 


Strangulating 
(Per  cent) 
54 
43 
3 


TABLE  V 

ABDOMINAL  TENDERNESS  IN 
SIMPLE  AND  STRANGULATING 
OBSTRUCTION 


T enderness 


Present 
Absent 
Not  recorded 


Simple  Strangulating 

(Percent)  (Per  cent) 
68  75 

22  ' ' 22 

10  ■ ' - ' 3 
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VI) ,  as  well  as  the  type  of  peristalsis  (Table 

VII) ,  yielded  no  important  differences  between 
the  two  groups  which  might  be  utilized  in  a 
diagnostic  sense.  There  was  no  major  difference 
in  the  white  blood  count  in  the  two  types  of 
obstruction  (Table  VIII). 


TABLE  VI 

MUSCLE  GUARDING  IN  SIMPLE 
AND  STRANGULATING  OBSTRUCTION 


Muscle  Guarding 

Simple 

Strangulating 

(Per  cent) 

(Per  cent) 

Present 

37 

54 

Absent 

52 

31 

Not  recorded 

II 

15 

TABLE  VII 

DEGREE  OF 

PERISTALSIS 

IN  SIMPLE 

AND  STRANGULATING  OBSTRUGTION 

Peristalsis 

Simple 

Strangulating 

(Per  cent) 

(Per  cent) 

Absent 

3 

22 

Hypoactive 

28 

38 

Normal 

13 

22 

Hyperactive 

53 

18 

Not  reeorded 

3 

— 

TABLE  VIII 

WHITE 

BLOOD  GELL 

GONGENTRATIONS  IN 

SIMPLE 

AND  STRANGULATING  OBSTRUGTION 

WBC 

Simple 

Strangulating 

(Per  cent) 

(Per  cent) 

Less  than  10,000 

35 

31 

10,000  - 15,000 

33 

43 

Greater  than  15,000 

31 

26 

Not  recorded 

1 

— 

TABLE  IX 

INTERPRETATION  OF  ROENTGENOGRAM 

IN  SIMPLE  AND  STRANGULATING 

OBSTRUGTION 

Roentgenogram 

Simple 

Strangulating 

(Per  cent) 

(Per  cent) 

Negative 
Simple  bowel 

9 

23 

obstruction 
Strangulating  bowel 

71 

27 

obstruction 

0 

5 

Questionable  presence  of 

ileus  or  obstruction  20 

45 

Finally,  the  results  of  roentgenograms  of  the 
abdomen  also  may  be  extremely  deceptive.  Table 
IX  demonstrates  that  in  23  per  cent  of  the  cases 
of  strangulating  obstruction,  the  radiologist  re- 
ported that  the  results  of  the  roentgenogram 
were  normal.  In  an  additional  45  per  cent,  the 
film  was  so  equivocal  that  the  radiologist  could 
interpret  it  to  be  neither  normal  nor  as  indi- 
cative of  intestinal  obstruction.  In  this  group 
were  the  films  that  usually  demonstrated  the 
presence  of  small  amounts  of  scattered  gas 
throughout  the  small  intestine  but  with  no 
visible  distention  or  fluid  levels. 

From  the  data  presented  above  one  can  readily 
see  how  difficult  the  diagnosis  of  strangulation 
may  be.  Delay  in  the  treatment  of  this  condi- 
tion may  be  disastrous.  Of  the  14  deaths  in  the 
strangulating  obstruction  group,  eight  occurred 
in  patients  who  were  observed  for  a period 
longer  than  12  hours  after  entry  into  the  hos- 
pital. Early  diagnosis  and  treatment  are  there- 
fore imperative  and  can  only  be  accomplished 
if  the  possibility  of  strangulation  is  kept  in  mind 
and  the  treatment  of  obstruction  of  the  bowel 
is  regarded  as  primarily  surgical. 

SUMMARY 

Strangulating  obstruction  of  the  small  intestine 
is  associated  with  an  excessively  high  mortality 
rate.  The  diagnosis  of  this  condition  and  its 
differentiation  from  simple  obstruction  of  the 
bowel  may  be  impossible  since  there  are  no 
reliable  diagnostic  criteria  upon  which  one  can 
always  depend.  The  roentgenograms  of  the 
abdomen  may  be  interpreted  as  normal  or 
equivocal  in  half  the  cases  of  strangulating  ob- 
struction. The  realization  that  obstruction  of  the 
bowel  is  a condition  that  requires  surgical  treat- 
ment will  improve  the  results  in  patients  with 
strangulation  of  the  small  intestine,  particularly 
when  the  obstruction  remains  complete. 
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A TECHNIQUE  FOR  DACRYOCYSTORHINOSTOMY 


By  John  J.  McLoone,  M.D.,  F.A.S.C.,  F LC.S. 
Phoenix,  Arizona 


Epiphora  or  tearing,  due  to  the  failure  of 
the  lacrimal  drainage  system,  associated  with  a 
chronic  dacryocystitis  can  be  very  disabling,  and 
the  rhinologist  can  be  helpful  in  these  cases 
because  the  ones  successfully  treated  by  a 
dacryocystorhinostomy  are  usually  caused  by 
pathology  in  the  nasal  portion  of  the  system  ( 1 ) . 

The  ideal  situation  for  the  best  results  is  for 
the  rhinologist  and  the  ophthalmologist  to  work 
together,  each  contributing  to  the  technique  em- 
ployed(2),  with  the  rhinologist  carrying  the 
greater  responsibility  when  the  trouble  is  dem- 
onstrated to  be  in  the  nasal  portion  of  the  lacri- 
mal apparatus. 

Considering  the  anatomy  of  the  system  from 
Fuchs’s  illustration  shown  in  Figure  1,  we  find 
that  the  cause  may  be  in  the  inferior,  superior, 
common  canaliculus,  or  more  commonly  in  the 
sac,  the  nasolacrim.al  duct  or  the  interior  of  the 
nose.  If  the  pathology  is  demonstrated  to  be  in 
these  nasal  locations,  a patent  drainage  system 
can  be  offered  the  patient  in  almost  all  cases. 

Dacryocystography  is  a valuable  aid  in  many 
cases,  as  in  those  patients  who  complain  of  tear- 
ing, after  irrigation  shows  no  obstruction  of 
the  lacrimal  passages.  It  is  also  helpful  in  de- 
termining the  location  of  the  block,  and  if  it  is 
partial  or  complete.  Postoperatively  it  will 
demonstrate  a closure  of  the  surgical  opening, 
a fistula,  or  sac  diverticula(3). 

For  the  dacryocystorhinostomy  to  be  success- 
ful, the  ophthalmologist  must  demonstrate  by 
the  positive  canaliculus  test  of  Waldapfel(l) 
that  the  obstruction  is  in  the  tear  sac,  nasola- 
crimal duct  or  the  nose,  when  after  injecting 
fluid  into  the  inferior  lacrimal  papilla,  it  will 
appear  at  the  upper  canaliculus.  However,  a 
positive  test  may  also  be  the  result  of  an  ob- 
struction in  the  internal  common  punctum  and 
the  operation  described  will  not  be  success- 
ful(4). 

The  cases  presented  each  illustrate  a nasal 
deformity  or  disease,  either  congenital  (Figs. 
2 and  3.),  traumatic  (Figs.  2,  4 and  5),  phy- 

“Presented  at  the  Pacific  Coast  Society  of  Oto-Ophthalinological 
Meeting,  1957.” 


Figure  2-A.  9 year  old  male,  saddle  deformity  and  trauma  cl 
nose. 


Figure  3-A.  15  year  old  female,  tearing,  right  eye  since  birth. 


Figure  4-A.  49  year  old  female,  nasal  fracture,  car  accident 
followed  by  tearing,  left  eye. 
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Figure  5-A.  61  year  old  male,  kicked  in  face  by  horse  at  age 
10.  followed  by  tearing  right  eye. 


Figure  6-A.  44  year  old  female,  chronic  left  daeryocystitis.  No 
known  cause. 


Figure  7-A.  46  year  old  female,  extensive  bilateral  sinus  surgery. 


Figure  8.  Same  patient  as  Figure  7,  showing  atresia 
vestibule. 


of 


nasal 


Figure  10. 


Figure  11. 


Figure  12. 
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Figure  14. 


Figure  15. 
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Figure  17. 


siological  (Fig.  6),  or  as  the  result  of  sinus 
surgery  (Figs.  7 and  8). 

The  daeryocystorhinostomy,  using  the  external 
approach  of  Dupuy-Dutemps,  (Fig.  9),  and 
anastomosing  the  mucous  membrane  linings  of 
the  middle  meatus  and  the  lacrimal  sac  (Fig. 
10),  after  excision  of  the  intervening  bony  wall 
of  the  nose  and  then  placing  the  funnel-shaped 
end  of  a 12  French  Robertson  rubber  catheter  in 
the  incised  tear  sac  has  been  successful  in  these 
cases.  The  posterior  mucosal  flaps  are  sewn 
together  in  the  usual  manner  before  placing 
the  catheter  in  the  tear  sac  and  carrying  the 
small  end  through  the  adequate  bony  opening 
into  the  nose.  The  catheter  is  anchored  to  the 
tear  sac  wall  (Fig.  11),  and  the  anterior  mucosal 
flaps  are  then  brought  together  over  the 
catheter(5).  The  end  is  cut  at  the  nasal  vestibule 
and  does  not  produce  any  appreciable  dis- 
comfort or  irritation  to  the  patient  (Figs.  12  and 
13).  It  is  left  in  place  until  it  falls  out  or  is 
removed  without  resistance,  usually  on  about 
the  sixth  postoperative  day. 

The  old  classical  curved  incision  which  con- 
forms to  the  lacrimal  crest  and  is  about  2 mm. 
medial  to  the  inner  canthus  is  preferred  by 
many  authors  ( 6 ) as  also  is  the  vertical  far 
anterior  incision(5).  A slightly  curved  incision 
(Fig.  14),  which  is  a compromise  between  the 
two  and  more  to  the  anterior  side  greatly  facili- 
tates the  exposure  of  the  sac  as  it  can  be  carried 
directly  down  to  the  nasal  bone  (Fig.  15).  The 
skin  and  periostium  is  then  stripped  laterally 
to  the  crest  with  a Woodson’s  dental  plastic 
instrument  Number  3 (Fig.  16),  easily  bringing 
the  sac  wall  into  view.  The  other  instruments 
shown  with  the  rubber  catheter  and  used  to 
remove  the  nasal  bone  are  a dental  burr  and  a 
small  Kerrison  rongeur  (Fig.  16).  The  sturdy 
Number  5 Anchor  cleft  palate  needle  is  ideal 
for  suturing  the  tear  sac  and  nasal  mucosal  flaps 
(Fig.  17). 
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BAT  RABIES  IN  ARIZONA 
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H.  Gilbert  Creeelius,  Ph.D.*^* 


H ABIES  has  been  present  in  Arizona  for  many 
years.  Over  the  years  there  have  been  sizable 
outbreaks  in  livestoek,  pet  animals  and  wildlife, 
creating  a constant  infection  hazard  to  man.  For- 
tunately, human  deaths  have  been  infrequent. 
In  1907-1909  there  were  10  human  deaths  due  to 
an  outbreak  of  skunk  rabies.  ( 1 ) 

The  last  diagnosed  case  of  human  rabies  was 
in  a three-year-old  child  in  Yuma  in  1950.  (2)  In 
spite  of  the  lack  of  human  cases  in  recent  years, 
this  infection  remains  a public  health  problem 
because  of  the  necessity  of  giving  vaccine  treat- 
ment to  hundreds  of  persons  annually  that  have 
been  bitten  by  known  rabid  animals  or  by  ani- 
mals that  become  unavailable  for  observation 
and/or  laboratory  diagnosis.  As  long  as  rabies 
occurs  in  an  area  each  animal  bite  situation  has 
to  be  given  careful  medical  consideration. 

A sizable  outbreak  in  dogs  occurred  in  the 
Phoenix  area  in  1944  with  285  animal  cases  re- 
ported that  year  in  Maricopa  County  alone.  A 
program  of  vaccination  of  the  dogs  of  the  area, 
that  was  begun  that  year,  brought  it  under  con- 
trol. In  1945  there  were  55  cases  of  animal  rabies 
in  the  same  county.  (3).  From  1946  to  date,  the 
largest  number  of  laboratory-diagnosed  cases  in 
the  entire  state  was  in  1953  with  32  animal  cases. 
(Tables  I and  II.)  In  recent  years  the  endemic 
area  for  the  disease  has  been  the  southeastern 
part  of  the  state.  This  is  roughly  bounded  by  a 
line  drawn  from  Ajo  north  to  Clarkdale  and  from 
there  along  the  mountains  at  the  4,000  ft.  altitude 
line  southeast  to  the  Clifton  area.  (Fig.  1.) 

Of  the  29  cases  of  rabies  in  the  state  in  1957, 
nine  were  in  dogs,  all  unvaccinated.  There  is  a 
statewide  law  requiring  the  annual  vaccination 
of  dogs.  The  estimated  dog  population  in  the 
state  is  156,000.  In  1956,  49,050  (31.4  per  cent) 
and  in  1957  59,462  (38.1  per  cent)  were  vacci- 
nated. Of  the  nine  1957  dog  rabies  cases  three 
were  in  the  Glendale  area  and  one  each  was  from 
the  following  areas:  Mesa,  Willcox,  Casa  Grande, 
Marana,  Nogales,  and  Flagstaff.  The  Flagstaff 
case  was  in  a dog  in  transit  from  El  Paso,  Texas. 
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TABLE  I 

ALL  RABIES  CASES  IN  ARIZONA  DIAGNOSED  AT 
ARIZONA  HEALTH  DEPARTMENT  OF  HEALTH 
LABORATORIES 
1946  - 1957 


Years  Jan  Feb  Mar  Apr  May  June  July  Aug  Sept  Oct  Nov  Dec  Totals 


1946  122 

1947  412 

1948  2 2 3 

1949  2 1 3 

1950  111 

1951  12  1 

1952  111 

1953  0 2 4 

1954  4 3 5 

1955  1 2 0 

1956  452 

1957  434 

TOT.  25  25  28 


1 3 0 4 3 

6 2 111 

4 13  2 1 

6 2 4 3 2 

12  13  4 

2 0 2 1 0 

2 10  3 0 

2 3 5 5 5 

3 12  10 

3 2 5 0 0 

0 3 2 0 3 

3 5 12  0 

33  25  25  25  19 


2 0 1 2 21 

0 3 2 1 24 

2 0 1 2 23 

2 1 0 2 28 

3 3 4 0 24 

001  1 11 

1 0 1 0 11 

4 2 0 0 32 

0 3 3 5 30 

0 0 5 2 20 

1 1 2 5 28 

4 1 1 1 29 

19  14  22  21  281 


TABLE  II 

CASES  OF  RABIES  IN  DOGS  ONLY  IN  ARIZONA 
DIAGNOSED  IN  ARIZONA  STATE  DEPARTMENT  OF 
HEALTH  LABORATORIES 
1946  - 1957 


Years 

1946 

1947 

1948 

1949 

1950 

1951 

1952 

1953 

1954 

1955 

1956 

1957 
TOT. 


Jan  Feb  Mar  Apr  May  June  July  Aug  Sept  Oct  Nov  Dec  Totals 


112  11 
3 0 14  1 

2 2 2 3 1 

1 0 2 6 2 

11112 
0 2 12  0 

10  12  1 

0 13  2 2 

3 2 4 3 0 

110  10 

1 2 2 0 0 

2 2 10  0 

16  14  20  25  10 


0 2 11 

0 10  0 
2 2 12 

4 3 2 2 

12  3 3 

2 10  0 
0 0 0 1 

5 3 5 3 

10  0 0 
10  0 0 
0 0 0 0 
0 10  2 

16  15  12  14 


0 0 1 11 

3 2 1 16 

0 1 2 20 

2 1 0 24 

3 4 0 22 

0 1 1 10 

0 10  7 

2 0 0 26 

3 3 5 24 

0 13  8 

1 2 3 11 

0 10  9 

13  16  17  188 


Fig.  1.  Distribution  of  Gases  of  Rabies  Diagnosed  at  Arizona 
State  Department  of  Health  Laboratories  in  1957. 

D— Dog,  G— Cat,  F— Fox,  S— Skunk,  Co— Coyote,  G— Ground 
squirrel,  B— Bat. 
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In  1957  there  were  seven  cases  diagnosed  in  cats. 
Two  were  from  the  Phoenix  area  and  one  each 
was  from  the  following  areas:  Tucson,  St.  David, 
Willcox,  Scottsdale  and  Cornville.  In  1957  there 
were  five  cases  of  fox  rabies.  They  were  from 
the  following  places:  Clifton,  Klondyke,  Mt. 
Lemmon,  Mammoth,  and  Tucson,  Also  in  1957 
rabies  was  diagnosed  in  a skunk  from  the  Baca 
Float  ranch  in  Santa  Cruz  County,  in  a coyote 
from  the  Casa  Grande  area,  and  in  a ground 
squirrel  from  Tucson. 

BAT  RABIES 

In  1957  for  the  first  time  in  Arizona,  rabies  was 
diagnosed  in  bats.  Five  cases  were  identified;  all 
were  in  insect-eating  bats. 

Although  rabies  has  been  recognized  for  sev- 
eral years  in  vampire  bats  in  Mexico,  Central 
America,  South  America,  and  Trinidad,  bat  ra- 
bies was  not  seriously  considered  in  the  United 
States,  since  the  vampire  bat  is  not  found  in  this 
country. 

Some  suspicion  exists  that  rabies  has  occurred 
in  livestock  in  the  southwestern  United  States  as 
a result  of  bat  bites.  Malaga- Alba  (4)  reported: 
“Rabies  virus  resembling  the  vampire  bat  strain 
was  isolated  from  the  brain  of  a horse  in  San 
Diego,  Calif.,  in  1950  ...  A giraffe  housed 
in  a cage  in  the  San  Diego  Zoo,  where  no  dog 
or  other  carnivore  could  have  had  possible  ac- 
cess, died  from  rabies  ...  In  Campo,  (San 
Diego  County,  Calif. ) two  horses  kept  in 
stables  had  been  disturbed  and  possibly  bitten 
on  the  ears,  with  the  result  that  the  animals  had 
become  head-shy.  The  horses  were  examined 
and  scars  resembling  the  bites  of  vampire  bats 
were  found.  Moreover,  cases  of  rabies  with  par- 
alytic symptoms  in  cattle  and  horses  were  also 
reported  simultaneously  in  the  area.” 

In  1954,  Venters  et  al.  (5)  reported  the  first 
case  of  rabies  in  a bat  in  the  United  States.  This 
was  in  an  insectivorous  bat  that  attacked  a boy 
near  Tampa,  Fla.  Since  then  a number  of 
observations  have  revealed  infections  in  15  spe- 
cies of  insectivorous  bats  in  18  states.  (6) 

Since  the  Florida  experience  we  have  been  on 
the  lookout  for  possible  bat  rabies  in  Arizona.  In 
view  of  the  discovery  of  rabies  in  the  insecti- 
vorous bats,  a Pima  Indian  belief  took  on  new 
significance.  They  fear  bats  and  they  say,  “If  a 
bat  bites  you,  you  will  go  crazy  and  die.” 

First  Bat  Rabies  Case 

A person  who  did  not  leave  his  name  left  a 
bat  with  the  proprietor  of  a gasoline  filling  sta- 
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tion  in  Tucson.  The  proprietor  of  the  station 
had  made  it  known  that  he  received  and  donated 
animals  to  a wildlife  museum  nearby.  This  bat 
was  received  by  the  museum  on  April  3 and  was 
identified  as  a male  Pallid  bat  ( Antrozus  palUdus ) 
three  years  old  or  over.  It  was  observed  not  to 
eat  as  well  as  another  bat  of  the  same  species 
the  museum  had  had  two  years  before.  Its  flight 
seemed  normal.  On  April  12  the  bat  bit  the  cura- 
tor of  the  museum.  The  bat  died  the  next  day 
and  was  found  with  its  teeth  clamped  around 
the  wire  of  the  cage.  The  bat  brain  was  exam- 
ined in  the  Arizona  State  Department  of  Health 
Laboratories  and  final  confirmation  of  rabies 
was  made  by  the  Viral  and  Rickettsial  Labora- 
tory of  the  Communicable  Disease  Center. 
Second  Bat  Rabies  Case 

On  May  14  a boy  in  Willcox  was  bitten  at 
school  by  a bat  he  took  there  as  part  of  a nature 
study  exhibit.  The  boy  lived  in  an  old  house  in 
Willcox.  Investigation  revealed  a colony  of  bats 
in  the  unoccupied  attic  of  the  house  where  ap- 
parently sick  bats  had  fallen  to  the  floor  or 
ground  daily  for  several  weeks.  (Fig.  2)  This 
happened  to  five  or  six  bats  per  day;  most  of 
these  bats  died  the  same  day  if  not  killed  sooner 
by  dogs,  cats  or  persons.  It  was  one  of  these  bats 
(a  female)  that  was  taken  to  school  by  the  boy. 
The  colony  was  one  of  Big  brown  bats  (Eptesicus 
ftisciis).  A local  physician  had  the  bat  sent  to  the 
Arizona  State  Department  of  Health  Laboratory, 
and  Negri  bodies  were  demonstrated.  Mice  were 
inoculated  and  began  dying  nine  days  later. 
Negri  bodies  were  found  in  the  brains  of  the 
mice. 


Fig.  2.  Outside  View  of  Attic  Room  Where  Arizona  Bat  Rabies 
Case  No.  2 Originated. 

Note  the  dark  guano  stains  on  the  house  wall  under  the  hoaril 
along  the  eaves.  Numerous  bats  spent  the  day  under  this  hoard 
as  well  as  entering  the  attic  through  an  opening  under  the  hoard. 

Third  Bat  Rabies  Case 
On  May  18,  1957,  a man  fishing  on  the  Verde 
River  near  the  Beaver  Creek  Ranger  Station  in 
the  Verde  Valley  in  Yavapai  County  saw  a bat 
flying  in  the  daytime.  This  bat  kept  flying  past 
him,  the  man  knocked  the  bat  down  with  his 
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fishing  rod  and  the  bat  then  bit  the  man.  He 
kept  the  bat  with  him  until  it  died  two  days  la- 
ter. He  brought  the  bat  to  the  Arizona  State  De- 
partment of  Health  Laboratory  where  its  brain 
was  found  to  contain  Negri  bodies.  Rabies  was 
confirmed  by  mouse  inoculation  tests.  It  was 
identified  as  a female  Hoary  bat,  (Laskiriis 
drier  eus). 

Fourth  Bat  Rabies  Case 

On  May  28,  1957,  a bat  apparently  unable  to 
fly  was  found  in  the  daytime  on  the  ground  in  a 
yard  in  Tempe.  The  bat  was  hissing  at  a dog 
that  was  keeping  well  away  and  barking  at  it. 
The  bat  was  taken  to  the  State  Department  of 
Health  Laboratory  where  Negri  bodies  were 
found  in  the  brain.  There  were  no  known  human 
exposures.  The  bat  was  identified  as  a female 
Hoary  bat  (Lasiurus  cinereus). 

Fifth  Bat  Rabies  Case 

On  Aug.  14,  1957,  a male  Mexican  free-tail 
bat  (Tadarida  braziliensis  mexieana)  was  found 
dead  on  the  University  of  Arizona  campus.  It 
was  turned  over  to  the  Arizona  State  Department 
of  Health  for  study.  The  brain  was  negative,  but 
Negri  bodies  were  found  in  inoculated  mice. 

During  the  year  there  were  a number  of  other 
reported  episodes  of  bats  biting  persons  but 
these  proved  negative  on  laboratory  examination 
or  else  the  bats  were  not  turned  in  for  study. 
There  were  reported  instances  of  bats  acting 
strangely  in  several  parts  of  the  southeastern  sec- 
tion of  the  state.  There  was  a case  of  a bat  living 
by  itself  during  August  of  1957  in  a cave  near  a 
home  near  Cornville.  A cat  was  seen  on  a num- 
ber of  occasions  trying  to  catch  it  during  the 
daytime  as  the  bat  rested.  This  cat  attacked  the 
owner’s  child  on  Sept.  7,  1957  and  would  not 
release  his  jaws  from  the  child’s  ear  where- 
upon the  child’s  father  shot  the  cat.  The  cat’s 
brain  was  found  to  have  Negri  bodies.  Upon  in- 
vestigation of  the  ease  a few  days  later,  the  bat 
could  no  longer  be  found. 

DISCUSSION 

Most  of  the  1,900  kinds  of  bats  known  to  sci- 
ence oecur  in  the  tropical  and  sub-tropical  re- 
gions of  the  world.  Thus  it  is  not  surprising  that 
Arizona,  with  its  close  proximity  to  Mexico,  has 
more  kinds  of  bats  than  any  other  state  in  the 
United  States.  There  are  26  species  of  bats 
known  from  Arizona  in  contrast  for  instance  to 
the  12  kinds  known  from  Florida  and  the  nine 
kinds  known  from  the  New  England  states.  Bats, 


like  birds,  differ  in  habits  such  as  migration  and 
food  preferences.  All  but  two  of  the  species  in 
Arizona  are  insectivorous  and,  as  such,  are  ex- 
tremely important  in  helping  control  the  hordes 
of  night-flying  insects.  Two  species  occurring  in 
the  southern  part  of  the  state  feed  on  nectar  and 
pollen  of  Agaves  and  Saguaro.  In  Mexico  and 
Central  America  a whole  spectrum  of  food  hab- 
its is  found,  ranging  from  the  typical  insectivor- 
ous forms,  through  nectar  feeders,  fruit  feeders, 
blood  feeders  (the  vampires),  and  even  two 
kinds  that  feed  on  fish  that  they  catch  from  the 
ocean. 

The  bats  occurring  in  Arizona  range  in  size 
from  the  smallest  bat  in  the  United  States  (the 
tiny  Pipistrelle  with  a wingspread  of  seven 
inches)  to  the  largest  bat  in  the  United  States 
( the  Mastiff  bat  with  a wingspread  of  22  inches ) . 

The  details  of  the  movements  of  most  species 
in  Arizona  are  still  unknown.  Bat  banding  stud- 
ies, now  underway  at  the  University  of  Arizona, 
have  yielded  some  pertinent  information.  Four 
kinds,  the  Mexican  free-tail,  the  Cave  myotis,  the 
Hog-nosed  bat,  and  the  Long-nosed  bat,  appear 
to  spend  only  the  summer  months  in  Arizona 
and  the  winter  months  in  Mexico.  Three  kinds, 
the  Silver-haired  bat,  the  Hoary  bat,  and  the 
Red  bat,  seem  to  spend  the  winters  at  lower  ele- 
vations in  the  state  and  to  move  up  to  the  pine 
zones  of  the  mountains  (or  perhaps  northward 
as  far  as  southern  Canada)  for  the  summer.  Nine 
other  kinds  are  known  permanent  residents  while 
the  habits  of  the  remaining  10  species  are  still 
unknown.  The  following  four  species  of  bats  de- 
scribed in  some  detail  are  those  found  to  be  in- 
fected with  rabies  in  Arizona. 

The  Pallid  bat  (Antrozus  pallidus)  is  a large 
bat  with  long  ears  and  a naked  interfemoral 
membrane.  (The  membrane  between  the  rear 
limbs.)  The  wingspread  is  approximately  12 
inches  and  the  ears  are  more  than  one  inch  in 
length.  Dorsally  the  Pallid  bat  is  yellowish-drab 
in  color  and  ventrally  it  is  almost  white.  (Fig. 
3.)  Pallid  bats  occur  in  western  North  America 
from  extreme  southern  British  Columbia  south- 
ward to  central  Mexico.  They  are  probably  per- 
manent residents  in  Arizona,  spending  the  win- 
ter months  hibernating  in  rock  crevices.  In  the 
summer,  groups  of  up  to  50  individuals  spend 
the  days  hanging  in  the  rock  crevices,  caves  and 
mine  tunnels  (Fig.  4.)  Each  female  gives  birth 
to  one  or  two  young  sometime  during  June  or 
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early  July.  At  night  Pallid  bats  capture  large  in- 
sects which  they  carry  to  a secluded  spot  where 
the  insects  can  be  devoured  in  peace.  These 
night  roosts  are  often  around  houses  ( in  a car- 
port or  under  the  eaves  of  a patio ) but  they  may 
be  in  a shallow  cave,  mine  tunnel,  or  under  a 
bridge.  Tliis  is  the  species  of  bat  that  is  most 
often  encountered  by  residents  of  the  suburbs 
of  Tucson. 

The  Big  brovm  bat  (Eptesicus  fuscus)  is  a 
large  brown  bat  with  short,  mouse-shaped  black 
ears  and  a naked  interfemoral  membrane.  It  has 
a wingspread  of  approximately  13  inches.  Big 
brown  bats  are  widely  distributed  in  North 
America.  They  are  found  from  the  West  coast 
to  the  East  coast  and  from  central  Canada  south- 
ward throughout  the  United  States,  Mexico,  and 
Central  America.  Individual  Big  bro^vn  bats, 
however,  appear  to  be  permanent  residents  in  a 
given  region  and,  at  most,  perform  only  local 
seasonal  migrations.  Females  of  this  species  con- 
gregate in  maternity  colonies  during  the  early 
summer  months.  Such  maternity  colonies  are 
often  found  in  the  attics  of  houses,  in  old  bams, 
and  in  the  crevices  in  the  walls  of  buildings,  and 
may  contain  several  hundred  individuals.  Here 
each  female  gives  birth  to  one  or  two  young.  The 
winter  months  are  usually  spent  in  hibernation, 
often  in  caves,  mine  tunnels  and  rock  crevices. 

The  Hoary  bat  (Lasiunis  cinereus)  is  a large 
bat  (wingspread  approximately  14  inches)  with 
short,  mouse-shaped  ears.  Dorsally  its  fur  is  yel- 
lowish-brown with  white  tips,  thus  giving  a 
hoary  appearance  to  the  bat.  The  dorsal  surface 
of  the  interfemoral  membrane  is  covered  by  a 
thick  layer  of  fur.  (Fig.  5).  Hoary  bats  are  wide- 
spread in  North  America,  occurring  from  the 
northern  limit  of  trees  in  Canada  southward 
throughout  the  United  States  and  Mexico.  Un- 
like the  three  species  of  bats  discussed  above. 
Hoary  bats  never  congregate  in  buildings,  caves, 
or  mine  tunnels.  Rather  they  are  solitary  bats 
that  spend  their  days  hanging  among  the  leaves 
of  broad-leafed  trees.  Much  uncertainty  e.xists  as 
to  the  movements  of  these  bats.  Probably  those 
individuals  found  in  Canada  and  the  northern 
United  States  during  the  summer  months,  mi- 
grate southward  into  the  southern  United  States 
and  perhaps  even  into  Mexico,  for  the  winter.  A 
number  of  individuals  are  to  be  found  in  Arizona 
during  the  summer  months  and  a few  have  been 
found  in  the  winter  months.  Whether  these  indi- 


Fig.  3.  The  Pallid  bat  (Antrozus  pallidus).  This  is  an  adult  fe- 
male that  was  captured  in  the  summer  of  1956  in 
Tv\cson,  Arizona. 

(Photograph  by  George  Olin.) 


Fig.  4.  Several  species  of  Bats  are  found  in  abandoned  mine 
tunnels  of  this  type  in  Arizona. 


Fig.  5.  The  Iloary  bat  (Lasiurus  cinereus).  This  is  an  advilt  male 
that  was  captured  in  the  summer  of  1956  in  tin-  Chiri- 
cahua  Mountains,  southeastern  Arizona. 

(Photograph  by  George  Olin.) 
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viduals  spend  the  winter  in  Arizona,  or  perhaps 
farther  southward,  is  unknown.  Hoary  bats  ap- 
pear to  be  most  common  along  the  courses  of 
rivers  and  streams  and  in  the  towns  and  cities 
where  broad-leafed  trees  have  been  planted. 
They  are  occasionally  found,  in  summer  months, 
cit  higher  elevations  in  the  mountains. 


Fig.  6.  The  Mexican  free-tailed  bat.  (Tadarida  brasilensis  mex- 
icana).  This  is  an  adult  female  that  was  captured  in  the 
spring  of  1956  in  the  Tucson  Mountains,  southwest  of 
Tucson,  Arizona. 

(Photograph  by  George  Olin.) 

The  Mexican  free-tailed  bat  (Tadarida  brasi- 
Uensis  mexicana)  is  a medium-sized  bat  with  low 
fleshy  ears  that  extend  forward  over  the  snout 
and  with  the  posterior  half  inch  of  the  tail  ex- 
tending beyond  the  naked  interfemoral  mem- 
brane. It  has  a wingspread  of  approximately  10 
inches.  (Fig.  6).  Mexican  free-tails  occur  in 
western  North  America  from  central  Utah  and 
northern  Oklahoma  southward  throughout  Mex- 
ico. In  the  summer  months  the  female  free-tails 
congregate  in  large  numbers  in  mine  tunnels, 
open  caves,  under  bridges,  and  in  attics  and 
crevices  in  the  walls  of  buildings.  In  these  sum- 
mer aggregations  of  females,  known  as  maternity 
colonies,  the  females  each  give  birth  to  a single 
young.  Such  maternity  colonies  often  consist  of 
several  thousand  individuals.  One  such  maternity 
colony  in  a wind  cave  along  Eagle  Creek,  near 
Morenci,  Arizona  contains  approximately  one 
million  individuals.  In  the  winter,  however,  Mex- 
ican free-tails  are  extremely  rare  or  absent  in  the 
state.  Some  preliminary  findings  indicate  that 
they  spend  the  winter  months  in  Mexico,  often  in 
the  same  geographic  area  where  the  vampire  bat 
(Desaiodiis  rotundiis)  is  found.  Since  it  is  known 
that  rabies  is  endemic  in  the  vampires,  some  per- 
sons think  that  the  Mexican  free-tails  contract  ra- 


bies from  these  bats  and,  on  the  migration  north- 
ward in  the  spring,  bring  the  virus  back  into  the 
United  States.  In  the  United  States,  then,  the 
virus  is  transmitted  to  other  insectivorous  bats 
and  to  the  various  native  carnivores  by  biting. 
Whether  the  particular  strains  of  rabies  virus 
found  in  bats  can  be  transmitted  to  carnivores  is 
subject  to  some  debate.  This  problem  is  currently 
being  investigated  by  personnel  of  the  Com- 
municable Disease  Center  of  the  U.  S.  Public 
Health  Service.  Various  carnivores  such  as  coy- 
otes, skunks,  bobcats  and  mountain  lions  are 
found  in  the  same  caves  with  bats  in  Arizona. 

At  present  approximately  8,000  bats  (primari- 
ly of  three  species  but  including  small  numbers 
of  11  other  species)  have  been  banded  in  Ari- 
zona by  persons  in  the  Department  of  Zoology 
at  the  University  of  Arizona.  The  bands  being 
used  are  the  size  “0”  and  size  “1”  bird  bands  fur- 
nished by  the  U.  S.  Fish  and  Wildlife  Service. 
Each  of  these  bands  is  imprinted  with  a seven 
digit  serial  number,  and,  for  each  band  used,  the 
following  information  has  been  recorded:  the 
age,  sex  and  species  of  bat,  and  the  date  and 
place  of  banding.  Recovery  of  these  marked  indi- 
viduals gives  information  on  the  movements  and 
longevity  of  bats.  It  is  hoped  that  any  bands  that 
are  recovered  will  be  forwarded  to  Dr.  Cockrum 
or  to  the  United  States  Fish  and  Wildlife  Serv- 
ice, Washington  25,  D.C.,  together  with  informa- 
tion as  to  when  and  where  the  bands  were  re- 
covered. 

Three  Mexican  free-tail  bats  banded  on  Oct. 
6,  1957  in  Tucson  were  recovered  in  lower 
Sinaloa  in  Mexico  on  Nov.  14,  1957.  This  is  far 
south  of  the  northern  range  of  the  vampire  bats. 

Beginning  in  the  early  summer  of  1957  several 
hundred  bats  were  collected  from  various  areas 
of  Arizona.  These  bats  were  killed  and  frozen 
and  as  time  permits,  they  are  being  examined 
for  rabies  virus.  So  far,  rabies  virus  has  been  iso- 
lated from  several  apparently  normal  Big  brown 
bats  from  Tucson  and  Willcox.  These  results  will 
be  reported  later. 

In  other  states,  rabies  has  been  diagnosed  in 
apparently  normal  as  well  as  moribund  and  dead 
bats.  In  light  of  these  findings,  the  American 
Public  Health  Association  has  now  suggested 
that  all  bites  of  persons  by  bats  be  considered 
possible  rabies  exposures.  The  Arizona  State  De- 
partment of  Health  endorses  this  viewpoint.  Re- 
cently Smith  (7)  has  summarized  procedures  for 
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the  prevention  of  human  rabies  following  various 
types  of  exposure. 

SUMMARY 

Rabies  has  been  endemic  in  animals  in  Arizona 
for  many  years  with  occasional  epidemics  occur- 
ring in  dogs  and  certain  species  of  wildlife.  At 
the  present  time  the  endemic  area  is  the  south- 
eastern part  of  the  state.  The  Arizona  State  De- 
partment of  Health  Laboratory  diagnosed  29 
cases  of  rabies  in  1957.  These  cases  occurred  in 
9 dogs,  7 cats,  5 bats,  5 foxes,  1 skunk,  1 coyote 
and  1 ground  squirrel.  This  was  the  first  year 
that  bat  rabies  was  diagnosed  in  Arizona.  The 
bats  were  from  four  different  areas  of  the  south- 
eastern part  of  the  state,  and  they  were  classified 
as  follows;  two  Lasiurus  cinereus,  one  Eptesicus 


fiiscus,  one  Antrozus  pallidm,  and  one  Tadarida 
brasilietisis  mexicana. 

Further  studies  are  underway  or  are  planned 
(if  funds  become  available)  which  will  give 
more  information,  particularly  on  the  epidemiol- 
ogy of  rabies  in  bats  in  Arizona. 
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President,  Arizona  Medical  Association— 1958-59 


W.  R.  Manning,  M.D. 


W»  R.  (BILL)  Manning  was  born  April  30,  1910.  He  attended  the  public  schools  of  Tucson, 
graduating  from  the  University  of  Arizona  in  1932.  Received  his  M.D.  degree  from  George 
Washington  University  Medical  School,  Washington,  D.C.,  1938.  His  interneship  was  at  the 
Garfield  Memorial  Hospital,  Washington,  D.G.,  followed  by  a two-year  fellowship  at  the  Crile 
Clinic  in  Cleveland.  This  in  turn  was  followed  by  49  months  with  the  Army  of  the  United  States 
at  McClosky  General  Hospital  in  charge  of  the  surgical  section. 

He  is  past  president  of  the  Pima  County  Medical  Society,  former  chief  of  staff  of  Pima  County 
Hospital  and  St.  Mary’s  Hospital.  He  was  chairman  of  the  Pima  County  Medical  Society  hospi- 
tal building  and  planning  committee  from  1950  to  1957.  He  is  on  the  board  of  trustees  of  the 
Arizona  division  of  the  American  Cancer  Society  and  the  board  of  directors  of  the  Arizona 
Blue  Shield.  He  has  served  as  surgical  consultant  to  Davis-Monthan  Air  Force  Base  and  the 
Southern  Pacific  Hospital.  His  medical  society  affiliations  include  the  American  Medical  Associ- 
ation, District  of  Columbia  Medical  Society,  Association  Medica  del  Sur  de  Sinaloa,  American 
College  of  Surgeons,  American  Board  of  Surgery,  International  College  of  Surgeons,  and  the 
Southwestern  Surgical  Congress. 

His  will  be  a year  of  aggressive  leadership. 
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PRESIDENTIAL  ADDRESS 
ARIZONA  MEDICAL  ASSOCIATION 
May  1,  1958 

11  EMBERS  of  the  Arizona  Medical  Association,  distinguished  guests,  ladies  and  gentlemen; 

This  is  a significant  moment  in  my  life.  I have  had  the  good  fortune  to  be  bom  and  raised  in 
this  wonderful  state,  and  to  be  honored  by  the  presidency  of  this  great  body  of  dedicated  men 
fills  my  heart  with  gratefulness  for  your  trust.  God  willing,  I will  work  faithfully  and  hard  as 
your  servant  and  representative  to  maintain  the  fine  ideals  and  wonderful  progress  that  have 
been  so  characteristic  of  this  association. 

During  the  past  decade,  we  have  seen  changes  in  the  values  in  medicine.  Pressures  from  with- 
out and  re-evaluation  from  within  have  aroused  in  us  the  realization  that  there  are  certain  con- 
cepts which  must  be  preserved. 

The  force  of  the  national  government  and  its  threat  of  socialized  medicine  has  been  a huge 
factor  in  our  self  re-appraisal.  A loss  of  our  professional  liberty  will  indeed  bend  even  the 
strongest  and  most  devoted  physician.  Our  enslavement  by  socialism  can  be  prevented  only  by 
return  to  the  real  values  of  our  profession— integrity,  honesty,  humanitarianism.  Would  it  not  be 
disheartening  to  have  freedom  of  choice  of  physician  and  patient  destroyed  by  the  interest  and 
control  of  a third  party.  Let  us  watch  with  great  care  the  “fixed  fee”  trend  by  the  government, 
large  organizations,  unions,  etc. 

Osier  once  said,  “After  science  in  cold  calculation  satisfies  the  head,  there  is  something  want- 
ing unless  the  doctor  has  found  a fallow  spot  in  the  heart  of  his  patient.” 

Our  present  day  life  demands  something  more  than  cold  analytical  science.  The  mental  and 
spiritual  health  is  a major  and  modifying  factor  in  the  physical  well  being  of  a patient.  Many 
psychological  conflicts  can  be  solved  by  understanding,  kindness  and  sympathy. 

We  should  and  must  re-evaluate  and  understand  our  real  worth  to  our  patients— we  must  re- 
alize our  obligations— if  we  are  to  combat  external  stresses  and  enlist  the  aid  of  the  patient  in 
our  behalf. 

Scientific  Fitness  is  a basic  necessity.  But  this  day  of  specialization  has  left  the  patient  without 
his  general  physician  to  whom  he  turns  as  a friend  when  ill.  The  field  of  the  general  physician  is 
expanding  and  with  attendant  dignity  this  group  of  physicians  can  add  to  the  glory  of  medicine. 
Present  day  practice  of  medicine  is  a matter  of  team-work— no  one  person  can  be  considered  as 
fulfilling  al  the  requirements  of  the  medical  field  of  today.  Specialization  will  be  even  more  de- 
tailed in  the  future  but  let  us  not  forget  the  spirit  and  art  of  medicine— the  scientific  serving  of 
our  patient  in  a humanitarian  manner. 

Warmth  and  Understanding  is  another  value,  that  in  the  stress  of  today,  has  not  been  main- 
tained. The  magnificent  advances  have  produced  a cold  and  impersonal  type  of  care.  We  must 
personalize  our  practice  and  return  individuality  to  both  our  patients  and  ourselves.  Let  us  re- 
develop a closer  and  more  personal  relationship  with  the  public  through  friendly  attention.  This 
alone  will  enlist  hundreds  of  thousands  each  day  in  our  fight  to  maintain  the  integrity  of  medi- 
cine. Let  us  learn  to  combine  scientific  methods  with  a heartfelt  concern  for  our  patients  and  his 
fears  and  anxieties. 

Education  through  explanation  is  still  another  obligation.  The  patient  today  with  all  of  the 
printed  and  spoken  health  data  is  surprisingly  conversant  with  many  problems.  Yet,  he  is  afraid. 
Enlist  his  co-operation  by  giving  an  explanation  of  his  trouble  through  simple  terms,  diagrams. 
You  will  have  a much  more  relaxed  and  trusting  patient  and  will  ease  many  fears.  A step  into  the 
dark  is  not  so  frightening  if  one  has  an  idea  of  what  to  expect.  Build  faith  and  confidence 
through  the  patients’  understanding  of  their  part  in  the  existing  illness. 

Prepare  ourselves  for  our  patients.  We,  being  subjected  to  modern  day  stresses  are  as  all  hu- 
mans, have  a tendency  to  develop  personality  traits  that  can  hurt  our  relationship  with  the  pub- 
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lie  which  we  serve.  Indifference,  aloofness,  and  even  arrogance  crop  up  far  too  often  in  all  of  our 
dealings  with  the  sick.  How  easy  it  is  to  destroy  confidence  with  a simple  gesture  or  a harsh 
spoken  word  toward  the  end  of  a difficult  day. 

Reassurance  of  the  public  is  not  only  an  obligation  but  a necessity.  Collectively  we  are  not 
loved  even  though  individually  such  may  be  the  case.  High  fees  have  hurt  our  profession  and 
even  though  perhaps  charged  by  a few  in  the  community,  the  entire  group  are  labeled  as  greedy 
drivers  of  shiny  Cadillacs.  People  expect  success  of  their  doctor  but  distrust  any  motivation  for 
material  gain.  Industry  and  Service  have  a right  to  be  rewarded  by  prosperity  but  let  us  not  be 
evasive  with  our  patients  as  to  the  financial  burden  they  must  bear.  Explain  costs  and  work  out 
an  equitable  arrangement  commensurate  with  the  economy  of  the  family.  To  further  reassure 
the  public,  we  must  not  always  fight  any  and  all  proposals  of  health  legislation  but  must  counter 
in  a national  manner  with  our  our  solution.  The  public  is  confused— they  want  the  medical  pro- 
fession to  recommend,  to  advise  a positive  program  that  will  prove  a protection  against  the  fi- 
naneial  burden  of  illness. 

Acknowledgement  of  the  presence  of  on  occupational  hazard  in  medicine.  This  is  a concept 
that  is  mandatory  if  we  are  to  practice  with  freedom  of  mind.  When  every  patient  is  pleased  with 
his  medical  care,  legal  action  will  disappear.  We  must  remember  our  duties  to  our  patient  which 
demands  keeping  abreast  of  progress  in  our  profession  and  utilization  of  standard  and  accepted 
methods.  To  maintain  confidence  and  reduce  threat  of  legal  action  we  should  observe  certain 
practices.  Free  use  of  a consultant  build  security  and  in  no  way  harms  dignity.  Abandonment  is 
an  unfortunate  factor  in  many  malpractice  suits  and  is  easily  prevented.  See  that  your  patients 
have  coverage  when  you  are  out  of  town  or  indisposed.  Unavailability  in  an  emergency  is  an 
eftspoken  criticism.  The  physician  must  learn  what  he  may  do  to  safeguard  himself.  The  de- 
velopment of  many  medico-legal  panels  with  a hearing  of  potential  suits  has  done  much  to  re- 
assure the  public  and  our  legal  friends.  Maintain  high  moral  and  ethical  standards,  and  create  a 
friendly  atmosphere— and— be  not  too  critical  of  your  colleagues’  treatment,  for  you  cannot  judge 
accurately  that  which  has  taken  place  before. 

I have  touched  on  only  a few  of  the  complexities  of  modern  day  practice  of  medicine.  We  are 
subjected  to  challenges  that  will  be  most  vital  in  the  maintenance  of  medicine  as  we  know  it 
should  be.  Let  us  be  on  guard  against  submitting  to  the  ever  increasing  numbers  of  inflexible 
rules  that  are  being  forced  upon  us.  It  seems  to  me  that  the  greatest  force  at  our  disposal  to 
maintain  the  integrity  of  medicine  is  to  realize  that  the  whole  reason  for  our  being  revolves 
around  patients’  needs.  The  satisfaction  of  these  needs  will  develop  the  confidence  of  the  public 
whose  desires  as  to  the  future  of  medicine  will  prevail.  Therefore,  we  can  well  remember  the 
words  of  Francis  Peabody  who  said,  “The  secret  of  the  care  of  the  patient  is  in  caring  for  the 
patient.”  W.  R.  MANNING,  M.D. 


NAIL  POLISH  WITHDRAWN  AS 
^ DANGEROUS 

FTER  several  hundred  complaints  had  been 
received  from  women  who  said  the  product  in- 
jured their  nails,  the  producers  and  the  food 
and  drug  administration  are  co-operating  to 
remove  10-Day  Press-On  Nail  Polish  from  the 
market.  Purchasers  are  asked  to  return  the 
product,  and  dealers  are  sending  back  unsold 
stocks  to  the  manufacturer.  Women  who  have 
applied  the  plastic  coverings  shaped  like  nails 
are  advised  to  remove  the  material  with  “ex- 
treme care”  to  avoid  peeling,  splitting,  and 
breaking  off  of  the  nails.  About  32  million  ap- 
plications have  been  distributed  since  first  sales 


six  months  ago,  and  many  millions  of  these  still 
are  in  the  hands  of  consumers.  FDA  says  charac- 
teristic injuries  usually  appear  two  to  four 
weeks  after  the  “nails”  are  applied.  Some  in- 
juries are  slight,  but  there  are  many  severe 
cases  where  the  nails  broke  off  to  the  quick. 
There  is  no  indication  of  permanent  injury  or 
disfigurement. 


OPENING  FOR  PHYSICIANS 

San  Diego  General  Practice  established  17  years.  Gross  in- 
come more  than  $50,000  last  year.  Specializing.  May  start 
on  salary.  Main  Post  Office  Box  1768,  San  Diego  12,  Caif. 
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FREE  CHOICE  OF  PHYSICIANS 

HE  excerpts  which  will  be  quoted  in  the  text 
are  from  a report  of  industrial  relations  commit- 
tee of  the  Arizona  Medical  Association.  In  part, 
it  is  supplementary  to  their  attitudes  published 
in  January  1957,  which  were  approved  by  the 
council  of  the  American  Aledical  Association.  In 
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CONTRIBUTORS 

The  Editor  sincerely  solicits  conlributions  of  scientific- 
articles  for  publication  in  ARIZONA  MEDICINE.  All  such 
contributions  are  greatly  appreciated.  All  will  be  given  equal 
consideration. 

Certain  general  rules  must  be  followed,  however,  and  the 
Editor  therefore  respectfully  submits  the  following  suggestions 
to  authors  and  contributors: 

1.  Follow  the  general  rules  of  good  English,  especially  with 
regard  to  construction,  diction,  spelling,  and  punctuation. 

2.  Be  guided  by  the  general  rules  of  medical  writing  as 
followed  by  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION. 

3.  Be  brief,  even  while  being  thorough  and  complete.  Avoid 
unnecessary  words.  Try  to  limit  the  article  to  1500  words. 

4.  Read  and  re-reacl  the  manuscript  several  times  to  cor- 
rect it,  especially  for  spelling  and  punctuation. 

5.  Manu-scriirts  should  be  typewritten,  double  spaced,  and 
the  original  and  a carbon  copy  submitted. 

6.  Articles  for  publication  should  have  been  read  before 
a eontroversial  body,  e.g.,  a hospital  staff  meeting,  or  a 
county  medical  society  meeting. 

7.  Exclusive  Publication— Articles  are  accepted  for  publi- 
cation on  condition  that  they  are  contributed  solely  to  this 
Journal.  Ordinarily  contributors  will  be  notifed  within  60 
days  if  a manuscript  is  accepted  for  publication.  Every  effort 
will  be  made  to  return  unused  manuscripts. 

8.  Illustrations  — Ordinarily  publication  of  2 or  3 illustra- 
lions  accompanying  an  article  will  be  paid  for  by  Arizona 
Medicine.  Any  number  beyond  this  will  have  to  be  paid  for 
by  the  author. 

9.  Reprints  — Reprints  must  be  paid  for  by  the  author 
it  establi.shed  standard  rates. 

The  Editor  is  always  ready,  willing,  and  happy  to  help 
ill  anv  way  possible. 


(The  Opinions  exiiressed  in  original  contributions  do  not  neces- 
sarily express  the  opinion  of  the  Editorial  Board.) 


the  previous  letter  they  outlined,  “ . . . the  ethical 
conduct  the  association  expects  of  its  members.” 

Secondly,  the  committee  had  in  mind  the 
broader  concept  that  even  in  industrial  practice 
everything  possible  should  be  done  to  maintain 
the  patient’s  free  choice  of  doctors  to  keep  in 
force  the  general  medical  principle  that,  “a  pa- 
tient’s attending  physician  must  retain  the  prime 
responsibility  for  all  aspects  of  his  care.  In  a day 
when  the  corporate  control  of  medicine  increas- 
ingly threatens  private  practice,  it  seemed  to  the 
industrial  relations  committee,  and  still  seems  to 
that  committee,  that  organized  medicine  must 
be  alert  to  any  program  that  limits  either  the  pa- 
tient’s voluntary  choice  of  physicians,  or  the  ex- 
clusive professional  responsibility  of  the  attend- 
ing doctor.” 

The  above,  and  the  quotations  which  follow, 
are  from  a letter  from  one  of  our  society  mem- 
bers, and  the  industrial  relations  committee’s  re- 
ply, in  part,  to  this  inquiry.  The  doctors  wrote, 
“Treating  a patient  for  the  industrial  commission 
of  Arizona  is  distinctly  different  than  treating  a 
private  patient.  In  the  former  case,  the  doctor’s 
responsibility  is  not  only  to  the  patient,  but  also 
to  the  industrial  commission  of  Arizona,  and  to 
the  patient’s  employer.”  The  reply,  “With  this  we 
most  respectfully  disagree.  We  believe  that  the 
doctor’s  responsibility  is  always  only  to  his  pa- 
tient, no  matter  whether  the  patient  is  paying 
his  own  bills  (directly)  or  whether  the  costs  are 
being  met  by  a third  party.” 

The  doctor  wrote,  “The  industrial  commission 
has  a perfect  right  to  call  consultants  of  their 
own  choice  whether  or  not  the  attending  physi- 
cian approves  of  this  choice.  After  all,  the  com- 
mission in  general  knows  which  doctors  arc  apt 
to  serve  their  interests  best,  and  since  they  luu  e 
to  pay  the  bills,  they  should  attempt  to  get  their 
money’s  worth.” 

The  committee  replied,  ‘AW'  dissent  from  this 
statement  on  two  counts.  First  of  all,  we  bc'liex  e 
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that  this  is  a contravention  of  the  settled  princi- 
ple that  the  attending  physician  has  the  right 
and  obligation  of  prescribing  a patient’s  medieal 
care  until  discharged  by  the  patient.  Part  of  that 
care  may  be  the  need  to  request  consultation, 
which  then  is  the  duty  and  privilege  of  the  at- 
tending physician.  Secondly,  we  find  extremely 
disturbing  the  statement  that  the  commission 
knows  which  doctors  are  apt  to  serve  its  inter- 
ests best.  If  it  were  widely  believed  or  even  in- 
ferred that  the  commission  calls  upon  certain 
physicians  who  will  send  patients  baek  to  work 
prematurely  or  in  other  ways  act  to  cut  down 
commission  costs  to  the  detriment  of  the  injured 
workman,  the  very  reputation  for  integrity  of  the 
profession  would  be  forfeited.” 

The  doctor  further  wrote,  “The  medical  ad- 
visor of  the  commission  is  in  a better  position  to 
select  a proper  eonsultant  than  the  attending 
physician.”  The  committee’s  reply,  “This  we  also 
find  impossible  to  understand.  As  we  have  above 
indieated,  it  is  our  conception  that  the  selection 
of  consultants  is  a definite  funetion  of  the  at- 
tending physician.  We  eannot  agree  that,  ‘Gener- 
al physieians  with  little  or  no  training  with  re- 
speet  to  industrial  injuries  . . . are  not  nearly  as 
capable  of  selecting  a suitable  consultant  as  is 
the  medical  advisor  of  the  industrial  commission.’ 
We  do  not  concede  that  tlie  medical  advisor, 
who  does  not  know  the  patient  and  has  had  no 
contact  with  him,  would  in  some  fashion  be  bet- 
ter able  to  select  a consultant  for  him  than  the 
man’s  attending  physician,  who  knows  him  well. 
We  appreciate  your  objection  in  the  case  of  pa- 
tients who  are  under  treatment  by  naturopaths, 
chiropractors  and  osteopaths,  but  the  industrial 
relations  eommittee  of  the  Arizona  Medical 
Association,  Inc.,  can  not  lay  down  rules  for 
practitioners  who  are  not  members  of  its  associa- 
tion. We  eertainly  can  have  no  remonstrance 
with  the  medical  advisor  selecting  consultants  in 
cases  of  patients  being  cared  for  by  such  irregu- 
lar ‘healers’.” 

The  doetor  asked,  “What  is  to  be  done  about 
a qualified  doctor  of  medicine  who  has  insisted 
on  continuing  ineffective  treatment  for  many 
months?”  and,  “Should  specialists  refuse  to  take 
care  of  such  patients  until  they  have  approval  of 
the  delinquent  attending  physician?”  The  reply, 
‘As  a general  precept,  no  consultant  should  see 
a patient  who  is  still  satisfied  with  his  attending 


physician,  unless  it  is  with  the  permission  of  the 
attending  physieian.”  On  the  other  hand,  the  in- 
dustrial commission,  since  it  pays  the  bills,  has 
a right  to  an  outside  opinion  when  it  suspects  in- 
adequate care,  and  in  sueh  instances,  has  the 
right  to  order  consultation  . . . the  approval  of 
.such  consultations  is  one  of  the  functions  of  the 
industrial  committee.” 

The  doetor ’s  letter  further  stated,  “One  or  two 
orthopedic  surgeons  and  the  medical  advisor 
vill  accomplish  far  more  in  the  limited  time  al- 
lotted in  evaluating  the  patient  without  the  at- 
tending physician,  who  is  a general  praetitioner, 
than  with  him.”  Reply,  “Again,  we  must  eate- 
gorieally  disagree.  One  virtue  of  private  practice 
as  carried  on  in  this  eountry,  is  the  fact  that  the 
attending  physician  gets  to  know  the  patient 
thoroughly.  The  attending  physieian  is  fully  a 
better  judge  of  his  patient  than  the  medical  ad- 
visor who  sees  him  only  a single  consultation  pe- 
riod. To  exelude  the  patient’s  doctor  from  the 
eonsultation  would  seem  to  deny  the  eommission 
valuable  information  that  the  attending  physi- 
cian has  about  his  patient.  Holding  a group  con- 
sultation without  the  attending  physieian  pres- 
ent, therefore,  works  not  only  against  the  inter- 
ests of  the  patient,  but  also  against  the  interests 
of  the  commission.” 

Editor’s  Note:  The  text  of  the  doctor’s  letter 
to  the  industrial  relations  committee  has  inferred 
that  at  least  some  of  our  members  give  poor  med- 
ieal eare  to  industrial  patients.  That  at  times  we 
beeome  “ . . . delinquent  attending  physieians.” 
If,  then,  we  have  delinquent  and  inefficient  prac- 
titioners as  members  of  our  society,  the  indus- 
trial commission  would  serve  its  purpose  much 
better  in  all  phases  if  it  were  to  make  speeific 
referrals  of  sueh  inadequacies  to  either  the  in- 
dustrial relations  eommittee  or  our  grievance 
committee.  Thus,  if  our  organization  is  given  an 
opportunity  to  eorrect  our  professional  inade- 
quaeies,  not  only  would  the  industrial  commis- 
sion be  better  served,  but  we  would  better  serve 
our  entire  society.  Our  industrial  relations  eom- 
mittee is  to  be  highly  commended  because  of 
their  forthright  stand  regarding  private  practice 
of  medicine  as  contrasted  to  third  party  practice 
because  of  their  strict  adherence  to  our  accepted 
ethical  procedure;  which,  after  all,  is  a stand  for 
better  care  of  all  patients. 


L.B.S. 
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LETTERS  TO  THE  EDITOR 

MEDICINE’S  FOURTH  ESTATE 
VERY  active  physician  recognizes  the  con- 
stantly growing  importance  of  his  county,  state 
and  national  medical  societies— the  three  great 
“estates”  of  organized  medicine  in  America. 

In  the  past  few  decades,  medical  practice  has 
become  ever  more  complex.  Doctors  today  must 
deal  not  only  with  more  than  a score  of  fellow 
medical  specialists,  but  with  several  score  of 
‘paramedical”  technicians,  many  of  whom  are 
finding  it  difficult  to  adjust  themselves  to  a “ta- 
ble of  organization”  in  which  the  doctor  of  med- 
icine must,  by  training  and  responsibility,  be  the 
captain  of  the  team. 

Then,  too,  in  the  area  of  hospital-physician  re- 
lations, of  public  health,  of  medical  care  prepay- 
ment, and  of  social  security,  organized  medicine 
is  required  to  think  in  new  terms  and  to  act  with 
decision,  if  it  is  to  retain  the  leadership  which 
the  people  expect  of  their  phyiscians.  The  de- 
mands of  our  time  call  for  medical  statesmanship 
of  the  highest  order. 

And  now,  medicine  has  added  a “fourth  es- 
tate,” the  World  Medical  Association,  which, 
though  it  was  founded  only  a little  more  than  10 
years  ago,  has  already  earned  for  itself  world- 
wide recognition  as  “the  international  voice  of 
organized  medicine.” 

Our  American  Medical  Association  is  one  of 
the  53  national  medical  associations  which  com- 
prise the  membership  of  the  World  Medical 
Association.  Within  the  United  States,  some 
5,500  leading  American  physicians  have  formed 
a supporting  committee,  known  as  the  United 
States  Committee  of  the  World  Medical  Associa- 
tion. President  of  the  U.  S.  committee  is  Dr. 
Austin  Smith,  editor  of  the  Journal  AM  A,  and  its 
secretary-treasurer  is  Dr.  Louis  H.  Bauer,  who 
has  also  served  as  secretary-general  of  the  World 
Medical  Association  since  its  founding  in  1947. 

The  purposes  of  the  U.  S.  committee  are  those 
of  WMA  itself;  to  work  for  the  highest  standards 
of  medical  care  in  all  parts  of  the  world;  to  de- 
fend and  preserve  the  freedoms  that  are  essen- 
tial to  good  medical  practice;  to  provide  a forum 
for  the  solution  of  problems  common  To  physi- 
cians the  world  over;  and  to  promote  world 
peace. 

You  have  an  opportunity  to  play  your  part  in 
this  vital  cause  by  becoming  a member  of  the 
U.  S.  committee  of  WMA.  The  AMA  house  of 


delegates  has  urged  that  every  member  of  AMA 
join  the  U.  S.  committee.  Annual  dues  are  $10, 
and  the  committee’s  headquarters  are  at  10  Co- 
lumbus Circle,  New  York  19,  N.  Y. 


WHO  IS  HE? 

FTER  reading  “PR ?”  on  the  editorial  page 

of  the  March  issue  of  Arizona  Medicine,  I sought 
the  identity  of  “L.R.S.,”  the  writer,  in  the  mast- 
head in  vain.  However,  it  seems  to  me  that  it  is 
the  responsibility  of  you  and  the  other  editors 
to  check  on  the  opinions  expressed  on  the  edi- 
torial page  and  on  the  accuracy  of  the  text  which 
is  printed  to  express  them. 

The  longest  sentence  in  the  longest  paragraph 
begins  “Yes,  — ” and  is  poorly  constructed,  poorly 
punctuated,  and  although  I have  read  it  several 
times,  I cannot  learn  what  the  doctor  “recalled” 
or  what  the  patient’s  condition  was,  had  been,  or 
might  have  been.  As  a matter  of  fact,  this  exam- 
ple is  irrelevant  to  the  conclusions  drawn,  which 
1 think  the  majority  of  legal  and  medical  think- 
ing would  question. 

A doctor  is  far  more  liable  for  suit  for  mal- 
practice if  he  orders  a prescription  refilled  unless 
he  has  recently  seen  the  patient  and  is  treating 
him  for  the  condition  for  which  the  medication 
is  indicated  than  if  he  refuses  to  order  the  refill 
without  examining  the  patient.  The  medicine  at 
question  was  for  a cough,  and  there  could  be  no 
better  example  than  this.  Digitalis  would  be 
written  for  ( presumbably ) ad  lib  refills,  and 
narcotics  should  never  be  ordered  by  phone  by 
a wise  physician. 

More  than  20  years  ago  I prescribed  for  a sore 
throat  for  the  child  of  a needy  patient  without 
seeing  the  patient.  When  I was  finally  called  to 
the  family’s  home,  the  child  was  critically  ill 
with  diphtheria.  I often  use  this  as  an  example 
of  my  refusal  to  suggest  any  treatment— even  ice 
bag  or  aspirin— on  any  patient  I have  not  seen. 
We  all  know  that  such  advice  constitutes  con- 
tract for  the  care  of  the  patient. 

’’L.B.S.”  may  be  new  to  the  practice  of  medi- 
cine. On  the  other  hand,  I know  main'  doctors 
who,  in  my  opinion,  liave  prescribed  long  enough 
to  know  better,  but  who  still  gi\'C  advice,  mean- 
ing well,  perhaps,  but  unwisely  for  their  good 
and  for  that  of  the  patient. 

PHILIP  G.  CORLISS,  M.D. 

Somorton 

(Edit.  Note— One  can  hardly  niis.s  L.U.S.  on  the  editorial  hoard.) 
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REVIEWS 


"APPLIED  FOOT  ROENTGENOLOGY" 

by  Felton  O.  Gamble,  D.S.C.,  F.A.S.C.R.,  pp. 
414.  Published  by  Williams  and  Wilkins  Com- 
pany, 1957. 

T HIS  book  is  based  on  20  years  of  extensive 
experience  in  podiatry  and  particularly  in  the 
roentgenographic  aspects  of  this  field.  The  au- 
thor is  the  president  of  the  National  Association 
of  Chiropodists  and  was  formerly  professor  of 
roentgenology  at  the  Temple  University  School 
of  Chiropody. 

Although  exhauitve  in  its  analysis  of  the  as- 
pects of  acquired  foot  problems  that  are  dis- 
cussed, it  is  likely  that  the  book  will  have  a lim- 
ited appeal  to  the  general  roentgenologist.  Per- 
haps too  much  time  is  spent  on  aspects  of  ro- 
entgenology that  are  well  covered  by  specific 
texts,  e.g.,  roentgen  equipment  and  technique. 
But  within  the  limits  of  the  dedication  of  the 
book  “to  my  profession  ...”  the  coverage  is  ad- 
mirable. It  is  particularly  evident  that  the  author 
is  always  careful  to  keep  the  aim  of  the  work, 
foot  function,  before  the  reader.  An  apparatus 
devised  by  the  author  for  roentgenography  of 
the  foot  in  the  erect  posture— The  Ortho-X-poser 
—is  commendably  compact.  Of  special  interest 
i.^  the  technique  of  full-foot  radiography,  while 
the  method  of  “orthodynamic  weight-distribution 
foot-imprint  radiography”  is  obviously  a method 
limited  to  the  ultra-specialist.  It  is  obvious  that, 
in  his  practice,  the  author  insists  on  maximum 
efficiency  together  with  maximum  respect  for 
the  patient. 

With  reference  to  the  use  of  angles  and  meas- 
urements, the  author  is  wise  in  using  them,  not 
as  ultimate  criteria,  but  more  as  aids  to  cate- 
gorizing certain  foot  types.  This  caution  is  true, 
of  course,  in  all  aspects  of  roentgenology.  As  he 
states,  the  use  of  measurements  in  diagnosis  is 
always  open  to  the  “danger  of  unrelated  statisti- 
cal conclusions.” 

It  is  a pity  that  a book  with  this  bibliographic 
background  should  make  no  reference  to  “Struc- 
ture and  Function  as  Seen  in  the  Foot,”  by  the 
anatomist  genius  Frederic  Wood  Jones.  If  such 
had  been  the  case,  it  is  likely  that  the  flimsy  con- 


cept of  Morton’s  syndrome  would  have  been 
scrapped  completely.  Whereas  the  vast  majority 
of  the  foremost  anatomists  accept  the  common- 
est metatarsal  formula  of  the  normal  foot  to  be 
2-3-I-4-5,  Morton’s  formula  would  read 
I— 2-S-4-5.  Morton  requires  that,  for  ideal  foot 
function,  the  heads  of  the  first  and  second  meta- 
tarsals be  equidistant  from  the  heel.  As  Wood 
Jones  sums  up  his  annihilation  of  Morton’s  con- 
cept of  atavism,  “it  is  a little  difficult  to  know 
why  the  human  foot  should  be  selected  as  an  or- 
gan that  is  assumed  to  have  an  ideal  or  perfect 
form  differing  from  that  which  the  anatomist 
finds  to  be  normal  in  the  vast  majority  of  man- 
kind.” One  gets  the  feeling  that  Gamble  is  un- 
happy with  Morton’s  concept  from  phrases  such 
as  “In  spite  of  the  most  ideal  ( sic ) lengths  of  the 
metatarsal  bones,  the  actual  distribution  of 
weight  upon  the  metatarsal  heads  is  greatly  in- 
fluenced by  the  action  of  the  toes,”  and  later, 
“The  foot  does  not  end  at  the  metatarsal  heads 
either  in  form  or  in  function.”  Particularly  un- 
fortunate is  the  use  of  illustrations  purporting  to 
represent  Morton’s  syndrome  (e.g..  Fig.  96) 
whereas  numerous  identical  roentgenograms  are 
presented  in  other  sections  of  the  book,  but  with- 
out any  reference  to  Morton’s  syndrome,  (e.g.. 
Figs.  120,  124).  It  would  seem  that  the  sooner 
Morton’s  syndrome,  as  a roentgenologic  entity, 
is  consigned  to  the  oblivion  deserved  by  esoteric 
roentgenologic  standards,  the  better.  As  a ro- 
entgenologic entity,  it  stands  on  feet  of  clay. 

Another  disappointment  in  a book  in  many  re- 
spects meticulously  detailed,  is  the  omission  of 
discussion  of  the  concept  of  tarsal  coalition.  Yet 
Harris  and  Beath  found  its  incidence  to  be  2 per 
cent  among  3,600  men  examined  for  enlistment 
in  the  Canadian  army. 

The  use  of  macro-roentgenography  receives 
scant  mention,  and  it  is  a bit  disturbing  to  find 
Freiberg’s  name  misspelled  repeatedly.  In  com- 
pensation, it  is  nice  to  be  reminded  that  “tailor’s 
bunion”  revels  in  the  resounding  name  of  minimi 
digiti  quinti  varus,  and  that  the  common  corn 
achieves  official  dignity  as  an  “heloma.”  We  are 
informed  that  hallux  valgus  is  frequently  pres- 
ent in  normal  feet  and  that  “without  doubt  every 
case  is  acquired.”  The  roentgenogram  of  a cow- 
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boy’s  foot  taken  through  his  boot  (Fig.  393)  de- 
serves the  comment,  “toe  shape  is  atrocious,” 
and  confirms  Wood  Jones’s  comment  that  “for 
the  most  part  we  have  but  little  pride  in  our 
feet”  even  though,  developmentally,  the  foot  is 
a far  more  marvelous  organ  than  the  hand.  How 
interesting  it  would  be  to  know  whether  the  pa- 
tients whose  feet  are  illustrated  in  Fig.  130-133 
have  pseudo-hypoparathyroidism. 

If  some  of  this  review  has  been  adversely  crit- 
ical, it  must  be  stated  in  conclusion  that,  on  the 
whole,  the  book  is  admirable  and  strengthens 
one’s  conviction  that  any  first-class  orthopedic 
department  will  insist  on  having  a podiatrist  on 
its  consulting  staff. 

ANDRE  BRUNER 
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agus,” edited  by  Drs.  Arthur  Purdy  Stout  and 
Raffaele  Lattes  under  the  auspices  of  the  Armed 
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PROBLEMS  OF  MEDICAL 
EDUCATION 

T HERE  are  82  approved  medical  schools  in 
the  United  States.  In  1956,  76  of  these  were  ap- 
proved four-year  medical  schools  and  six  ap- 
proved two-year  schools  of  basic  medical  science. 
In  1957,  there  were  78  four-year  approved  medi- 
cal schools  and  four  approved  two-year  schools 
of  basic  medical  science.  During  1956-1957,  the 
schools  of  medicine  of  the  University  of  Missouri 
and  the  University  of  Mississippi  completed  their 
development  from  two-year  schools  of  basic 
medical  science  to  complete  four-year  medical 
schools  and  graduated  their  first  physicians  in 
June  1957.  Three  of  the  four  newly  developing 
schools  of  medicine  admitted  their  frist  classes 
in  1956-1957  ( Seton  Hall  and  University  of  Flor- 
ida) and  one  admitted  its  second  class  (Albert 
Einstein).  The  University  of  Kentucky  has  not 
yet  admitted  medical  students.  Albert  Einstein 
College  of  Medicine  will  graduate  its  first  class 
in  1959,  the  University  of  Florida  College  of 
Medicine  will  graduate  its  first  class  in  1963  or 
1964,  as  will  Seton  Hall  College  of  Medicine.  The 
University  of  Kentucky  School  of  Medicine  will 
graduate  its  first  class  in  1962  or  1963.  West  Vir- 
ginia University  School  of  Medicine  is  undergo- 
ing transition  from  a two-year  basic  medical  sci- 
ence school  to  a full  four-year  program  and  will 
probably  graduate  its  first  class  of  physicians  in 
1959  or  1960. 

Of  the  82  approved  schools  of  medicine,  49 
are  public  (tax  supported)  and  43  are  private 
(non-tax  supported).  Of  the  four  newly  devel- 
oping schools,  two  are  public  and  two  are  pri- 
vate institutions.  Enrolled  in  the  82  approved 
and  three  newly  developing  medical  schools  are 
29,130  students.  Divided  into  years,  the  enroll- 
ment is  as  follows:  (1)  8,014,  (2)  7,259,  (3) 
7,023,  (4)  6,834.  It  is  interesting  to  note  a com- 
parative analysis  of  pre-medical  records  of  first 
year  medical  students  using  the  years  1950  and 
1957.  (Based  on  percentage  of  A,  B,  and  C av- 
erages). A average  1950  40  per  cent,  1957  16.1 
per  cent;  B average  1950  43  per  cent,  1957  69.9 
per  cent;  C average  1950  17  per  cent,  1957  14 
per  cent. 

The  attrition  rates  in  the  approved  medical 
schools  in  the  United  States  1956-1957  (overall 


averages)  were  as  follows:  First  year  6.8  per 
cent,  second  year  2.7  per  cent,  third  year  1.1  per 
cent,  fourth  year  0.3  per  cent.  Included  in  this 
attrition  rate  are  failures,  withdrawn  in  poor 
standing,  and  withdrawn  in  good  standing. 

With  the  exception  of  a single  institution  in 
1957,  all  medical  faculties  carry  responsibilities 
for  teaching  other  than  undergraduate  medical 
students  ( dental,  pharmacy,  nurses,  technical, 
arts  and  science  majors,  other  college  majors, 
candidates  for  advanced  degrees,  internes,  resi- 
dents, fellows,  postgraduate  students,  etc.)  In 
1956-1957,  such  students  enrolled  in  one  or  more 
courses  conducted  by  medical  faculties  totaled 
62,964  or  more  than  twice  the  total  number  of 
29,130  undergraduate  medical  students.  This  is 
a function  of  medical  schools  frequently  over- 
looked by  those  not  familiar  with  these  other 
than  undergraduate  medical  student  teaching  ac- 
tivies. 

FEES: 

Tuition  fees  for  resident  and  non-resident  stu- 
dents during  the  1956-1957  year  averaged  $720 
for  resident  students  and  $918  for  non-resident 
students.  Comparable  figures  in  1954-1955  were 
$646  and  $807.  It  is  estimated  that  tuition  fees 
cover  between  15  per  cent  and  20  per  cent  only 
of  the  overall  costs  of  medical  education.  The 
proportion  of  total  represented  by  tuition  and 
fees  naturally  varies  in  individual  schools,  de- 
pending upon  the  total  resources  in  the  form  of 
endowment  income,  legislative  appropriations, 
annual  gifts,  etc. 

LOANS  AND  SCHOLARSHIPS  1956-1957. 

(a)  $11,200,000  in  capital  funds  are  held  for 
scholarship.  Thirty-six  per  cent  of  these 
assets  are  held  by  Columbia,  Harvard, 
Rochester,  University  of  Virginia  and 
Washington  University.  Fifty-five  per 
cent  of  all  scholarships  capital  assets  are 
possessed  by  10  schools,  35  per  cent  of 
scholarship  funds  possessed  by  publicly 
owned  schools,  65  per  cent  of  scholarship 
funds  possessed  by  privately  owned 
schools. 

(b)  $6,200,000  in  capital  funds  are  held  for 
medical  student  loans.  Thirty-seven  per 
cent  of  these  assets  are  held  by  College 
of  Medical  Evangelists,  Harvard,  Minne- 
sota, Pennsylvania  and  Western  Reserve. 
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Fifty-two  per  cent  of  all  loan  funds  capi- 
tal assets  are  possessed  by  10  schools. 

Forty-seven  per  cent  of  loan  fund  assets  are 
possessed  by  publicly  owned  schools.  53  per  cent 
of  loan  fund  assets  are  possessed  by  privately 
owned  schools. 

Concerning  the  cost  of  medical  education  per 
student,  the  average  cost  of  educating  a medical 
student  today  (that  is  cost  to  the  institution)  is 
on  an  average  between  $3,000  to  $3,500  per  an- 
num. Regarding  the  annual  stipends  for  full  pro- 
fessorships in  the  clinical  years,  the  average  is 
from  $15,000  to  $18,000,  the  highest  being  ap- 
proximately $24,000  per  annum  and  the  lowest 
approximately  $12,000  per  annum.  In  the  $12,000 
group  most  of  the  full  professors  are  granted 
privilege  to  maintain  a private  i>art-time  practice 
in  addition  to  their  other  duties.  The  amount  of 
income  from  private  practice  which  they  may 
retain  for  themselves  is  usually  limited  by  the 
policy  of  the  institution  concerned.  The  excess 
over  and  above  that  limit  reverts  to  the  medical 
school  general  fund,  which  may  be  earmarked 
by  legislation  for  specific  purposes. 

Contrary  to  the  former  long-lived  policy,  newly 
developing  medical  schools  do  not  have  to  wait 
for  approval  by  the  council  until  all  four  years 
are  in  full  operation.  The  Council  on  Medical 
Education  and  Hospitals  of  the  American  Medi- 
cal Association  inspects  the  new  medical  school 
annually  and  if  at  the  end  of  the  second  year  all 
qualifications  have  been  met,  it  can  be  approved 


FOR  SALE  - PRACTICES 

San  Diego  — General  Practice  established  17  years.  Thriving 
city.  Excellent  hospital  facilities  and  exceptional  surgical 
privileges  for  G.P.  Well  equipped  office;  complete  files, 
reasonable  rent.  Gross  income  more  than  $50,000  last  year. 
Terms  may  be  arranged  to  pay  $400  per  month.  Special- 
izing; moving  out  of  town,  will  introduce.  Main  Post  Office 
Box  1768,  San,  Diego  12,  Calif. 
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DOCTORS'  CHEMISTRY  SERVICE 
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as  a class  A medical  school.  This  information 
was  obtained  from  Dr.  Edward  L.  Turner,  sec- 
retary to  the  AMA  Council  on  Medical  Educa- 
tion and  Hospitals. 

Most  medical  schools  are  undergoing  curricu- 
lum planning  and  revisions.  The  tendency  to- 
ward integration  of  subject  matter  throughout 
the  full  four  years  is  gaining  momentum  and 
favor.  As  a result,  two-year  schools  will  either  of 
necessity  become  four-year  schools,  or  close  their 
doors.  Johns  Hopkins  is  presently  conducting  a 
pioneering  experiment  which  reduces  the  time 
of  medical  education  in  terms  of  years,  but  in- 
volves a longer  academic  year  (47  weeks)  and 
incorporates  a rotating  internship  in  Johns  Hop- 
kins Hospital  as  part  of  undergraduate  programs. 
PROBLEMS  OF  STAFFING: 

In  1957,  the  approved  medical  schools  report- 
ed 331  unfilled  positions  in  budgeted  full-time 
faculty  positions.  One  hundred  and  forty-four  of 
these  were  in  basic  medical  science  departments 
and  187  were  in  clinical  faculty  positions. 

Of  the  unfilled  positions,  93  were  instructor- 
ships,  112  were  assistant  professorships,  73  were 
associate  professorships,  and  53  were  professor- 
ships. 

The  difficulties  in  finding  qualified  faculty 
personnel  pose  serious  educational  problems. 
Competition  from  industry,  private  practice,  in- 
adequate financial  support,  etc.,  all  play  roles. 

HAROLD  KOHL,  M.D. 
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Unprecedented  Low  Dosage.  Less  sulfa  for  the  kidney  to  cope  with  . . . 
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New  Control  Over  Sulfonamide-sensitive  Organisms.  Kynbx  maintains 
the  prolonged,  high  tissue  concentrations  of  primary  importance  in  treat- 
ment of  urinary  infections ...  a therapeutic  asset  toward  preventing 
manifest  pyelonephritis  as  a complication  of  persistent  bacteriuria  during 
pregnancy  and  puerperium.  Maintenance  of  sterile  urine  in  such  patients 
was  accomplished  with  1 tablet  of  Kynex  daily.  3 
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mg.  of  sulfamethoxypyridazine.  Bottle  of  4 fl.  oz. 

References:  1.  Grieble,  H.  C.  and  Jackson,  G.  G.:  Prolonged  Treatment  of  Urinary-Tract  Infections 
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A REPORT  TO  THE  MEDICAL 
SCHOOL  COMMITTEE  OF  THE 
ARIZONA  MEDICAL  ASSOCIATION 

Jan.  20,  1958 
Prepared  by : 

The  Committee  on  Medical  Education 
Arizona  State  College  at  Tempe 

SCHOOL  of  medicine  is  a natural  culmina- 
tion of  years  of  interest  and  experience  in  the 
development  of  several  types  of  programs  in  the 
basic  sciences  and  health  arts  at  the  Arizona 
State  College  at  Tempe.  Among  the  more  impor- 
tant of  these  related  developments  during  recent 
years  are  the  following: 

1.  Pre-medical  education. 

A program  in  pre-medical  education  has  been 
offered  throughout  the  past  25  years.  Students 
who  have  successfully  completed  this  program 
have  been  readily  accepted  by  the  professional 
medical  schools  across  the  nation.  Reports  indi- 
cate that  these  students  have  not  only  been  ade- 
quately prepared,  but  that  they  have  made  fine 
records  at  the  medical  schools  they  have  attend- 
ed. A creditable  number  have  returned  to  Ari- 
zona to  practice. 

2.  Medical  technology. 

For  18  years,  since  1940,  the  college  has  of- 
fered a program  for  training  medical  technolo- 
gists. During  the  senior  year,  the  clinical  train- 
ing has  been  provided  through  a co-operative 
program  with  Phoenix  hospitals.  This  program  is 
now  being  extended  to  include  co-operative  pro- 
grams of  clinical  training  with  out-of-state  hos- 
pitals. 

3.  School  of  nursing. 

The  first  college  program  in  nursing  education 
leading  to  the  bachelor’s  degree  in  the  state  was 
begun  in  1944  in  co-operation  with  a Phoenix 
hospital  school  of  nursing.  This  early  effort  in 
nursing  education,  in  close  co-operation  with  the 
hospital  schools  and  the  nursing  profession,  led 
to  the  inauguration  of  the  integrated  four-year 
collegiate  program  in  nursing  in  the  fall  of  1957 
leading  to  the  degree  of  Bachelor  of  Science  in 
Nursing.  Ninety-four  students  enrolled  in  this 
program  the  first  semester,  1957-58. 

4.  Poisonous  animals  research  laboratory. 

Seventeen  years  ago,  there  was  inaugurated  at 

Arizona  State  a research  program  in  the  study 
of  the  venoms  of  scorpions  and  other  poisonous 
animals.  This  research  led  to  the  development  of 


a scorpion  anti-venom  which  has  been  widely 
accepted  by  the  medical  profession  in  the  United 
States  and  many  foreign  countries.  The  work  of 
the  poisonous  animal  research  laboratory  has 
been  greatly  extended,  and  is  now  one  of  the 
major  research  enterprises  of  the  Division  of  Life 
Sciences.  Graduate  students  are  now  engaged  in 
research  in  this  field  at  the  master’s  degree  level. 

5.  Research  in  related  fields. 

Research  projects  in  fields  directly  related  to 
health  and  medicine  have  not  been  limited  to 
the  poisonous  animal  research  program  in  ven- 
omology. 

There  has  begun  this  year  a research  project 
in  the  synthesis  of  organic  compounds  for  cancer 
therapy.  The  principal  investigator  for  this  proj- 
ect, a man  of  international  reputation,  is  being 
supported  by  grants  from  several  agencies. 

In  the  Department  of  Psychology,  several 
sponsored  researeh  projeets  have  been  started. 
One  is  an  investigation  of  the  effects  of  tran- 
qualizers  on  learning.  Another  is  a study  of  ar- 
terial sclerosis.  The  latter  is  a co-operative  re- 
search effort  with  two  Phoenix  physicians. 

Another  study  now  under  way  is  a project  in 
cerebral  palsy.  Again  a number  of  physicians  and 
professional  workers  in  this  field  are  participa- 
ting. 

The  Botany  Department  is  investigating  pol- 
lens in  co-operations  with  local  physicians.  In 
zoology,  a project  in  bacteriology,  and  another 
in  nutrition,  are  under  way. 

Other  research  projects  in  plant  physiology, 
physics,  chemistry,  mathematies,  engineering, 
and  psychology  have  been  started  within  the 
past  two  years.  These  research  programs  have 
great  value  in  providing  the  intellectual  climate 
of  a campus  essential  to  the  development  of  any 
professional  school. 

6.  The  medical-liaison  committee. 

To  further  co-operation  with  the  local  medical 
profession  and  to  stimulate  interest  in  research 
in  the  basic  sciences  directly  related  to  medicine 
and  the  health  arts,  a Medical  Research  Liaison 
Committee  was  organized  last  year  at  the  request 
of  the  Maricopa  County  Medical  Society.  This 
joint  committee  effort  has  already  led  to  several 
co-operative  and  independent  research  projects 
in  the  Division  of  Life  Sciences,  and  a close 
working  relation  with  members  of  the  medical 
profession  interested  in  research  and  medical 
education. 

The  acceleration  of  the  research  activity  dur- 
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ing  the  last  two  years  and  the  steady  develop- 
ment of  educational  programs  over  the  years  in 
areas  closely  related  to  medicine,  reflect  an  alert 
intellectual  spirit  and  active  interest  on  the  part 
of  faculty  and  administration  at  Arizona  State 
that  is  essential  to  the  further  development  of 
these  programs,  a program  for  medical  educa- 
tion, and  the  organization  and  administration  of 
a medical  school. 

Arizona  State  College  has  had  more  than  two 
decades  of  experience  in  developing  and  admin- 
istering educational  programs  in  the  areas  of  the 
health  arts.  This  experience  has,  of  necessity,  in- 
cluded the  closest  co-operation  of  the  staff  of 
the  college  with  the  interested  professional 
associations  within  the  state,  and  with  individual 
members  of  these  professions  in  the  Phoenix 
metropolitan  area. 

A TWO-YEAR  MEDICAL  CURRICULUM 

Staff  requirements,  facilities  needed,  capital, 
and  operational  costs  of  a twm-year  medical 
school  stem  basically  from  the  character  and 
scope  of  the  curriculum  offered.  The  first  two 
years  of  a four-year  professional  curriculum  in 
medical  education  are  fairly  well  standardized 
throughout  the  United  States.  In  the  two-year 
program,  the  basic  medical  sciences  are  stressed 
in  the  first  year,  and  are  continued  during  the 
second  year  with  some  reference  and  applica- 
tion to  clinical  practice.  Six  basic  medical  sci- 
ences, (1)  anatomy,  (2)  physiology,  (3)  bac- 
teriology or  micro-biology,  (4)  bio-chemistry, 
(5)  pathology,  and  (6)  pharmacology  constitute 
the  major  fields  of  instruction  during  the  two 
years. 

Some  attention  during  the  first  two  years  is 
given  to  such  subjects  as  psychiatry,  biophysics, 
physical  diagnosis,  preventive  medicine,  first  aid, 
minor  surgery,  and  obstetrics.  Variation  is  found 
in  the  amount  of  time  devoted  to  these  subjects 
in  conjunction  with  instruction  in  the  six  baisc 
medical  sciences. 

The  following  outline  of  a two-year  medical 
school  curriculum  is  presented  as  representative 
of  two-year  programs  for  the  purpose  of  analyz- 
ing staff  and  facilities  needed,  and  for  estimating 
costs  for  such  a two-year  program  at  the  Arizona 
State  College  at  Temper 

FIRST  YEAR 
Semester  I 

Hours 
160 


363 


Embryology  and  Histology  (2R9L) 

176 

Gross  Anatomy  (3R9L) 

192 

Biophysics  (2R) 

32 

Psychiatry  (IR) 

16 

576 

Semester  II 

Hours 

Biochemistry  (3R3L) 

96 

Embryology  and  Histology  (IR2L) 

48 

Gross  Anatomy  (3R9L) 

192 

Neuro- Anatomy  (2R4L) 

96 

Physiology  I (2R5L) 

112 

544 

SECOND  YEAR 

Semester  I 

Hours 

Microbiolgy  (3R9L) 

192 

Physiology  II  (3R4L) 

112 

Applied  Anatomy  (2L) 

32 

Physical  Diagnosis  (1R2L) 

48 

General  Pathology  (3R7L) 

160 

Psychiatry  (IR) 

16 

First  Aid  ( IR) 

16 

576 

Semester  II 

Hours 

Systemic  Pathology  (2R8L) 

160 

Clinical  Pathology  (2R5L) 

112 

Preventive  Medicine  (2R) 

32 

Minor  Surgery  (3R) 

48 

Obstetrics  (IR) 

16 

Pharmacology  (3R6L) 

144 

Physical  Diagnosis  (2R2L) 

64 

576 

The  third  and  fourth  years  of  the  professional 
curriculum  in  medicine  are  devoted  to  instruc- 
tion and  experience  in  the  clinical  fields.  Of  pri- 
mary importance  during  these  years,  is  the  ade- 
quacy of  hospital  facilities  for  instruction  in  a 
variety  of  clinical  practices  in  each  of  the  clin- 
ical specialties.  Also  important  is  the  availability 
of  a staff  of  part-time  clinical  professors  in  each 
of  the  clinical  fields  in  addition  to  the  full  time 
faculty  and  staff  of  medical  school. 

FACULTY  AND  STAFF 
To  offer  a two-year  medical  education  curricu- 
lum at  Arizona  State  would,  of  course,  require 
additional  faculty  and  staff.  The  teaching  and 


Biochemistry  (2R8L) 
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research  responsibilities  of  present  staff  require 
their  full  time.  None  could  be  assigned  to  the 
medical  school  faculty  without  replacements  to 
carry  on  their  present  functions. 

The  faculty  of  the  Life  Sciences,  Physical  Sci- 
ence, and  other  divisions  and  departments  of  the 
college  are  well  acquainted  with  the  need  for 
medical  education,  a medical  school  curriculum, 
and  related  research  programs  as  active  members 
of  their  respective  scientific  associations  and  as 
a result  of  direct  participation  over  the  past  15 
to  20  years  in  one  or  more  of  the  programs  at 
Arizona  State  described  earlier  in  this  report. 

A medical  school  staff  at  Arizona  State  will 
have  the  sympathetic  understanding  and  support 
of  the  entire  faculty,  and  will  find  the  science 
faculty  to  be  interested  and  congenial  colleagues. 
Medical  education  is  not  an  alien  interest  and 
concern  on  the  Arizona  State  campus. 

The  estimated  faculty  and  staff  requirements 
for  the  two-year  program  are  as  follows: 

Planning  Year  — A dean,  an  admissions  officer, 
a medical  librarian,  and  two  secretaries. 

First  year  (Instruction)  — Three  men  of  pro- 
fessional rank,  five  instructors,  five  part-time 
teaching  assistants,  one  supply  and  stockroom 
clerk,  two  secretaries. 

Second  Year  (Instruction)  — Three  men  of  pro- 
fessional rank,  four  instructors,  four  part-time 
teaching  assistants,  two  secretaries. 

In  addition  to  this  estimate  of  faculty  and 
staff  as  regular  personnel,  some  further  instruc- 
tional assistance  from  the  medical  profession  on 
a volunteer  basis  would  be  anticipated. 
PHYSICAL  FACILITIES  AND  EQUIPMENT 

Upon  the  completion  of  the  construction  of 
the  new  Life  Sciences  Center  of  88,694  sq.  ft.  and 
the  new  Physical  Science  building  with  101,510 
sq.  ft.,  as  planned,  space  will  be  available  to 
house  a two-year  medical  education  program. 
Construction  of  these  buildings  will  be  started 
within  the  next  two  months. 

The  following  special  purpose  laboratories  are 
being  provided  in  these  buildings  for  under- 
graduate and  graduate  instruction  in  the  basic 
sciences:  (I)  Animal  Microtechnique,  (2)  Ad- 
vanced Microbiology,  (3)  Physiology,  (4)  Anat- 
omy, (5)  Biochemistry,  and  (6)  Physics. 

These  new  buildings  have  been  planned  to 
meet  the  needs  in  science  instruction  for  an  in- 
creasing number  of  students  over  the  next  10 
years.  A careful  analysis  of  the  space  and  time 
requirements  for  classroom  and  laboratory  in- 


struction for  a class  of  35  students  each  year  of 
the  two-year  medical  program  leads  to  the  con- 
clusion that  facilities  in  these  two  new  buildings 
will  not  only  be  available,  but  adequate  for  this 
purpose  for  the  immediate  future. 

Histology,  embryology,  and  pathology  can  be 
taught  in  the  animal  microtechnique  laboratory, 
physiology  and  pharmacology  in  the  physiology 
laboratory,  and  the  advanced  microbiology  lab- 
oratory will  be  adequate  to  take  care  of  the 
medical  microbiology.  The  biochemistry  and 
physics  laboratories  of  the  Physical  Science 
building  will  be  adequate  for  these  medical 
fields.  Both  buildings  will  be  air  conditioned 
and  will  contain  sufficient  lecture  rooms  and 
amphitheaters  with  special  lighting  and  projec- 
tion facilities.  A laboratory  for  housing  and 
working  on  cadavers  will  be  available  for  all 
work  in  anatomy.  The  other  subjects  of  the  two- 
year  program,  i.e.  psychiatry,  physical  diagnosis, 
preventive  medicine,  first  aid,  minor  surgery, 
and  obstetrics  do  not  require  any  appreciable 
amount  of  special  laboratory  work.  In  the  main, 
the  instruction  in  these  subjects  would  be  given 
in  available  classrooms. 

Adequate  clinical  facilities  are  available  for 
instruction  and  observational  experience  in  the 
hospitals  of  the  Phoenix  metropolitan  area. 

In  addition  to  these  primary  instructional  fa- 
cilities, these  new  buildings  will  provide  other 
essential  facilities. 

The  new  Life  Sciences  Center  will  have  ap- 
proximately 16,000  sq.  ft.  for  animal  quarters 
with  many  original  ideas  incorporated  therein 
for  the  finest  care  of  experimental  animals. 
Quarters  are  planned  for  housing  monkeys,  dogs, 
cats,  rabbits,  guinea  pigs,  rats,  hamsters,  and 
mice,  as  well  as  a special  section  for  housing 
venomous  and  other  wild  animals.  Special  rooms 
will  be  available  for  the  preparation  of  injectable 
biologies,  small  and  large  animal  surgery,  bio- 
assay, small  and  large  animal  physiology,  and 
the  housing  of  special  biomedical  instruments. 

The  entire  fourth  floor  of  the  new  Physical 
Science  Building  will  consist  of  offices,  store- 
room, instrument  room,  instructional  and  re- 
search laboratories  for  organic  and  biochemistry. 
The  biochemistry  laboratory  will  accommodate 
a class  of  30  students.  Balances  and  other  neces- 
sary instruments  will  be  located  in  the  labor- 
atories or  in  the  instrument  room.  Quarters  for 
experimental  animals  will  be  located  in  the  new 
Life  Sciences  Center. 
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Pro-Banthine®  “proved  almost  invariably 
effective  in  the  relief  of  ulcer  pain, 

in  depressing  gastric  secretory  volume  and  in 
inhibiting  gastrointestinal  motility 


**^Our  findings  were  documented  by  an  in- 
tensive and  personal  observation  of  these 
patients  over  a 2-year  period  in  private  prac- 
tice, and  in  two  large  hospital  clinics  with 
close  supervision  and  satisfactory  follow-up 
studies.”* 

Among  the  many  clinical  indications  for 
Pro-Banthine  (brand  of  propantheline  bro- 
mide), peptic  ulcer  is  primary.  During 
treatment,  Pro-Banthine  has  been  shown 
repeatedly  to  be  a most  valuable  agent  when 
used  in  conjunction  with  diet,  antacids  and 
essential  psychotherapy. 

Therapeutic  utility  and  effectiveness 


of  Pro-Banthine  in  the  treatment  of  peptic 
ulcer  are  repeatedly  referred  to  in  the  recent 
medical  literature. 

Pro-Banthine  Dosage 

The  average  adult  oral  dosage  of  Pro- 
Banthine  is  one  tablet  (15  mg.)  with  meals 
and  two  tablets  at  bedtime. 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
Research  in  the  Service  of  Medicine. 


*Lichstein,  J.;  Morehouse,  M.  G.,  and  Osmon,  K.  L.: 
Pro-BanthTne  in  the  Treatment  of  Peptic  Ulcer.  A 
Clinical  Evaluation  with  Gastric  Secretory,  Motil- 
ity and  Gastroscopic  Studies.  Report  of  60  Cases, 
Am.  J.  M.  Sc.  232:156  (Aug.)  1956. 
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Research  facilities  and  offices  for  a medical 
staff  can  be  made  available  in  these  buildings. 
It  will  be  necessary  to  supplement  the  equip- 
ment now  available  for  instruction  and  research 
in  these  special  fields. 

LIBRARY  RESOURCES 
The  educational  programs  described  earlier 
in  this  report,  the  instruction  in  the  physical  and 
life  sciences  basic  to  medical  education,  and  the 
recently  accelerated  research  programs  related 
to  medicine  and  the  health  arts,  have  all  served 
to  develop  an  active  interest  in  medical  litera- 
ture. Therefore,  it  has  been  necessary  for  the 
Matthews  Library  to  continually  increase  its 
holdings  not  only  in  the  related  basic  sciences, 
but  in  the  medical  fields  as  well.  Accordingly 
the  Matthews  Library  now  has  an  excellent  rep- 
resentative collection  for  a beginning  profes- 
sional medical  school  library. 

The  collection  contains  by  accurate  count  as 
of  this  day,  8,131  volumes  of  books  in  the  medical 
literatures  specif icially,  and  2,235  volumes  of 
bound  periodicals,  making  a grand  total  of  10,466 
volumes  as  tabulated  as  follows : 


Dewey  Class  No. 

Titles  Volumes 

331.82  (industrial  health)  213  374 

340.6  (medical  jurisprudence)  20  22 

629.13256  (aviation  medicine)  25  29 

610  (general  medicine)  142  638 

611  (anatomy)  270  360 

612  (physiology)  839  1,136 

613  (general  & personal  hygiene)  .588  1,038 

614  (public  health)  404  906 

615  (materia  medica)  572  729 

616  (pathology,  diseases,  treatment)  1,841  2,265 

617  (surgery,  dentistry)  286  425 

618  (diseases  of  women  and  children)  166  209 

Bound  periodicals:  610-618:  2,235 


Total:  5,366  10,466 


The  above  statistics  of  holdings  in  the  medical 
literatures  do  not  inelude  the  basic  materials 
in  the  life  scienees  as  represented  in  the  collec- 
tion of  the  Matthews  Library.  Such  holdings  are 
the  570’s  (which  include  general  biology,  natural 
history  of  man,  evolution,  heredity,  variation, 
origin  and  beginning  of  life,  properties  of  living 
matter,  etc.),  the  589’s  (whieh  include  lichens, 
algae,  bacteriology,  etc.)  and  the  590’s  (which 
include  zoology,  especially  599;  mammals).  An 
estimate  of  these  related  scienees  would  well 
rumber  over  10,000  volumes. 

Together  with  this  stock  of  books  and  bound 
magazines,  the  Matthews  Library  has  available 
a selection  of  194  subscriptions,  by  purchase  and 
gift,  in  the  medieal  literature  and  its  allied  sub- 
jects, plus  a group  of  items  which  are  received 
irregularly  by  exchange  from  various  other 
sources,  making  a total  group  of  272  periodical 


titles.  The  periodical  list  does  not  include  the 
various  other  serials  such  as  annuals,  yearbooks, 
continuations,  etc.  These,  the  Matthews  Library 
has  in  its  book  collection,  and  are  included  in 
the  title  and  volume  count  as  indicated  above. 
Examples  of  these  book  titles  are:  Quarterly 
Cumulative  Index  Medicus;  Zoological  Record; 
Advances  in  Biological  and  Medical  Physics;  Ad- 
vances in  Cancer  Research;  Advances  in  Enzy- 
mology  and  Related  Subjects;  Advances  in  Food 
Research;  Advances  in  Genetics;  Advances  in 
Internal  Medicine;  Advances  in  Pediatrics;  Ad- 
vances in  Virus  Research;  Annual  Review  of 
Biochemistry;  Annual  Review  of  Medicine;  An- 
nual Review  of  Microbiology;  Annual  Review 
of  Physiology;  Current  Therapy;  Medieinal 
Chemistry;  Methods  in  Medical  Research;  Pro- 
gress in  Allergy;  Progress  in  Biophysics  and 
Biophysical  Chemistry;  Progress  in  Clinical  Psy- 
chology; Progress  in  Neurology  and  Psychiatry; 
Progress  in  Psychotherapy;  Survey  of  Biological 
Progress;  Year  Book  of  Dermatology  and  Syph- 
ilogy;  Year  Book  of  Drug  Therapy;  Year  Book 
of  Endoerinology;  Year  Book  of  General  Medi- 
cine; Year  Book  of  General  Surgery;  Year  Book 
of  General  Therapeutics;  Year  Book  of  Modern 
Nursing;  Year  Book  of  Neurology,  Psyehiatry 
and  Neurosurgery;  Year  Book  of  Pediatrics;  Year 
Book  of  Radiology;  Year  Book  of  the  Eye,  Ear, 
Nose  and  Throat;  Year  Book  of  Urology;  ete. 

In  addition  to  these  resourees  of  the  Matthews 
Library,  the  resources  and  materials  loeated  at 
the  Maricopa  County  Medical  Society,  the  Gru- 
now  Clinie,  the  Good  Samaritan  Hospital,  are 
readily  available  to  the  student. 

ESTIMATED  OPERATING  BUDGET 


An  estimate  of  the  budget  required  to  organize 
and  operate  a two-year  medieal  program  as  out- 


lined  above  is  as  follows : 

INSTRUCTION 

Plann'ng 

F'rst 

Second 

Year 

Year 

Year 

a)  Salaries: 

1.  Dean  and  professor 

$18,000 

$19,000 

$20  000 

2.  Admissions  officer 

6,000 

6,500 

7,000 

3.  Secretaries  — two 

6,200 

four 

12,000 

'X 

18,000 

4.  Medical  librarian 

7,000 

7,500 

8,000 

.5.  Brofessors  — three 

42,000 

six 

87,000 

6.  Instructors  — five 

27,500 

nine 

52,000 

7.  Teaching 

Assistants  — five 

5,000 

nine 

9,000 

8.  Supply  and  stockroom  clerk 

5,000 

5,200 

Total  salaries 

37,200 

124,500 

206,200 

b)  Wages: 

1.  Janitors  — two 

6,000 

6,400 

c)  Operations: 

1.  Teaching,  laboratory  and 

office  supplies 

10,000 

20,000 

30,000 

d)  Repairs: 

200 

300 

e)  Travel: 

1,000 

1,000 

' 1,000 
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f)  Capital; 

1.  Instructional  equipment 

15,000 

25,000 

2.  Office  equipment 

2,500 

2,500 

2,500 

•3.  Medical  library 

15,000 

15,000 

15,000 

Total  capital 

17,500 

32,500 

42„500 

TOTALS 

65,700 

184,200 

286,400 

UNIVERSITY  OF  ARIZONA  LIBRARY 

List  of  Holdings  In  The  Fields  Of  Hecdth 
As  Of  February  1958 

o a a 

(A  comparable  list  by  the  Arizona  State  College  at  Tempe  to  be 
published  as  soon  as  the  serials  are  available.) 

/.  JOURNALS  AND  SERIALS  IN  MEDICINE, 
PHARMACY,  AND  NURSING 
Abstracts  of  world  medicine.  Vol.  22  ( 1957 ) to 
date. 

Acta  geneticae,  medicae  et  gemellologiae.  Vol. 
5 ( 1956 ) to  date. 

Acta  oto-laryngologica.  Vol.  28  (1940)  to  date. 
Acta  pharmaceutica  intern  ationalia.  Vol.  1-2 
( 1950-51 ) pub.  discont’d. 

Acta  pharmacologica  et  toxicologica.  Vol.  1 
( 1945 ) to  date. 

Acta  physiologica  et  pharmacologica  Neerlandi- 
ca.  Vol.  1 (1950)  to  date. 

Advances  in  biological  and  medical  physics.  Vol. 
1-5  (1948-49). 

Advances  in  cancer  research.  Vol.  1 (1953)  to 
date. 

Advances  in  internal  medicine.  Vol.  1-3  ( 1942- 
1949). 

Advances  in  pediatrics.  Vol.  1-4  ( 1942-1949 ) . 
Advances  in  surgery.  Vol.  1 (1949). 

American  Cancer  Society,  Bulletin.  Vol.  3-27 
(1919-1945)  pub.  discont’d. 

American  druggist.  Vol.  98  (1938)  to  date. 
American  druggist  bluebook.  ( 1947,  1952-54-55 ) . 
American  Geriatrics  Society.  Journal.  Vol.  1 
( 1953 ) to  date. 

American  journal  of  medicine.  Vol.  1 (1946)  to 
date. 

American  journal  of  nursing  Vol.  40-45,  48 
(1940-45, 1948)  to  date. 

American  journal  of  obstetrics  and  gynecology. 
Vol.  17-33  (1929-1937). 

American  journal  of  ophthalmology.  Ser.  3,  Vol. 

6-10,  12-13,  37  (1923-1930,  1954)  to  date. 
American  journal  of  pharmaceutical  education. 
Vol.  1 (1937)  to  date. 

American  journal  of  pharmacy.  Vol.  65  (1893) 
to  date. 

American  journal  of  physical  medicine.  Vol.  35 
( 1956 ) to  date. 

American  journal  of  tropical  medicine.  Vol.  27-31 
(1947-51)  pub.  discont’d. 


American  journal  of  tropical  medicine  and  hy- 
giene. Vol.  1 (1952)  to  date. 

American  Medical  Association.  Archives  of  in- 
ternal medicine.  Vol.  1 (1908)  to  date. 

American  Medical  Association.  Archives  of  neu- 
rology and  psychiatry.  Vol.  65  (1951)  to 
date. 

American  Medical  Association.  Council  on  Phar- 
macy and  Chemistry.  New  and  non-official 
remedies.  (1945,  1947)  to  date. 

American  Medical  Association.  Journal.  Vol.  31, 
33-37,  41-51,  63-71  (1898-1901,  1903-1908, 
1918)  to  date. 

American  Medical  Association.  Journal  of  dis- 
eases of  children.  Vol.  1-2  (1911),  5-6 
(1913),  11,  13-14  (1916),  16,  18  to  date. 

American  Pharmaceutical  Association.  Journal. 
Practical  pharmacy  edition.  Vol.  1 (1940)  to 
date.  Scientific  edition.  Vol.  1(1912)  to  date. 

xAmerican  professional  pharmacist.  Vol.  18 
( 1952 ) to  date. 

American  review  of  tuberculosis  and  pulmonary 
diseases.  Vol.  55  (1947)  to  date. 

American  Society  of  Hospital  Pharmacists.  Bul- 
letin. Vol.  2 ( 1945)  to  date. 

Anesthesia  and  analgesia  — current  researches. 
Vol.  24  ( 1945-46)  to  date. 

Annals  of  internal  medicine.  Vol.  4 ( 1931 ) to 
date. 

Annals  of  otology,  rhinology  and  laryngology. 
Vol.  65  ( 1956)  to  date. 

Annual  review  of  medicine.  Vol.  1 (1950)  to 
date. 

Antibiotic  medicine.  Vol.  2 (1956)  to  date. 

Antibiotica  et  chemotherapia : Fortschritte,  ad- 
vances, progress.  Vol.  1 (1954-55)  to  date. 

Antibiotics  and  chemotherapy.  Vol.  1 (1951)  to 
date. 

Antibiotics  annual.  Vol.  1 ( 1953-54 ) to  date. 

Archiv  fur  experimentelle  pathologie  und  phar- 
macologie.  Vol.  224  (1954-55)  to  date. 

Archives  internationales  de  pharmacodynamie  et 
de  therapie.  Vol.  87-88,  92  (1951)  to  date. 

Archives  of  surgery.  Vol.  1-5,  38-41  ( 1920-22, 
1939-1941). 

Arizona  medicine.  Vol.  1 (1944-45)  to  date. 

Armed  forces  medical  journal.  Vol.  1 (1950)  to 
date. 

Associacao  Paulista  de  medicina.  Revista.  Vol. 
5-7,  8-9  (1934-1937). 

Aureomycin  digest.  Vol.  1-5  (1951-1953)  pub. 
discont’d. 
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Biochemical  preparations.  Vol.  1-5  (1948-49). 

Briefs.  Vol.  21  ( 1957 ) to  date. 

British  journal  of  pharmacology  and  chemother- 
apy. Vol.  1 (1946)  to  date. 

Bulletin  of  endemic  diseases.  Vol.  1 (1955)  to 
date. 

Bulletin  of  the  history  of  medicine.  Vol.  3 ( 1935 ) 
to  date. 

Bulletin  of  the  history  of  medicine.  Supplements 
1-13  (1943-1951). 

Bulletin  of  experimental  biology  and  medicine 
in  English  translation.  Vol.  41  (1956)  to 
date. 

California  University  Hospital.  Medical  Staff 
Conferences.  Nos.  1-9  (1948-49)  pub.  dis- 
cont’d. 

California  University  Medical  Center.  Bulletin. 
Vol.  1-2  ( 1949-1951 ) pub.  discont’d. 

California  eclectic  medical  journal.  Vol.  1-7,  8-14 
(1908-1921). 

Canadian  hospital.  Vol.  34  ( 1957)  to  date. 

Canadian  pharmaceutical  journal.  Vol.  80  ( 1947 ) 
to  date. 

Cancer  news.  Vol.  4-8  ( 1950 ) to  date. 

Cancer  research.  Vol.  15  ( 1955)  to  date. 

Cerebral  palsy  review.  Vol.  12  ( 1951-52 ) to  date. 

Chemist  and  druggist  (includes  Yearbook).  Vol. 
151  (1949)  to  date. 

Clinical  chemistry.  Vol.  1 (1955-56)  to  date. 

Copnip  list.  Vol.  1 (1953)  to  date. 

Cronica  medica  Mexicana.  Vol.  1-4,  6,  8,  18-20, 
23-24  (1897-98, 1905, 1919-1935). 

Current  list  of  medical  literature.  Vol.  1 (1941) 
to  date. 

Drug  and  allied  industries.  Vol.  41  (1955-56)  to 
date. 

Diseases  of  the  nervous  system.  Vol.  12  ( 1951 ) 
to  date. 

Evolution.  Vol.  1 ( 1947 ) to  date. 

Excerpta  medica;  Section  4:  Medical  microbiol- 
ogy and  hygiene.  Vol.  1 (1948)  to  date. 

Experimental  cell  research.  Vol.  1(  1950)  to  date. 

Drug  and  cosmetic  industry.  Vol.  30-43,  48 
( 1932-1938,  1941 ) to  date. 

Drug  standards.  Vol.  17  ( 1949 ) to  date. 

Drug  topics.  Vol.  93  ( 1949). 

Endocrinology.  Vol.  9 ( 1925)  to  date. 

Excerpta  medica;  Section  2:  Physiology,  bio- 
chemistry and  pharmacology.  Vol.  1 (1948) 
to  date. 

Excerpta  medica;  Section  5:  General  Pathology. 
Vol.  1 (1948)  to  date. 


Excerpta  medica;  Section  6:  Internal  medicine. 
Vol.  1 (1947)  to  date. 

Excerpta  medica;  Section  15-  Chest  diseases. 
Vol.  1 ( 1948)  to  date. 

FDC  drug  letter.  (1956). 

Federation  of  American  Societies  for  Experi- 
mental Biology.  Federation  proceedings. 
Vol.  1 ( 1942 ) to  date. 

Folia  clinica  et  biologica.  Vol.  17-24  (1951-55). 

Food,  drug,  cosmetic  law  journal.  Vol.  12  (1957) 
to  date. 

Geriatrics.  Vol.  1 (1946)  to  date. 

Helvetica  physiologica  et  pharmacologica.  and 
Supplementum.  Vol.  2 (1944)  to  date. 

Herbarist.  Nos.  1-2,  4 (1935)  to  date. 

Hospital  management.  Vol.  83  (1957)  to  date. 

Hospital  progress.  Vol.  38  (1957)  to  date. 

Hospitals.  Vol.  25  ( 1951 ) to  date. 

Indian  journal  of  medical  research.  Vol.  45 
( 1957 ) to  date. 

Indian  journal  of  pharmacy.  Vol.  17  ( 1957 ) to 
date. 

Indian  Medical  Association.  Journal.  Vol.  24 
( 1954-55 ) to  date. 

International  abstracts  of  biological  sciences. 
Vol.  1 (1954)  to  date. 

International  medical  digest.  Vol.  7-46  (1925-26, 
1945). 

International  records  of  medicine  and  general 
practice  clinics.  Vol.  165  (1952)  to  date. 

Japanese  journal  of  pharmacology.  Vol.  1 (1951) 
to  date. 

Journal  of  allergy.  Vol.  27  ( 1956)  to  date. 

Journal  of  clinical  investigations.  Vol.  21  (1942) 
to  date. 

Journal  of  experimental  medicine.  Vo.  53  (1931) 
to  date. 

Journal  of  forensic  medicine.  Vol.  1 (1954)  to 
date. 

Journal  of  gerontology.  Vol.  1 (1946)  to  date. 

Journal  of  hygiene.  Vol.  32  (1932)  to  date. 

Journal  of  immunology.  Vol.  1-2,  4-6,  8,  10 
( 1916)  to  date. 

Journal  of  infectous  diseases.  Vol.  44  (1929)  to 
date. 

Journal  of  investigative  dermatology.  Vol.  12 
( 1949 ) to  date. 

Journal  of  laboratory  and  clinical  medicine.  Vol. 
9 ( 1923-24 ) to  date. 

Journal  of  medical  education.  Vol.  15  (1940)  to 
date. 

Journal  of  pediatrics.  Vol.  21  (1942)  to  date. 
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lournal  of  pharmacology  and  experimental  ther- 
apeutics. Vol.  1-29,  45-54,  61,  64,  74-79,  89 
(1909/10-1926,  1932-1935,  1937-1938,  1942) 
to  date. 

journal  of  pharmacy  and  pharmacology.  Vol.  1 
( 1949 ) to  date. 

lournal  of  preventive  medicine.  Vol.  1-6  (1926- 
1932)  pub.  diseont’d. 

Journal  of  speech  and  hearing  disorders.  Vol.  1 
( 1936 ) to  date. 

Journal  of  the  history  of  medicine  and  allied 
sciences.  Vol.  1 (1946)  to  date. 

Journal  of  tropical  medicine.  Vol.  33  (1933)  to 
date. 

Laboratory  digest.  Vol.  13  (1949)  to  date. 

Laneet.  Vol.  220  ( 1931 ) to  date, 

Lederle  laboratories  bulletin.  Vol.  13-16  ( 1948- 

1951) . 

Manufacturing  chemist.  Vol.  16-20,  23  (1945-49, 

1952 ) to  date. 

Medical  progress.  Vol.  1 (1953  ) to  date. 

Medical  technicians  bulletin.  Vol.  1 (1950)  to 
date. 

Medicinal  chemistry;  a series  of  reviews.  Vol.  1 
( 1951-52)  to  date. 

Merck  report.  Vol.  43-65  (1934-1956)  pub.  dis- 
cont’d. 

Methods  in  medical  research.  Vol.  1-6  (1948/49- 
1954). 

Military  medicine.  Vol.  101-108,  114  (1947-1950, 
1954 ) to  date. 

Modern  hospital.  Vol.  81  ( 1953 ) to  date. 

Modern  pharmaey.  Vol.  33  (1948)  to  date. 

N.A.R.D.  journal.  Vol.  60  (1948)  to  date. 

National  cancer  institute,  Journal.  Vol.  1 ( 1940- 
41 ) to  date. 

Naunyn-Schmiedigers  Archiv  fur  experimentelle 
Pathologie  und  Pharmacologie.  Vol.  224 
( 1954-55 ) to  date. 

Northwestern  druggist.  Vol.  48,  55  (1940,  1947) 
to  date. 

Nursing  outlook.  Vol.  1 (1953)  to  date. 

Nursing  research.  Vol.  1 (1952)  to  date. 

Pacific  drug  review.  Vol.  42,  46-49,  53  ( 1930, 
1934-1937,  1941 ) to  date. 

Pakistan  journal  of  science.  Vol.  6 ( 1955)  to  date. 

Pakistan  Medieal  Association.  Journal.  Vol.  5 
( 1955 ) to  date. 

Pfluger’s  archiv  fur  die  gesamte  physiologie  des 
Menschen  und  der  Tiere.  Vol.  226-248,  253 
(1930/31-1944,  1950)  to  date. 

Pharmacological  reviews.  Vol.  3 ( 1951 ) to  date. 


Pharmacology  and  toxicology.  Vol.  20  ( 1957 ) to 
date. 

Pharmazie.  Vol.  10  (1954)  to  date. 

Physical  therapy  review.  Vol.  36  ( 1956 ) to  date. 

Physician’s  bulletin.  Vol.  14  ( 1953)  to  date. 

Pickett-Thomson  researeh  laboratory  annals.  Vol. 

1-10  (1924-1934)  pub.  discont’d. 

Postgraduate  medicine.  Vol.  5 ( 1949)  to  date. 

Progress  in  allergy.  Vol.  1-4  (1939-1955)  pub. 
discont’d. 

Progress  in  clinical  psychology.  Vol.  1-2  (1952- 
1956)  pub.  discont’d. 

Public  health  reports.  Vol.  16  ( 1901 ) to  date. 

Quarterly  eumulative  index  medicus.  Vol.  1 
(1927)  to  date. 

Quarterly  journal  of  pharmacy  and  pharmacolo- 
gy. Vol.  1-21  (1928-1948)  pub.  discont’d. 

Registry  of  Medical  Technologists.  Technical 
bulletin.  Vol.  25  (1955)  to  date. 

Research  today.  Vol.  5 ( 1949)  to  date. 

Revista  medica  militar.  Vol.  1-3  (1938-1940) 
pub.  discont’d. 

Rio  de  Janeiro.  Instituto  Oswaldo  Cruz.  Memori- 
as.  Vol.  35  ( 1940)  to  date. 

Sao  Paulo,  Universidad.  Faculdad  de  medieina. 
Annaes.  Vol.  10  ( 1934)  to  date. 

Scienta  pharmaceutica.  Vol.  19  ( 1951 ) to  date. 

Scope.  Vol.  1 ( 1941 ) to  date. 

Sharp  and  Dohme  seminar.  Vol.  8 (1946)  to  date. 

South  Dakota  journal  of  medicine  and  pharmaey. 
Vol.  1 (1948)  to  date. 

Southern  hospitals.  Vol.  25  ( 1957)  to  date. 

Southwestern  medicine.  Vol.  14-27,  29,  31-33 
(1930-1943,  1944,  1950)  pub.  discont’d. 

Squibb  abstract  bulletin.  Vol.  22-25  (1949-1952) 
pub.  discont’d. 

Stanford  medical  bulletin.  Vol.  6 (1948)  to  date. 

Survey  of  anesthesiology.  Vol.  1 (1957)  to  date. 

Therapeutic  notes.  Vol.  56  (1949)  to  date. 

Tile  and  till.  Vol.  33  ( 1947 ) to  date. 

Tropieal  diseases  bulletin.  Vo.  24  ( 1927 ) to  date. 

Unlisted  drugs.  Vol.  6 (1954)  to  date. 

Washington  report  on  the  medical  sciences.  No. 
343  (1954)  to  date. 

West  coast  druggist.  Vol.  .30-32  (1948-1950)  to 
date. 

Western  druggist.  Vol.  17  (1948-49)  to  date. 

Yearbook  of  dermatology  and  syphilology.  ( 1948) 
to  date. 

Yearbook  of  drug  therapy.  (1931,  1934,  1942, 
1948)  to  date. 

Yearbook  of  ear,  nose  and  throat.  ( 1927-29,  1935- 
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36,  1948)  to  date. 

Yearbook  of  endocrinology.  Vol.  1 ( 1946 ) to 
date. 

Yearbook  of  medicine.  ( 1927 ) to  date. 

Yearbook  of  modern  nursing.  ( 1956 ) only  one 
published. 

Yearbook  of  obstetrics  and  gynecology.  ( 1948 ) 
to  date. 

Yearbook  of  Ophthalmology.  ( 1957 ) . 

Yearbook  of  pathology  and  clinical  pathology. 
( 1948 ) to  date. 

Yearbook  of  radiology.  ( 1948)  to  date. 

17.  JOURNALS  AND  SERIALS  IN  BIOLOGY, 
NUTRITION,  AND  PSYCHOLOGY 

Abstracts  of  bacteriology.  Vol.  1-9  ( 1917-1925 ) 
pub.  discont’d. 

Abstracts  of  bioanalytic  technology.  Vol.  2 
(1954)  to  date. 

Academy  of  Natural  Sciences  of  Philadelphia. 
Monographs.  Vol.  1-9  ( 1935-1957 ) pub.  dis- 
cont’d. 

American  Dietetic  Association,  Journal.  Vol.  5 
1929-1930)  to  date. 

American! journal  of  anatomy.  Vol.  19  (1916)  to 
date. 

American  journal  of  clinical  nutrition.  Vol.  1 
(1952-1953)  to  date. 

American  journal  of  human  genetics.  Vol.  1 
( 1949 ) to  date. 

American  journal  of  hygiene.  Vo.  1-2,  17  ( 1921- 
1922,  1933)  to  date. 

American  journal  of  mental  deficiency.  Vol.  52 
(1947-1948)  to  date. 

American  journal  of  physiology.  Vol.  33  (1914) 
to  date. 

American  journal  of  psychiatry.  Vol.  106  ( 1948- 
1950 ) to  date. 

American  journal  of  psychotherapy.  Vol.  1 
( 1947 ) to  date. 

American  journal  of  public  health  and  the 
nation’s  health.  Vol.  18  (1928)  to  date. 

American  Medical  Association.  Archives  of 
neurology  and  psychiatry.  Vol.  65  ( 1951 ) to 
date. 

American  Microscopical  Society.  Transactions. 
Vol.  1 (1879)  to  date. 

Anatomical  record.  Vol.  1-77,  115  (1906/1908- 
1940,  1953)  to  date. 

Annales  de  physiologic  et  de  physiochimie.  Vol. 
7-15  (1931-1940) 

Annual  review  of  microbiology.  Vol.  1 ( 1947 ) to 
date. 
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Annual  review  of  physiology.  Vol.  1 (1939)  to 
date. 

Antonie  van  Leeuwenhoek;  journal  of  micro- 
biology and  serology.  Vol.  22  (1956)  to 
date. 

Applied  microbiology.  Vol.  1 (1953)  to  date. 

x\rchiv  fur  die  gesamte  Virusforschung.  Vol.  1 
( 1939 ) to  date. 

Archiv  fur  mikrobiologie.  Vol.  14  (1948)  to  date. 

Archives  of  biochemistry  and  biophysics.  Vol.  1 
( 1942 ) to  date. 

Australian  journal  of  experimental  biology  and 
medical  science.  Vol.  21  (1943)  to  date. 

Bacteriological  reviews.  Vol.  1 (1937)  to  date. 

Bibliographia  genetica.  Vol.  1-17  (1925-1956) 
pub.  discont’d. 

Biochemical  journal.  Vol.  1 (1906)  to  date. 

Biochemical  preparations.  Vo.  1 (1949)  to  date. 

Biochemisches  zeitschrift.  Vol.  217-318  ( 1930- 
1947)  Vol.  321  (1950)  to  date. 

Biochemistry  (in  English  translation)  Vol.  21 
( 1956 ) to  date. 

Biochemica  et  biophysica  acta.  Vol.  1 ( 1947 ) to 
date. 

Biokhimia  see  Biochemistry. 

Biological  abstracts.  Vo.  1 (1926)  to  date. 

Biological  bulletin.  Vol.  43  (1922)  to  date. 

Biological  Society  of  Washington.  Proceedings. 
Vol.  1 (1880)  to  date. 

Brain;  a journal  of  neurology.  Vo.  74  (1951)  to 
date. 

British  journal  of  nutrition.  Vol.  1 ( 1947 ) to  date. 

Bulletin  of  hygiene.  Vol.  1 ( 1926)  to  date. 

Canadian  journal  of  biochemistry  and  phy- 
siology. Vol.  29  ( 1951 ) to  date. 

Canadian  journal  of  microbiology.  Vol.  1 (1954) 
to  date. 

Canadian  journal  of  zoology.  Vol.  29  ( 1951 ) to 
date. 

Chicago  Natural  History  Museum.  Fieldiana; 
zoology.  Vol.  1-42  (1895-1957)  pub.  dis- 
cont’d. 

Child  development  abstracts  and  bibliography. 
Vol.  4 ( 1930)  to  date. 

Cold  Spring  Harbor,  New  York.  Biological  Lab- 
oratory. Cold  Spring  Harbor  symposia  on  quanti- 
tative biology.  Vol.  2-4  (1934-1936)  Vol.  7- 
21  (1939-1956)  pub.  discont’d. 

Federation  proceedings  (Federation  of  Amer. 
Societies  for  Experimental  Biol. ) Vol.  1-2, 
6-8  ( 1942 ) to  date. 

Growth.  Vol.  1 ( 1937)  to  date. 
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Harvard  University.  Museum  of  Comparative 
Zoology.  Bulletin.  Vol.  5 (1878)  to  date. 

Human  biology.  Vol.  20  (1948)  to  date. 

Illinois  University.  Illinois  biological  mono- 
graphs. Vol.  1 (1915)  to  date. 

Institut  Pasteur.  Annales.  Vol.  44  ( 1930)  to  date. 

Institut  Pasteur.  Bulletin.  Vol.  28  (1930)  to  date. 

International  abstracts  of  biological  sciences. 
Vol.  1 ( 1954 ) to  date. 

International  abstracts  of  biological  sciences. 
Vol.  1 (1954)  to  date. 

International  bulletin  of  bacteriological  nomen- 
clature and  taxonomy.  Vol.  1 ( 1951 ) to  date. 

Journal  of  bacteriology.  Vol.  1 (1916)  to  date. 

Journal  of  biological  chemistry.  Vol.  1 ( 1905- 
1906)  to  date. 

Journal  of  biophysical  and  biochemical  cytology. 
Vol.  1 (1955)  to  date. 

Journal  of  cellular  and  comparative  phsysiology. 

Vol.  1 (1932)  to  date. 

Journal  of  child  psychiatry.  Vol.  1 ( 1947 ) to  date. 

Journal  of  clinical  and  experimental  physcho- 
pathology.  Vol.  10  ( 1949 ) to  date. 

Journal  of  clinical  psychology.  Vol.  1 ( 1921 ) to 
date. 

Journahof  consulting  psychology.  Vol.  1 (1937) 
to  date. 

Journal  of  embryology  and  experimental  mor- 
phology. Vol.  1 (1953)  to  date. 

Journal  of  experimental  biology.  Vol.  8 ( 1931 ) to 
date. 

Journal  of  experimental  zoology.  Vol.  1 ( 1904 ) to 
date. 

Journal  of  general  physiology.  Vol.  1 (1918/19) 
to  date. 

Journal  of  genetic  psychology.  Vol.  1 ( 1891 ) to 
date. 

Journal  of  heredity.  Vol.  1 ( 1910)  to  date. 

Journal  of  hygiene.  Vol.  32  ( 1932)  to  date. 

Journal  of  milk  and  food  technology.  Vol.  1 
( 1937 ) to  date. 

Journal  of  morphology.  Vol.  22  ( 1911 ) to  date. 

Journal  of  nervous  and  mental  disease.  Vol.  101 
( 1954 ) to  date. 

Journal  of  neurology,  neurosurgery  and  psy- 
chiatry. n.s.v.  19  (1956)  to  date. 

Journal  of  nutrition.  Vol.  1 ( 1928-1929)  to  date. 

Journal  of  parasitology.  Vol.  1 (1914-1915)  to 
date. 

Journal  of  pathology  and  bacteriologv.  Vol.  34 
( 1931 ) to  date. 

Journal  of  physiology.  Vol.  69  (1929-1930)  to 


date. 

Journal  of  projective  techniques.  Vol.  13  (1949) 
to  date. 

Lab  world.  Vol.  7 (1956)  to  date. 

Linnean  Society  of  London.  Journal  Section  on 
Zoology.  Vol.  1 (1855)  to  date. 

Linnean  Society  of  New  York.  Transactions.  Vol. 
1-7  ( 1882-1955 ) pub.  discont’d. 

Mental  hygiene.  Vol.  1 (1917)  to  date. 

Michigan  University.  Museum  of  Zoology.  Oc- 
casional papers.  Vol.  1 (1913)  to  date. 

Mosquito  news.  Vol.  14  ( 1954 ) to  date. 

Nautilus.  Vol.  1 (1886)  to  date. 

Nutrition  abstracts  and  reviews.  Vol.  1 ( 1931- 
1932 ) to  date. 

Nutrition  reviews.  Vol.  1 ( 1942-1943)  to  date. 

Occupational  health.  Vol.  6-13  (1946-1953)  pub. 
discont’d. 

Pfluger’s  Archiv  dur  die  gesamte  psysiologie  des 
Menschen  und  der  Tiere.  Vol.  226-248,  253 
(1930-1931-1944,  1950)  to  date. 

Physiological  reviews.  Vol.  1 ( 1921 ) to  date. 

Physiological  zoology.  Vol.  1 ( 1928 ) to  date. 

Psychiatry.  Vol.  20  ( 1957)  to  date. 

Psychoanalytic  study  of  the  child.  Vol.  1-12 
( 1954 ) all  published. 

Psychological  abstracts.  Vol.  1 (1927)  to  date. 

Quarterly  review  of  biology.  Vol.  1 (1926)  to 
date. 

Rodenwaldt,  Ernst,  ed.  Welt-Seuchen-Atlas 
(World  atlas  of  epidemic  diseases).  Pts.  1 
(1952)  to  date. 

Royal  Society,  London.  Proceedings.  (Series  B: 
Biology).  Vol.  101  (1927)  to  date. 

Saeugetierkundliche  mitteilimgen.  Vol.  5 (1957) 
to  date. 

Societe  de  Biologie,  Paris.  Comptes  rendus.  Vol. 
106  (1931)  to  date. 

Society  for  Experimental  Biology  and  Medicine. 
Proceedings.  Vol.  17-18,  22  (1920-1921, 
1924 ) to  date. 

Survey  of  biological  progress.  Vol.  1-3  (1949) 
pub.  discont’d.  to  date. 

Traite  de  zoologie.  Vol.  1,  6,  9-12,  15,  17  (1948) 
all  published,  to  date. 

U.  S.  Army.  Medical  Dept.  Bulletin.  Vol.  6-9 
(1946-1949)  pub.  discont’d. 

U.  S.  Navy.  Hospital  Corps  quarterly.  Vol.  4-22 
( 1917-1949 ) pub.  discont’d. 

U.  S.  Navy.  Naval  medical  bulletin,  ^7)l.  10-49 
( 1916-1949 ) pub.  discont’d. 

Virology.  Vol.  1 (1955)  to  date. 


372 


Arizona  Medicine 


May,  1958 


Wasmann  journal  of  biology.  Vol.  7 ( 1947 ) to 
date. 

World  Health  Organization.  Bulletin.  Vol.  8 
( 1953 ) to  date. 

World  Health  Organization.  Publications.  In- 
cludes: Monographs,  Technical  reports,  of- 
ficial records.  Complete  files  of  most  series. 
( 1947 ) to  date. 

Yearbook  of  psychoanalysis.  Vol.  1 (1945)  to 
date. 

Zeitschrift  fur  experimentelle  und  angewandte 
Psychologie.  Vol.  1 (1953)  to  date. 


Zentralblatt  fur  Bakteriologie,  Parasitenkunde 
and  Infektions-krankheiten  Abt.  1 Vol.  156 
(1951)  to  date.  Abt.  2 Vol.  80-106  (1930- 
1943/1945). 

Zoological  record.  Vol.  1-25,  28-32,  39-41,  43-82, 
84  (1864-1888,  1891-1895,  1902-1904,  1906- 
1945,  1947 ) to  date. 

Zoological  Society  of  London.  Proceedings.  Vol. 
112  (1942)  to  date. 

Zoological  Society  of  London.  Transactions.  Vol. 

1,  21,  28  (1833-1835,  1931,  1953)  to  date. 
Zoologischer  Anzeiger.  Vol.  88  ( 1930 ) to  date. 


1957  BLUE  SHIELD  ANNUAL  REPORT 


By  Virgil  A.  Tola 
was  both  a year  of  soul-searching  intro- 
spection and  a year  of  material  progress  for 
Arizona  Blue  Shield.  After  the  detailed  statewide 
survey  concluded  by  the  Stanford  Research  In- 
stitute among  the  more  than  900  participating 
physicians  in  Blue  Shield,  we  reported  that  “the 
results  of  the  poll  . . . definitely  makes  clear 
that  the  great  majority  of  Blue  Shield  partici- 
pating physicians  desire  to  continue  Arizona 
Blue  Shield  in  its  present  form,  with  such 
changes  that  may  be  necessary  under  the  ex- 
isting structure.” 

As  one  result  of  the  answers  made  to  this 
survey,  and  with  the  active  help  of  the  scores 
of  physicians  representing  each  of  the  14  coun- 
ties, the  board  of  directors  and  the  professional 
committees  moved  promptly  to  put  into  effect 
such  changes  as  would  both  broaden  and 
strengthen  the  plan  while  increasing  the  effec- 
tiveness and  efficiency  of  its  operations.  Among 
the  most  significant  of  these  were: 

( 1 ) Diagnostic  X-Ray  & Laboratory  Benefits 
— After  more  than  a year  of  planning  and  study, 
the  diagnostic  x-ray  and  laboratory  endorsement 
was  offered  to  Blue  Shield  subscribers.  While 
only  a few  months  have  passed  since  this  en- 
dorsement was  offered  to  the  public,  it  is  already 
obvious  that  both  subscribers  and  physicians 
approve  the  broad  benefits  and  the  methods  of 
handling  the  claims  involved.  Enrollment  for 
this  coverage  has  been  excellent. 

(2)  Increased  Service  Benefits  Coverage  for 
a Larger  PaH  of  the  Popidation  — To  meet  the 
widespread  criticism  among  physicians,  sub- 
scribers and  particular  management  that  Blue 
Shield  offered  them  only  partial  protection,  the 


1,  M.D.,  President 

professional  committee  completed  the  new 
Series  “60”  and  “80”  fee  schedules  and  the  en- 
dorsements which  now  provide  full  service  bene- 
fits protection  to  those  subscribers  who  have 
incomes  up  to  $6,000  and  $8,000.  At  the  same 
time  the  committee  made  a substantial  number 
of  corrections  and  changes  in  the  preferred  fee 
schedule  in  order  to  eliminate  obvious  inequi- 
ties. During  the  course  of  these  deliberations, 
representatives  of  the  various  specialties  con- 
cerned were  consulted,  and  the  results  provide 
a happy  blending  of  the  suggestions  and  ideas 
of  tliose  most  directly  concerned. 

(3)  Flexibility  within  Blue  Shield  Groups  — 
In  order  to  provide  the  fullest  benefits  to  all 
members  of  a Blue  Shield  group,  a unique  ex- 
periment has  been  instituted  whereby  the  mem- 
bers of  a given  group  are  no  longer  required 
to  all  enroll  for  the  same  contract  as  formerly. 
A group  subscriber  with  an  income  up  to  $8,000 
may  now  enroll  for  the  specific  contract  having 
the  income  level  which  will  afford  him  full 
service  benefits  regardless  of  what  others  in 
the  group  may  take.  During  the  brief  period 
this  split-group  arrangement  has  been  available, 
the  results  have  proved  the  soundness  of  this 
program.  Many  of  the  higher-income  supervisory 
and  management  people  we  were  once  in  serious 
danger  of  losing  — and  who,  naturally,  favored 
other  insurance  paying  a higher  proportion  of 
their  own  costs  — have  upgraded  their  coverage 
and  are  now  enthusiastic  supporters  of  the 
plan.  Certainly  under  the  higher  fee  schedules 
involved,  the  participating  physicians  are  more 
than  satisfied. 

(4)  In-Office  Surgery  — During  1957,  this 
coverage  became  available  not  only  to  the  pre- 
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SR  is  a cardiac  patient.  His  doctor 
put  him  on  atarax  because  (+) 
it  is  an  anti-arrhythmic  and  non- 
hypotensive tranquilizer. 


Other  tranquilizers  added  to  PN’s 
g.  i.  discomfort  (he  has  ulcers). 
But  now  his  doctor  has  him  on 
ATARAX  because  (+)it  lowers  gas- 
tric secretion  while  it  tranquilizes. 


Asthmatic  JL  used  to  have  fre- 
quent tantrums  followed  by  acute 
bronchospasm.  Her  family  doctor 
tranquilized  her  with  ATARAX  be- 
cause (+)  it  is  safe,  even  for  chil- 
dren. 


Senile  anxiety  and  persecution 
complex  dogged  Mrs.  K.  until  her 
doctor  prescribed  ATARAX  Syrup. 
(+)  It  tastes  good,  and  it’s  a per- 
fect vehicle  for  Mrs.  K’s  tonic. 

Dosage:  Children,  1-2  70  mg.  tablets  or 
1-2  tsp.  Syrup  t.i.d.  Adults,  one  25  mg. 
tablet  or  1 tbsp.  Syrup  q.i.d. 

Supplied:  10, 25  and  100  mp.  tablets,  bottles 
of  100.  Syrup,  pint  bottles.  Parenteral  Solu- 
tion, 10  cc.  multiple-dose  vials. 
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ferred  contract  holders,  but  at  the  end  of  the 
year  was  extended  at  no  additional  cost  to  all 
Blue  Shield  subscribers  regardless  of  the  type 
of  contract  held.  Surgical  procedures  that  can 
be  performed  in  the  physicians’  offices  are  now 
eovered  by  Blue  Shield  without  the  necessity 
for  hospitalizing  the  subscriber  as  formerly  From 
the  enthusiastic  response  of  both  the  participat- 
ing physicians  and  the  public,  there  is  little 
doubt  that  this  has  been  a popular  improvement 
in  our  plan. 

(5)  Increased  Efficiencij  of  Operations  — 
Through  more  effective  operating  techniques 
and  mechanization,  and  despite  the  rapid  growth 
of  the  plan  during  1957,  the  actual  case  costs  of 
operation  were  reduced  during  the  year.  Staff 
studies  also  resulted  in  the  institution  of  simpli- 
fied programs  which  have  materially  reduced 
the  paper  work  which  the  participating  phy- 
sicians had  in  connection  with  a Blue  Shield 
patient.  This  is  a eontinuing  program  and  further 
progress  in  this  field  can  be  expected. 

(6)  Public  Relations  — Gratifying  progress 
has  been  made  through  public  media  to  tell  the 
Blue  Shield  story  to  an  ever-inereasing  number 
of  people,  particularly  to  management,  and  to 
our  present  group  subscribers.  Our  informa- 
tional literature  is  continually  being  revised  so 
as  to  inform  the  publie  quiekly  and  fully  as  to 
the  extent  of  Blue  Shield  coverages  and  the 
precise  limitations  and  exelusions  of  each  con- 
tract. 

As  never  before  in  the  10  years  of  our  history. 
Blue  Shield  is  under  daily  eompetitive  pres- 
sures from  the  more  than  800  eompanies  that 
now  write  medical  and  surgical  insurance.  Un- 
justified and  often  unethical  attacks  have  been 
made  by  proponents  and  representatives  of  such 
organizations,  and  our  enrollment  as  well  as 
publie  and  professional  relations  staffs  have  had 
to  be  eonstantly  alert.  As  the  executive  director’s 
report  indicates,  during  1957  we  enjoyed  the 
greatest  single  gain  in  enrollment  since  the  first 
years  of  the  plan.  Over  157,000  Arizonans  are 
now  protected  by  Blue  Shield!  This  is  due  in 
no  small  measure  to  the  ability  and  success  of 
our  staff  — and  to  the  many  participating  phy- 
sicians who  also  “came  out  swinging”  to  battle 
for  Blue  Shield  in  every  county  in  the  state.  To 
the  information  media  ...  the  radio  and  tele- 
vision stations,  the  newspapers,  the  company  and 
institutional  editors  ...  we  are  grateful  for 


the  air  time  and  hundreds  of  inehes  of  space 
used  for  Blue  Shield  articles  and  announce- 
ments. 

(7)  Professional  Relations  — With  more  than 
900  participating  physicians  spread  over  14 
counties,  it  became  increasingly  clear  during 
the  past  several  years  that  a well  organized  and 
continuing  program  of  professional  relations  was 
essential  to  the  suecess  of  the  plan.  Beginning  in 
the  spring,  a full-time  program  designed  to  keep 
participating  physicians  informed  of  all  im- 
portant developments  and  changes  in  Blue 
Shield  was  launched.  This  included  scheduled 
meetings  annually  with  each  county  medical 
society,  regular  informational  and  training  ses- 
sions in  each  area  for  physieians’  office  person- 
nel, the  development  of  informational  aids  and 
bulletins  for  both  physicians  and  their  staff  as- 
sistants, expansion  of  the  hospital-medical  cover- 
age program  for  physicians’  groups,  provision 
for  the  prompt  handling  of  physician  requests, 
problems  and  inquiries  coneerning  specific  Blue 
Shield  matters  by  the  professional  relations  de- 
partment. 

Dr.  Noel  Gray  Smith,  president-elect  of  Blue 
Shield,  and  Mr.  Herbert  O.  Brayer,  our  pro- 
fessional relations  director,  have  already  ad- 
dressed a number  of  the  county  societies  as  well 
as  various  civic  and  fraternal  groups.  This  carry- 
ing of  the  program  to  every  part  of  the  state 
will  be  expanded,  and  participating  physicians 
are  urged  to  take  advantage  of  the  opportunity 
to  assist  in  getting  the  Blue  Shield  story  before 
the  publie. 

(8)  Extension  of  Non-Group  Coverage  — Be- 
cause of  the  unusual  risk  involved  in  our  “health 
state,”  the  board  and  staff  have  moved  with 
caution  in  developing  wider  non-group  enroll- 
ment exeept  where  a definite  spread  of  the  risk 
could  be  obtained  as  in  our  community-wide 
campaigns.  We  are,  however,  experimenting  in 
one  county  with  non-group  enrollment  through 
the  participating  physicians’  offices.  With  the 
active  co-operation  of  the  physicians  and  their 
office  assistants,  we  will  endeavor  to  see  if 
such  a program  is  practical  before  e.xtending 
the  program  to  other  areas. 

The  year  1957  saw  material  progress  in  Blue 
Shield  that  was  reflected  in  the  private  practice 
of  almost  every  participating  physician  in  one 
way  or  another.  There  were  more  Blue  Shield 
patients  than  ever  before,  and  754  participating 
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physicians  — 84  per  cent,  the  highest  percentage 
in  our  history  — received  payments  from  Blue 
Shield.  More  than  ever,  many  physicians  were 
cognizant  that  Blue  Shield  had  become  an  in- 
tegral part  of  their  daily  practice  ...  a sig- 
nificant part  in  which  there  were  prompt  pay- 
ments for  services  without  high  collection  and 
bookkeeping  costs.  And,  as  the  year  progressed 
and  the  new  coverages  went  into  effect,  many 
practitioners  became  aware  of  the  fact  that  not 
only  was  Blue  Shield  covering  more  of  their 
patients,  but  that  it  was  eovering  them  for  an 
increasing  number  of  procedures  and  for  more 
of  the  total  bill  than  ever  before. 

Medicare  came  of  age  in  Arizona  in  1957 
when,  to  the  surprise  of  the  government  and 
ourselves,  we  “discovered”  that  we  were  one 
of  the  leading  states  in  the  number  of  cases  and 
dollar  amounts  paid  out  for  care  of  the  de- 
pendents of  men  in  the  armed  services.  As 
fiscal  administrator  for  Medicare  in  Arizona, 
checks  totaling  $661,639.24  for  professional  serv- 
ices alone  were  paid  through  Blue  Shield  to  649 
doctors  in  Arizona  who  rendered  care  to  almost 
9,000  service  dependents.  The  overall  program 
handled  by  our  staff,  including  hospitalization 
payments,  exceeded  more  than  $1.25  million. 

While  some  serious  procedural  problems  did 
arise  in  eonnection  with  the  government  pro- 
gram, these  were  efficiently  handled  by  the 
Medicare  adjudication  committee  under  Dr. 
Frank  Edel  and  by  our  highly  competent  staff. 
Maj.  Gen.  Paul  I.  Robinson,  in  charge  of  Medi- 
care, complimented  the  Arizona  Medical  Asso- 
ciation, the  adjudication  committee,  and  the  staff 
upon  the  excellence  of  the  administration  of 
the  program  in  Arizona. 

I am  pleased  to  report  that  while  this  is, 
assuredly,  a government  program,  during  1957 
Medicare  fulfilled  its  promise  of  not  interfering 
in  the  private  practice  of  medicine  in  Arizona. 
Free  choice  of  physician  and  adequate  fees  were 
provided,  and  the  democratic  control  by  the 
physician-elected  adjudication  committee  and 
our  own  staff  demonstrated  our  ability  to  run 
our  business  even  where  the  government  is  con- 
cerned. The  key  to  this  situation  is  to  be  alert 
and  anticipate  moves  which  would  tend  to  in- 
fringe on  the  traditional  practice  of  medicine. 
This  we  are  endeavoring  to  do,  particularly  since 
the  renegotiation  of  the  Medicare  contract  is 
involved. 


In  concluding  this  optimistic  report,  I would 
point  to  two  imminent  dangers  to  Blue  Shield 
which  can  be  faced  and  resolved  only  with  the 
help  of  every  participating  physician: 

(a)  Unfair  and  unreasonable  competitive  at- 
tacks. False  charges  and  deliberate  misinfor- 
mation concerning  Blue  Shield  have  become 
increasingly  widespread  as  the  competitive  race 
has  become  warmer.  As  one  of  the  two  direct 
beneficiaries  of  Blue  Shield,  we  must  depend 
upon  our  participating  physicians  to  assist  us 
in  battling  such  attacks  in  local  areas.  In  reality, 
every  participating  physician  is  a Blue  Shield 
salesman  and  he  has  the  best  product  in  the 
field  to  represent.  Blue  Shield-Blue  Cross  are 
the  only  prepayment  plans  which  pay  the  doctor 
and  hospital  88  per  cent  of  what  the  subscriber 
pays  in  for  his  medical  and  hospital  care.  Other 
organizations  in  this  field  return  only  from  35 
per  cent  to  70  per  cent  in  benefits.  Thus  the 
subscriber  loses  and  third  parties  “live”  off 
of  what  is  ostensibly  money  that  should  go  to 
the  physician  and  the  hospital. 

(b)  We  must  exercise  every  effort  to  control 
the  cost  of  medicine  to  the  public.  . . . not  just 
because  to  do  otherwise  would  increase  the 
new  threatening  dangers  of  over-inflation,  but 
because  of  the  equally  great  danger  of  pricing 
a large  segment  of  the  lower  income  people  out 
of  our  business.  There  are  already  definite  signs 
that  an  increase  in  dues  will  be  met  with  vigor- 
ous opposition,  and  it  is  equally  clear  that  if 
costs  do  reach  the  “breaking  point,”  the  lower- 
income  group  will  leave  the  plan  and  turn  ( with 
the  help  of  certain  political  elements)  to  the 
government  for  relief  of  the  problem.  This  can 
only  result  in  the  extension  of  government  medi- 
cine . . . which  we  must  strive  to  avoid  in  eveiy 
legitimate  way. 

Yes,  1957  was  a year  of  substantial  progress 
for  Blue  Shield,  but  our  goals  are  still  ahead  of 
us.  Plans  for  further  benefits  are  already  being 
considered  . . . the  extension  of  in-hospital  medi- 
cal coverages  and  therapeutic  radiation  among 
others.  Success,  however,  is  not  a matter  of  what 
the  board  of  directors  or  the  staff  do.  Success 
is  directly  dependent  upon  the  efforts  of  cncin 
participating  physician  who  assists  in  making 
the  plan  serve  better  an  ever  greater  proportion 
of  the  poulation.  While  \\c  can  point  to  the 
indisputable  fact  that  Blue  Shield  provides  tlu' 
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broadest  medical-surgical  coverage  at  the  most 
reasonable  cost  in  Arizona,  we  must  strive  for 
the  day  we  can  add  “within  the  financial  ability 
of  all.” 

To  each  of  the  members  of  the  board  of  di- 
rectors and  to  the  physicians  on  the  professional 
committee  who  gave  so  generously  of  their  time 
and  labor  this  past  year,  I extend  my  warmest 
appreciation.  Each  of  us  again,  as  we  have 
been  during  the  last  decade,  are  indebted  to 
Executive  Director  L.  Donald  Lau  and  the 


members  of  our  division  staff  for  the  record 
achievement  of  Blue  Shield  during  1957  under 
frequently  difficult  circumstances. 

My  experiences  the  past  year  have  clearly 
demonstrated  to  me  that  there  is  great  strength 
and  purpose  in  our  profession  and  in  this  thriv- 
ing organization  we  have  created  for  greater 
service  to  our  patients.  For  the  opportunity  of 
serving  as  president  this  year,  I am  profoundly 
grateful.  It  has  been  both  a signal  honor  and  a 
valued  privilege. 


THE  ARIZONA  MEDICAL 
ASSOCIATION,  INC. 

826  Security  Building 
Phoenix,  Arizona 
Legislation  Committee 
HR  9467  FORAND  BILL 

Doctor  Hamer  introduced  the  guest  speaker, 
Mr.  Joseph  Miller  of  the  AMA  council  on 
medical  service,  Chicago,  assigned  to  assist  Mr. 
Aubrey  Gates  (field  director,  AMA  council  on 
rural  health),  both  temporarily  assigned  as  field 
representatives  of  the  AMA  staff  task  force  on 
the  Forand  bill  under  the  chairmanship  of 
George  M.  Fister,  M.D.  of  Ogden,  Utah. 

MR.  MILLER:  All  of  you,  I am  sure,  are  fa- 
miliar with  or  have  knowledge  of  the  so-called 
Forand  bill,  designated  as  HR  9467,  an  AFL- 
CIO  sponsored  amendment  to  the  present  Social 
Security  Act.  The  bill  proposes  to  provide  gov- 
ernment hospital  and  surgical  care  for  approxi- 
mately 13  million  eligible  social  security  claim- 
ants, principally  persons  over  65.  The  bill  was 
introduced  in  the  house  of  the  85th  congress 
of  the  United  States,  first  session,  in  August 
1957,  by  Rep.  Aime  J.  Forand  (D.,  R.  L).  It 
was  referred  to  the  house  ways  and  means  com- 
mittee of  which  Forand  is  third  ranking  member. 
The  committee  is  expected  to  begin  hearings  in 
May. 

It  is  understood  the  proposed  measure  would 
bring  the  aged  and  other  old-age  survivors  in- 
surance claimants  under  government-supervised 
health  care.  The  government  would  make  con- 
tractual agreements  to  reimburse  hospitals, 
nursing  homes,  physicians,  and  dentists  for  spe- 
cified services  rendered  to  the  13  million  ( 1958 ) 
social  security  claimants  (expected  to  be  as 
many  as  22  million  by  1975).  Payments  would 


be  made  directly  to  hospitals,  physicians,  den- 
tists and  nursing  homes.  No  payments  would  be 
made  to  individual  claimants. 

There  is  no  way  of  accurately  predicting  the 
cost.  It  could  prove  so  costly  that  it  would 
jeopardize  the  retirement  security  of  millions  of 
Americans  who  depend  on  social  security  for 
their  basic  retirement  needs.  For  the  first  time 
last  year  the  social  security  system  received  less 
income  than  it  paid  out.  Taxes  to  finance  the 
present  program  are  already  scheduled  to  reach 
8V2  per  cent  of  payroll  up  to  $4,200  in  coming 
years.  The  Forand  bill  provides  for  raising  the 
social  security  tax  base  from  the  first  $4,200  of 
income  to  the  first  $6,000.  The  tax  rate  would 
also  be  increased  % of  I per  cent  for  both 
employers  and  employees  and  % of  I per  cent 
for  self-employed  persons.  This  increase,  in 
addition  to  those  already  provided  by  the  social 
security  law,  would  mean  that  a self-employed 
person  could  be  paying  $427.50  in  soeial  se- 
curity taxes  by  1975. 

This  raise  in  the  social  security  tax  would 
possibly  cover  the  cost  of  the  program  at  its 
inception.  However,  other  countries  with  similar 
socialistic  health  programs  have  found  that  then- 
costs  were  several  times  larger  than  the  original 
estimates.  It  is  most  likely  that  the  Forand  bill 
program  would  eventually  cost  much  more  than 
$2  billion  per  year  and  that  taxes  would  have 
to  be  raised  accordingly. 

The  Forand  bill  proposes  a political  solution 
to  a health  problem.  It  is  a health  care  bill  de- 
veloped by  non-medical  people  ( chiefly  the 
AFL-CIO). 

Over-utilization  of  hospitals  by  social  security 
claimants  would  limit  the  number  of  beds  avail- 
able for  the  acutely  ill  of  all  ages  in  the  com- 
munity. Provisions  for  extensive  free  hospitiliza- 
tion  would  create  a needless  and  dangerous 
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CAPSULES  contain  250  mg.  tetracycline  HCl 
equivalent  (phosphate-buffered)  and  250,000 
" units  Nystatin.  ORAL  SUSPENSION  (cherry- 
mint  flavored ) Each  5 cc.  teaspoonful  contains 
125  mg.  tetracycline  HCl  equivalent  (phos- 
phate-buffered) and  125,000  units  Nystatin. 

DOSAGE : 

Basic  oral  dosage  (6-7  mg.  per  lb.  body  weight 
per  day)  in  the  average  adult  is  4 capsules  or 
8 tsp.  of  Achrostatin  V per  day,  equivalent 
to  1 Gm.  of  Achromycin  V. 


Achrostatin  V combines  AchromycinI  V 
. . , the  new  rapid-acting  oral  form  of  AcHROMYCiNt 
Tetracycline ...  noted  for  its  outstanding 
effectiveness  against  more  than  50  different  infections 
. . . and  Nystatin  ...  the  antifungal  specific. 
Achrostatin  V provides  particularly  effective 
therapy  for  those  patients  prone 
to  monilial  overgrowth  during  a protracted  course 
of  antibiotic  treatment. 
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crowding  of  hospital  space.  In  many  countries 
where  similar  legislation  is  in  effect,  there  has 
been  a staggering  increase  in  use  of  hospital 
facilities  by  those  over  65  (in  Saskatchewan, 
Canada,  the  average  person  over  65  occupies 
a hospital  bed  7.2  days  a year;  in  the  United 
States  the  average  person  over  65  occupies  a 
hospital  bed  2.5  days  a year ) . 

Only  those  doctors,  hospitals,  dentists  and 
nursing  homes  that  enter  into  contracts  with 
the  government  could  participate.  Furthermore, 
except  in  an  emergency,  surgery  could  be  per- 
formed only  by  a surgeon  certified  by  the  Ameri- 
can Board  of  Surgery  or  one  who  is  a member 
of  the  American  Board  of  Surgery  or  one  who 
is  a member  of  the  American  College  of  Sur- 
geons. Elective  surgery  is  not  included.  Care 
would  not  be  authorized  in  a mental  or  tu- 
berculosis hospital.  Nursing  homes  would  (1) 
have  to  be  operated  in  connection  with  a hospital 
or  (2)  operated  under  the  general  direction  of 
a licensed  doctor  or  surgeon. 

The  federal  department  of  health,  education 
and  welfare  would  make  the  final  determination 
of  fees  for  doctors  and  charges  for  hospitals 
and  nursing  homes.  The  program  would  be 
administered  by  the  secretary  of  HEW.  The 
government  would  regulate  and  enforce  its  con- 
cepts of  standards  of  health  care  under  bureau- 
cratic control. 

Tlie  bill  provides  for  a combined  total  of 
120  days  of  free  hospital  and  nursing  home  care 
but  with  a maximum  of  60  days  of  hospitaliza- 
tion. However,  before  a person  can  receive 
nursing  home  care,  he  must  be  transferred  there 
from  a hospital  for  further  treatment  of  the 
same  illness. 

Oral  surgery  would  be  provided,  but  only  to 
those  persons  who  were  hospital  bed  patients. 
Oral  surgery  is  not  defined. 

The  health  insurance  industry  has  proved  its 
ability  to  handle  the  extensive  insurance  needs 
of  our  growing  population.  Because  of  its  ex- 
perience and  success  in  other  fields,  it  is  reason- 
able to  allow  it  time  to  solve  this  additional 
problem  — medical  coverage  for  our  citizens  in 
the  65-  and  -over  group.  Approximately  50  per 
cent  in  this  age  bracket  have  some  coverage 
now,  as  compared  to  only  20  per  cent  in  1950. 
Passage  of  this  biU  would  give  voluntary  health 
insurance  a set-back  from  which  it  would  never 
recover.  This  bill  would  do  irreparable  harm 


to  the  one  method  through  which  our  older 
citizens  can  take  care  of  their  health  needs  on 
a free-choice  basis,  maintaining  full  indepen- 
dence. Under  the  Forand  bill,  the  aged  would 
become,  in  effect,  wards  of  a bureaucratic  sys- 
tem. 

The  3.5  million  or  so,  65  or  over,  who  are 
uninsurable  because  of  inadequate  income,  as- 
sets, or  other  means  of  support,  generally  re- 
ceive medical  care  through  welfare  programs. 
Aside  from  aid  granted  by  many  private  fra- 
ternal, and  religious  organizations,  over  $3  bil- 
lion in  federal  and  state  aid  is  given  annually 
to  those  persons  in  the  four  categorical  aid  pro- 
grams ( aid  to  the  blind,  handicapped,  dependent 
children,  aged)  for  medical  and  other  expenses. 

Available  statistics  on  the  health  problems  of 
the  aged  have  been  studied  by  AMA.  They  have 
been  found  to  be  neither  conclusive  or  complete. 
The  greatest  need  right  now  is  for  a compre- 
hensive study  of  the  health  problems  of  the 
aged,  rather  than  for  drastic  remedies  for  a 
situation  about  which  so  little  is  known. 

The  age  limit  for  Forand  health  care  probably 
could  not  be  held  at  65.  Supporters  of  the  bill 
have  indicated  that  they  would  like  to  see  gov- 
ernment-regulated health  care  made  available 
to  younger  persons,  perhaps  first  starting  at  age 
60,  then  55,  and  so  on,  eventually  bringing  every- 
one under  a government-dictated  health  pro- 
gram. Ultimately  the  practice  of  medicine  in 
America  would  be  totally  socialized,  which  could 
result  in  an  inferior  grade  of  health  care. 

A few  reasons  why  the  Forand  bill  should 
not  be  passed: 

1.  It  could  bankrupt  the  social  security  pro- 
gram and  jeopardize  the  basic  retirement  in- 
comes of  millions  of  Americans. 

2.  It  would  mean  higher  taxes,  less  take-home 
pay. 

3.  Demands  of  others  for  similar  benefits  could 
lead  to  total  socialization  of  medicine. 

4.  The  principle  of  government  regulation  of 
professional  fees,  wages  and  prices  would  be 
introduced  in  the  United  States. 

5.  Communities  would  be  threatened  with  a 
shortage  of  hospital  beds. 

6.  Many  aged  persons  would  become  unduly 
concerned  with  their  health. 

7.  It  is  hasty,  ill-conceived  legislation  based 
on  inadequate  knowledge. 
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8.  Beneficiaries  under  the  law  would  be  re- 
stricted in  their  choice  of  hospital  and  physician. 

9.  The  personal  relationship  between  the  doc- 
tor and  his  patient  would  be  harmed. 

10.  Community  incentive  to  support  and  build 
hospitals  would  be  curbed. 

11.  The  job  of  providing  hospital  and  surgical 
services  for  the  older  population  can  and  should 
be  handled  through  free  enterprise. 

12.  It  would  discourage  families  from  taking 
care  of  their  own. 

Doctor  Hamer  elaborated  upon  the  problem 
and  presented  the  views  and  thinking  of  the 
legislative  group  in  attendance  at  a recent  Reno 
meeting  considering  plans  of  attack  in  the  de- 
velopment of  a long-range  program,  recognizing 
the  continuing  effort  nationally  to  further  social- 
ize our  way  of  life,  including  health  care,  and 
probable  ultimate  destruction  of  the  free  enter- 
prise system  as  we  know  it. 

Reviewing  the  record  of  performance  in  the 
past  on  social  health  legislation  (not  to  forget 
the  Murray-Dingell  measure)  and  currently  on 
the  Forand  bill  by  our  congressional  delegation: 
Senators  Barry  M.  Goldwater  and  Carl  Hayden, 
and  Representatives  John  J.  Rhodes  and  Stewart 
L.  Udall,  it  was  determined  to  immediately  ac- 
cumulate as  much  factual  information  as  is  pos- 
sible pertaining  thereto. 

Meeting  adjourned  at  10:05  p.m. 

LESLIE  B.  SMITH,  M.D. 

Secretary 

By 

ROBERT  CARPENTER 
Executive  Secretary 
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A CANCER  REGISTRY  FOR 
THE  STATE  OF  ARIZONA? 

X HE  cancer  problem  has  become  one  of  our 
leading  causes  of  death  in  the  U.  S.  A.  An  all- 
out  attack  on  this  problem  is  a must.  The  Ameri- 
can Cancer  Soeiety  is  whole-heartedly  support- 
ing a crusade  to  stamp  out  this  disease. 

Accurate  evaluation  of  any  problem  must  be 
the  foundation  for  successful  solution.  This  ne- 
cessitates the  collection  and  analysis  of  individ- 
ual cases.  A cancer  registry  is  the  mechanism  by 
which  this  can  be  accomplished.  The  more  cen- 
tralized such  a registry  can  become,  the  greater 
its  potential  statistical  value  and  the  more  rapid- 
ly large  numbers  of  cases  can  be  collected  for 
valid  statistical  appraisal. 

Individual  hospital  registries  should  be  com- 
bined into  a central  city  or  county  registry,  and 
in  turn  these  registries  made  part  of  a statewide 
registry  in  order  to  provide  enough  material  for 
valid  statistical  conclusions. 

A cancer  registry  is  like  a specialized  medical 
unit,  and  is  the  means  for  measuring  the  quantity 
and  quality  of  medical  care  provided  for  cancer 
patients.  Only  by  such  an  evaluation  can  defi- 
ciencies and  sucecsses  be  ascertained,  and  fur- 
ther progress  in  the  attack  on  cancer  be  directed. 
An  appraisal  of  diagnostic  methods  used,  treat- 
ment instituted,  and  end  results  at  five-year  in- 
tervals are  the  bare  essentials  of  a good  registry 
program. 

A properly  completed  hospital  record  can  be 
quickly  abstracted  by  minimally  trained  record- 
room  personnel.  Follow-up  reports  can  be  easily 
obtained  from  good  office  records.  This  does  not 
require  more  time  from  physicians,  but  co-opera- 
tion from  the  physician  and  accurate  communi- 
cations between  office  and  hospital  medical  as- 
sistants. Its  results  are  helpful  in  directing  re- 
search, re-evaluating  methods  of  diagnosis  and 
treatment,  emphasizing  areas  for  further  profes- 
sional and  lay  education,  and  pointing  up  the 
value  of  early  versus  late  diagnosis. 

Without  collection  of  these  data,  we  become 
lulled  into  smug  satifaction  concerning  methods 
of  diagnosis,  management  and  treatment  of  this 
disease,  which  may  be  imminently  unsatisfactory 
or  completely  undesirable. 

A cancer  registry  program  is  now  being  estab- 
lished in  the  hospitals  of  Yuma,  Tucson  and 
Phoenix.  Should  a statewide  central  cancer  reg- 
istry be  our  ultimate  goal? 

HERMANN  S.  RHU  JR.,  M.D. 
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THE  ARIZONA 

CANCER  REGISTRY  PROGRAM 

Prepared  by: 

Lawrence  Garfinkel  andAbraham  Ringel 
Statistical  Research  Section 
Medical  Affairs  Department 
National  Office 
American  Cancer  Society 
Introduction: 

I N AN  EFFORT  to  develop  a program  of  can- 
cer registration  in  Arizona,  the  Arizona  division 
of  the  American  Cancer  Society  has  called  upon 
the  assistance  of  national  office  representatives 
of  the  society  to  help  develop  systems  and  pro- 
cedures in  a number  of  hospitals  in  the  state  and 
to  develop  plans  for  a central  cancer  registry. 

This  report  is  an  attempt  to  evaluate  the  prog- 
ress made  during  the  visit  of  the  national  office 
statisticians  and  to  suggest  steps  to  be  taken  to 
keep  the  program  running  smoothly.  The  report 
consists  of  two  parts:  (1)  a general  evaluation 
of  the  progress  made  on  this  program  in  the 
state  and  suggestions  for  future  action  and,  (2) 
a more  detailed  description  of  the  progress  of 
each  of  the  hospital  registries  in  the  counties  vis- 
ited. 

Summary  of  Progress  of  Cancer  Registry 
Programs: 

A well-functioning  cancer  registry  program 
can  serve  as  a tool  through  which  the  quality  of 
cancer  care  in  a hospital  or  within  a community 
can  be  evaluated,  and  where  deficiencies,  if 
found,  can  be  analyzed  and  steps  taken  for  im- 
provement. It  is  useful  as  a focal  point  through 
which  the  effect  of  cancer  control  programs  may 
be  measured.  Through  a cancer  registry,  studies 
of  end  results,  and  morbidity  and  research  stud- 
ies can  be  made. 

But  an  active  program  of  cancer  control 
through  a cancer  register  presupposes  the  inter- 
ested participation  of  the  medical  profession  in 
the  community.  The  importance  of  official  sup- 
port by  the  state  medical  association  and  by  the 
county  medical  societies  cannot  be  too  strongly 
emphasized.  It  would  serve  to  make  the  doctors 
in  the  state  more  aware  of  the  program,  to  help 
allay  fears  on  the  part  of  some  doctors  that  the 
information  given  to  a registry  would  violate  the 
confidence  of  doctor-patient  relationships,  and 
would  spur  interest  in  follow-up  reporting  which 
is  an  integral  part  of  the  registry  program. 


In  our  two  weeks  stay  in  Arizona,  we  visited 
or  had  contact  with  representatives  of  eight  hos- 
pitals in  Maricopa  County,  four  in  Pima  County 
and  one  in  Yuma  County.  In  all  of  these  hospi- 
tals, we  instituted  the  mechanics  of  a hospital 
cancer  registry,  trained  the  medical  record  li- 
brarians in  systems  and  procedures  in  compiling 
records  for  the  cancer  register,  and  supphed 
them  with  the  necessary  forms. 

In  addition,  steps  were  taken  to  recruit  a staff 
of  ACS  volunteers  who  would  be  available  to 
assist  the  medical  record  librarians  in  abstract- 
ing cancer  records. 

Preliminary  discussions  were  held  with  Dr. 
Salsbury  and  Mr.  Wise  of  the  state  health  de- 
partment coneerning  the  establishment  of  a cen- 
tral cancer  registry  within  the  health  depart- 
ment. It  was  agreed  that  this  could  only  be  in- 
stituted as  a request  by  the  state  medical  associa- 
tion to  the  health  department  to  establish  a cen- 
tral cancer  registry,  probably  within  a division 
of  caneer  control.  The  request  could  then  be 
brought  before  the  state  legislature  at  their  next 
session  in  January  1959  for  approval. 

It  is  our  belief,  based  on  past  experience,  that 
unless  a hospital  is  very  large,  a hospital  cancer 
registry  cannot  accumulate  enough  records  of 
cancer  cases  until  many  years  have  elapsed  to 
make  worthwhile  studies  on  quality  of  medical 
care  in  the  community.  It  is  necessary  for  the 
success  of  a registry  to  be  able  to  issue  more  than 
a mere  administrative  report  of  members  of  can- 
cer cases  seen  in  the  institution  to  sustain  a high 
interest  on  the  part  of  physicians  who  will  be 
called  upon  to  fill  out  numerous  follow-up  re- 
ports. 

A central  cancer  registry,  on  the  other  hand, 
whether  it  be  a state  register,  or  even  a county 
register,  can  accumulate  the  combined  experi- 
ence of  many  hospitals  and  make  reports  on  a 
larger  number  of  cases  within  a relatively  short 
period  of  time.  It  can  perform  a service  to  the  in- 
dividual hospital  registries  in  helping  with  the 
follow-up  work  and  prepare  analytical  reports 
for  individual  hospitals,  thus  saving  work  for 
busy  medical  record  librarians. 

In  several  of  the  hospitals  in  the  state,  we 
found  some  evidence  of  concern  on  the  part  of 
physicians  in  sending  records  to  a central  regis- 
ter. They  expressed  concern  that  this  would  be  a 
violation  of  the  confidential  nature  of  doctor-pa- 
tient relationships.  We  feel  that  the  solution  to 
this  problem  is  basic  in  the  development  of  the 
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registry  program  in  Arizona  and  that  steps  should 
be  taken  to  discuss  it  openly  and  frankly  within 
the  state  association  and  county  medical  socie- 
ties. In  some  states  we  have  found  it  helpful  to 
obtain  a ruling  from  the  state  attorney  general 
to  the  effect  that  giving  permission  for  doctors 
to  permit  records  on  cancer  cases  to  be  transmit- 
ted to  a central  register  for  statistical  purposes 
does  not  violate  the  confidentiality  of  the  records. 

If  the  interest  of  the  individual  doctors  in  the 
state  for  a central  cancer  registry  and  the  official 
support  of  the  state  medical  association  can  be 
obtained,  it  would  be  most  advisable  to  have  the 
central  registry  within  the  state  health  depart- 
ment. Among  the  many  advantages  would  be 
the  consulting  services  of  Mr.  M.  Wise,  vital  sta- 
tistician of  the  health  department,  to  supervise 
the  operation  and  analysis  of  the  records. 

In  the  event  that  for  various  reasons  a state 
central  registry  cannot  be  established,  an  alter- 
native might  be  to  have  county  registries  for 
Maricopa  and  Pima  counties.  Discussions  were 
held  in  Tucson  about  the  feasibility  of  starting 
a central  county  registry  in  the  Pima  County 
Hospital. 

In  summary,  we  would  recommend  the  fol- 
lowing; 

1.  That  after  careful  deliberation  and  on  the 
basis  of  past  experiences  we  believe  that  it 
would  be  advisable  to  attempt  to  establish 
a central  cancer  register  now.  We  feel  that 
individual  hospital  registries  require  many 
years  of  work  to  serve  a useful  function, 
and  that  without  proper  supervision  and 
doctor  interest,  they  would  degenerate  into 
a routine  chore  for  the  personnel  in  each 
hospital  with  dubious  value  to  the  hospital 
medical  staff. 

2.  That  a resolution  be  proposed  to  the  state 
medical  association  at  its  next  meeting  re- 
questing that  the  state  health  department 
establish  a division  of  cancer  control,  an 
integral  unit  of  which  will  be  the  central 
cancer  registry. 

3.  That  the  ACS  publicize  the  establishment 
of  the  hospital  cancer  registries  in  the  lay 
press  and  state  medical  journals  before  the 
state  medical  association  meeting,  with 
statements  of  the  support  of  the  county 
medical  societies. 

4.  That  efforts  be  made  by  the  ACS  division 
staff  to  encourage  the  development  and  sus- 


tained interest  of  a corps  of  volunteers 
(nurses,  doctors’  wives)  to  be  available  for 
assisting  the  record  librarians  in  the  various 
hospitals  in  abstracting  records.  In  Pima 
County,  the  volunteers  have  been  to  a meet- 
ing where  they  have  been  instructed  in  the 
mechanics  of  abstracting  cancer  records;  in 
Maricopa  County,  Mrs.  Helen  Fitch  has 
agreed  to  be  chairman  of  such  a volunteer 
group. 

5.  That  American  Cancer  Society  officials  dis- 
cuss the  advisability  of  requesting  the  na- 
tional office  for  assistance  in  making  a pilot 
study  for  demonstration  purposes  of  a can- 
cer registry.  This  could  be  done  in  two 
places:  (a)  in  Memorial  Hospital,  Phoenix, 
where  a satisfactory  cancer  registry  has 
been  in  operation  since  1952,  or  (b)  in 
Pima  County  where  Pima  County  Hospital 
has  had  a very  fine  registry  for  six  years 
and  where  possibly  the  records  of  three 
other  hospitals  in  Tucson  can  be  abstracted 
for  the  past  six  years,  using  the  services  of 
the  volunteer  group.  It  should  be  empha- 
sized that  this  study  would  be  useful  to 
show  the  doctors  in  the  state  the  type  of 
information  tliat  can  be  obtained  from  a 
registry  program,  and  could  only  be  under- 
taken by  the  national  office,  if  the  division 
board  feels  it  would  be  of  considerable  in- 
terest in  developing  the  state  program  of 
registries.  It  should  not  be  done  to  point  up 
deficiencies  in  medical  care  in  a group  of 
hospitals,  or  of  one  hospital. 

Progress  in  InditAdiml  Hospitals: 

The  following  is  an  evaluation  of  work  ac- 
complished in  the  hospitals  in  each  county,  with 
an  appraisal  of  the  future  success  of  the  record 
keeping  system  and  the  follow-up  work  that 
should  be  done  by  ACS  staff  and  volunteers. 

Maricopa  County 

1.  St.  Joseph's  Hospital  — about  250  new  can- 
cer cases  per  year.  Sister  Mary  Placida,  ad- 
ministrator; Mrs.  Welnick,  record  librarian. 
It  was  agreed  to  establish  a hospital  regis- 
try. Mrs.  Welnick  had  abstracted  all  the 
1958  cancer  records. 

2.  Maricopa  County  Hospital  — about  200 
new  cancer  cases  per  year.  Dr.  Thomas 
Bate,  chief  of  staff;  Mrs.  Smith,  record 
librarian.  At  this  hospital  there  is  a tumor 
board,  but  the  records  at  the  tumor  board 
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office  are  not  complete.  Mrs.  Smith  will 
abstract  records  on  all  in-patients. 

3.  Memorial  Hospital  — about  200  new  cancer 
cases  per  year.  Dr.  Gain,  chief  of  tumor 
clinic;  Miss  McGaughey,  tumor  clinic  nurse. 
A cancer  registry  has  been  in  operation  at 
Memorial  since  about  1948.  Records  are 
complete  back  to  1952  and  contain  all 
cancer  in-patients  and  clinic  cases. 

4.  Good  Samaritan  Hospital  — about  300  cases 
per  year.  Dr.  Bregman,  radiologist;  Dr. 
Barger,  pathologist;  Mrs.  Griffen,  medical 
record  librarian. 

5.  VA  Hospital  — about  150  cases  per  year. 
Dr.  Hyman  Leiber,  chief  of  surgery.  The 
veterans’  administration  has  just  instituted 
a cancer  registry  program  in  its  VA  hos- 
pitals requiring  absti'acting  of  a 20  per  cent 
sample  of  cancer  cases  on  a form  they 
provide. 

6.  St.  Luke’s  Hospital  — about  60  cases  per 
year.  Mr.  Montignani,  administrator;  Miss 
Pugh,  record  librarian. 

7.  John  G.  Lincoln  Hospital  — about  30  new 
cases  a year. 

8.  Southside  Hospital,  Mesa  — about  50  cases 
per  year. 

Pima  County 

Dr.  Francis  Beane,  administrator  of  the  Pima 
Gounty  Hospital,  checked  with  the  county  at- 
torney concerning  the  use  of  volunteers  and  the 
attorney  advised  that  there  was  no  legal  ob- 
jection. 

Following  is  the  situation  in  each  of  the  hos- 
pitals visited  in  Pima  Gounty: 


NEW  MODERN  OFFICES 
AVAILABLE  IN  YUMA 

Medical,  Dental  Suites  completely  air 
conditioned;  excellent  location  and 
close  to  new  hospital,  f'or  complete 
information  contact: 

S.  N.  Spry, 

Flamingo  Hotel,  Yuma,  Arizona 


1.  Pima  County  Hospital  — Dr.  Francis  Beane, 
administrator;  Mrs.  Leone  Dobner,  assistant 
record  librarian  and  tumor  clinic  secretary. 
They  have  an  approved  registry  in  opera- 
tion since  1952  and  see  the  merit  in  con- 
verting their  minimum  informational  file 
to  the  recommended  abstract  form.  In  1957 
they  had  a total  of  43  new  cancer  cases.  Dr. 
Beane  would  like  to  see  a central  county 
registry  established  and  housed  in  the 
county  hospital. 

2.  St.  Mary’s  Hospital  — Sister  Ehzabeth 
Joseph,  administrator;  Sister  Patricia  The- 
rese,  registered  medical  record  librarian. 
The  registry  program  in  the  hospital  was 
approved.  The  new  cancer  patient  load  is 
estimated  at  about  200  per  year. 

3.  Tucson  Medical  Center  — Mr.  James 
Thomas,  assistant  administrator;  Mrs.  Bar- 
bara Alexander,  registered  medical  record 
librarian.  It  is  estimated  that  they  get  about 
150  new  cancer  cases  each  year. 

4.  Veterans’  Administration  Hospital,  Tucson 
— Mr.  Collins,  administrator;  Dr.  Plumer, 
chief  of  professional  services;  and  Dr.  S. 
Netzer,  chief  of  medical  services.  Dr. 
Plumer  estimated  his  new-patient  cancer 
load  at  about  30  each  year. 

Yuma  County 

Yuma  County  Hospital  — Mr.  Birtch,  adminis- 
trator; Mrs.  E.  Doyle,  medical  records  librarian, 
and  Dr.  Volpe,  chief  of  medical  services.  Esti- 
mated 75  new  cancer  cases  each  year. 
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HOUSE  COMMITTEE 
RECOMMENDATIONS  FOR 
HEALTH  EXPENDITURES 

0 N MARCH  25,  the  house  appropriations  com- 
mittee approved  its  report  on  spending  for  the 
department  of  health,  education,  and  welfare 
for  the  fiscal  year  starting  on  July  1.  In  the  table 


below,  the  figures  recommended  by  the  com- 
mittee are  compared  with  current  spending  and 
with  what  the  bureau  of  the  budget  had  pro- 
posed. In  left  column  are  amounts  available  for 
the  various  activities  this  fiscal  year,  center 
column  figures  are  what  the  budget  bureau 
earlier  recommended  to  congress,  and  right 
column  what  the  committee  agreed  on.  House 
passage  of  the  bill  is  imminent. 


Current 

Budget 

Committee 

ActwitlJ 

Spending 

Bureau 

Recommends 

Food  and  Drug  Administration 

Freedmen’s  Hospital  

$ 9,300,000 

$ 9,410,000 

$ 9,300,000 

3,000,000 

2,975,000 

2,975,000 

Howard  Universitv 

4,212,000 

4,334,000 

4,186,000 

Vocational  Education  . 

33,750,081 

33,750,081 

33,750,081 

Vocational  Rehabilitation  

52,230,000 

56,800,000 

56,800,000 

Veneral  Diseases 

4,415,000 

4,400,000 

4,400,000 

Aid  to  States  (gen’l) 

22,592,000 

22,889,000 

22,000,000 

Tuberculosis 

7,000,000 

5,386,000 

5,386,000 

Communicable  Diseases  

7,050,000 

6,200,000 

6,200,000 

Sanitary  Engineering 

12,640,000 

12,815,000 

12,725,000 

Waste  Treatment  Works 

45,000,000 

45,000,000 

45,000,000 

Hill-Burton  Program  

121,200,000 

121,200,000 

121,200,000 

Hospitals,  Medical  Care 

44,399,000 

44,309,000 

44,730,000 

Foreign  Quarantine  

3,876,000 

3,983,000 

3,983,000 

Indian  Health  Activities  

40,100,000 

40,225,000 

40,225,000 

National  Institutes  of  Health: 

General  research  and  serv 

14,026,000 

17,742,000 

17,742,000 

Cancer 

56,402,000 

55,923,000 

57,423,000 

Mental  Health  

39,217,000 

37,697,000 

40,397,000 

Heart 

35,936,000 

37,712,000 

36,212,000 

Dental  

6,430,000 

6,293,000 

6,543,000 

Arthritis  and  Metabolic 

Disease  Activities  

20,385,000 

20,592,000 

21,092,000 

Allergy  and  Infectious 

Disease  Activities  

17,400,000 

17,497,000 

17,997,000 

Nat’l.  Libr.  of  Medicine 

1,450,000 

1,415,000 

1,415,000 

St.  Elizabeth’s  Hospital 

3,320,800 

3,366,000 

3,366,000 

Maternal  and  Child  Welfare 

41,500,000 

41,500,000 

42,500,000 

HEW  INCREASES  CONSTRUCTION 
GRANTS  AS  ANTI-RECESSION  MOVE 

A S AN  anti-recession  measure,  the  department 
of  health,  education,  and  welfare  is  arranging 
to  pass  out  more  construction  money  than 
planned  in  the  time  between  now  and  the  end 
of  the  fiscal  year  June  30.  Affected  will  be 
medical  research  facilities,  hospitals  and  water 
treatment  plants.  In  January,  the  schedule  called 
for  committing  $670  million  before  June  30;  this 
now  has  been  increased  to  an  estimated  $800 
million  or  more.  Additional  appropriations  are 
not  involved;  money  is  merely  being  allocated 


faster  by  giving  higher  priority  to  projects  on 
which  building  can  start  quickly. 

Largest  increase  is  in  the  building  of  medical 
research  facilities  by  hospitals,  medical  schools 
and  other  institutions,  for  which  the  U.  S.  pro- 
vides $30  million  a year.  Total  value  of  con- 
tracts to  be  let  in  the  period  has  been  increased 
from  an  estimated  $120  million  to  $182  million. 
Hospital  contracts  to  be  let  under  Hill-Burton 
will  total  $405  million,  rather  than  the  originally 
planned  $381  million,  and  sewage  plant  con- 
tracts will  move  up  from  $170  million  to  $215 
million.  In  all  cases,  totals  include  local  as  well 
as  U.  S.  money. 
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for  ”fhe  butterfly  stomach” 


Pavatrine^  with  Phenobarbital 


125  mg. 


15  mg. 


• is  an  effective  dual  antispasmodic 

• combining  musculotropic  and  neurotropic  action 
with  mild  central  nervous  system  sedation. 


dosage:  one  tablet  before  each  meal  and  at  bedtime. 


THE  BIRTCHER  CORPORATION 

Department  ARM-558 

4371  Valley  Blvd.,  Los  Ai.'.7eles  32,  California 

□ Send  me  a copy  of  “Medical  Ultrasonics  in  a Nutshell” 

□ I would  like  a demonstration  in  my  office. 

Dr.__ — 

Address 

City Zone State 


She's  Been 


SONATED 


She’s  just  one  of  more  than  a million  patients  who  have  been  treated  with 
Ultrasound  by  the  more  than  20,000  physicians  using  Ultrasonics  in  their 
practices.  If  you  are  thinking  of  buying  an  Ultrasonic  examine  the 

mechanical  features  ; look  at  the  transducer.  Is  it  adaptable  (adjustable) 
to  all  five  of  the  recommended  treatment  positions  ? Is  the  crystal  small 

enough  (5CM^  is  the  experts’  choice)  to  treat  the  concave  areas  ? Is  the 
electronic  circuit  stable  so  that  output  remains  constant  throughout 

treatment  ? Is  the  dosage  always  what  reads  on  the  meter  ? Is  the 
manufacturer  experienced  in  producing  equipment  for  the  medical 

profession  ? Does  he  have  dealers  everywhere  to  give  you  service  when 
you  need  it?  You  owe  it  to  yourself  to  know  the  answers  to  these  questions. 

In  all  sincerity  we  believe  that  every  Birtcher  MEGASON  Ultrasonic 
(there  ate  four  models,  you  know)  will  meet  your  every  qualification. 


THE  BIRTCHER  CORPORATION 

4371  Valley  Blvd.,  Los  Angeles  32,  California 


64  pagebooklet 
“Medical  Ultrason- 
ics in  a Nutshell” 
answers  25  com- 
monly asked  ques- 
tions about  ultra- 
sound and  contains 
abstracts  of  several 
medical  journal 
articles. 
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NEW  FEDERAL  LEGISLATION 

Maternal  Child  Health  — Senator  Neuberger 
(D.,  Ore.)  in  S.  3.504  would  increase  authoriza- 
tion for  maternal  and  child  health  care  from 
$16.5  million  to  $25  million  annually  and  for 
hospital  and  medical  care  for  crippled  children 
from  $15  million  to  $25  million.  Money  goes  to 
states. 

Social  Security  — Senator  Morse  ( D.,  Ore. ) 
in  S.  3508  would  amend  the  social  security  act 
to  (a)  provide  hospital  and  nursing  home  care 
and  surgical  benefits  identical  with  those  in  the 
Forand  bill,  (b)  increase  the  wage  base  and 
rate  for  social  security  payroll  taxes  and  (c) 
increase  social  security  benefits.  By  substituting 
a table  for  the  present  law’s  formula  to  determine 
benefits,  this  bill  would  increase  the  minimum 
to  $40  per  month,  the  maximum  family  benefit 
from  $200  to  $346.40,  and  the  maximum  indi- 
vidual primary  benefit  from  the  present  $108.50 
to  $173.20.  Also,  a more  liberal  “drop-out  period” 
would  be  provided.  The  wage  base  on  which  tax 
is  levied  would  be  increased  from  the  present 
$4,200  to  $6,000,  and  the  rate  increased  to  3V2 
per  cent  for  employer  and  employe  and  5V4  per 
cent  for  self-employed  for  the  19.59-60  period. 
By  1975  the  respective  rates  would  be  5V2  per 
cent  and  8V4  per  cent.  The  bill  also  would  in- 
crease U.  S.  public  assistance  payments  by  25 
per  cent. 

Taxes  — Senator  Hill  (D.,  Ala.)  proposes  in 
S.  3527  to  allow  an  additional  $600  income  tax 
exemption  for  persons  attending  schools  of 
higher  education. 

Water  Pollution  — In  HB  11472  Bepresenta- 
tive  Price  (D.,  111.)  would  amend  the  water 
pollution  control  act  by  increasing  the  present 
limitation  on  U.  S.  grants  from  30  per  cent  of 
the  cost  or  $250,000,  whichever  is  the  smaller, 
to  50  per  cent  or  $500,000.  Also,  the  federal 
share  would  be  increased  in  relation  to  the  num- 
ber of  cities  or  communities  participating  in  a 
joint  project.  Total  authorization  for  the  program 
would  be  raised  from  $500  million  to  $1.5  billion, 
and  annual  authorizations  from  $50  million  to 
$150  million. 

Rural  Clinics  Grants  — Senators  Payne  (B., 
Me.)  and  Flanders  (R.,  Vt. ) are  sponsoring  an 
amendment  to  Hill-Burton  to  allow  private, 
non-profit  associations  or  corporations  to  get 
up  to  $25,000  in  federal  funds  on  a matching 
basis  for  building  and  equipping  diagnostic  and 


treatment  centers.  Bural  communities  with  popu- 
lation up  to  15,000  would  be  eligible  and  the 
group  need  not  be  affiliated  with  a hospital  as 
required  for  other  Hill-Burton  projects.  This 
bill  (S.  .3.588)  was  followed  by  one  from  Repre- 
sentative Coffin  (D.,  Me.)  along  similar  lines. 
His  bill,  HR  11826,  offers  grants  to  a single  town 
of  not  over  10,000  or  a group  of  towns  with  no 
more  than  15,000.  One  major  difference  with 
the  Payne-Flanders  bill  is  that  in  HR  11826,  the 
association  or  corporation  would  have  to  have  a 
formal  affiliation  with  a non-profit  teaching 
hospital. 

Public  Works  — In  HR  11272,  Representative 
Rains  ( D.,  Ala. ) would  set  up  an  emergency 
community  facilities  and  public  works  program 
in  the  community  facilities  administration  of  the 
housing  and  home  finance  agency.  A fund  of 
$2.5  billion  would  be  used  to  purchase  obliga- 
tions of  or  to  make  loans  to  municipalities  and 
other  state  subdivisions  for  construction  of  facili- 
ties. Included  would  be  sanitation  facilities, 
water  works,  hospitals.  Senator  Chavez  (D., 
N.M.)  would  set  up  a fund  for  $14.2  billion  for 
a five-year  public  works  program,  with  $100 
million  a year  reserved  for  grants  for  water 
treatment  plants  and  $300  million  for  sewage 
plants.  Also,  this  bill  (S.  3450)  would  authorize 
medical  care  for  persons  employed  in  projects 
located  in  remote  and  isolated  areas. 

Tax  Relief  — Bills  continue  to  be  introduced 
to  allow  tax  relief  for  the  financing  of  college 
educations,  HR  11312  by  Representative  Cham- 
berlin ( R.,  Mich. ) would  allow  those  with  ad- 
justed gross  income  of  less  than  $7,500  to  deduct 
up  to  $800  for  tuition  and  fees  for  college  edu- 
cation. . . . HR  11.393  by  Representative  Cramer 
(R.,  Fla.)  would  allow  a credit  against  the  tax  of 
up  to  $400  for  college  education  costs,  but  would 
deny  the  benefit  to  those  with  scholarships  or 
fellowships  or  attending  college  under  the  G1 
bill.  ...  A bill  by  Senator  Thurmond  (D.,  S.C.) 
would  allow  a credit  of  $100  against  income  tax 
for  a taxpayer  financing  a college  education, 
but  with  the  same  restrictions  as  the  Cramer 
bill.  The  Thurmond  bill  is  S.  .3483. 

Veterans’  Administration  — Representative 
Long  (D.,  La.),  since  deceased,  introduced  a 
bill,  HR  11364,  that  would  raise  pay  for  medieal 
personnel  in  the  veterans’  administration.  The 
increase  would  be  similar  to  those  provided  in 
an  earlier  bill  (HR  6719),  but  the  latter  bill 
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would  not  elevate  optometrists  to  the  same 
status  and  pay  scale  as  physicians.  Instead,  HR 
11364  would  place  optometrists  in  the  category 
of  ancillary  medical  personnel,  such  as  biologists, 
chemists,  biostatisticians.  This  bill  also  lowers 
the  present  25  per  cent  increase  for  board  special- 
ists to  17.5  per  cent,  with  a top  salary  limita- 
tion for  them  of  $16,000. 

Union  Welfare  Funds  — In  S.  3443,  Senator 
Allott  ( R.,  Colo. ) would  require  that  union  wel- 
fare funds  ( including  health  plans ) be  required 
to  register,  make  reports  and  disclose  pertinent 
information.  The  Securities  and  Exchange  Com- 
mission would  be  in  charge  of  reports,  etc.,  and 
would  make  the  necessary  regulations.  Plans 
would  be  subject  to  the  law  if  they  operated  in 
interstate  commerce,  if  their  sponsors  were  in 
interstate  commerce,  or  if  they  were  exempt 
from  federal  taxation.  However,  plans  would  be 
exempt  if  they  were  run  by  the  federal  or  a 
state  government,  if  a part  of  workmen’s  com- 
pensation programs  or  (for  the  first  two  years) 
if  they  covered  fewer  than  100  employes. 

Defense  — Rep.  Paul  J.  Kilday  (D., 
Texas),  ranking  majority  member  of  the  house 
armed  services  committee,  would  reorganize  the 
defense  department  by,  among  other  things,  re- 
ducing the  number  of  assistant  secretaries  by  14. 
One  of  the  posts  to  go  would  be  that  of  assistant 
secretary  for  health  and  medical  matters,  now 
held  by  Dr.  Frank  Rerry.  The  Kilday  bill  is  HR 
11001.  Identical  bills  have  been  introduced  by 
Chairman  Carl  Vinson  (D.,  Ga. ) of  the  com- 
mittee and  Rep.  Leslie  Arends  (R.,  111.),  Re- 
publican house  whip. 

American  Medical  Association  supported  es- 
tablishment of  the  medical  post  in  the  reorgani- 
zation plan  of  1953,  saying  that  its  objective  was 
“to  insure  a more  equitable  utilization  of  medical 
manpower  in  the  armed  services.”  The  defense 
department  commitee  responsibile  for  drawing 
up  that  reorganization  plan  said  of  the  medical 
assistant’s  duties; 

“They  should  not  be  in  the  direct  line  of  ad- 
ministrative authority  between  him  and  the  three 
military  departments,  but  instead  should  assist 
in  developing  policies,  prescribing  standards  and 
bringing  to  the  secretary  of  defense  information 
on  which  he  may  base  his  decisions.  ...  In  view 
of  the  recognized  importance  of  maintaining 
high  health  standards  among  the  personnel  of 
the  armed  forces,  and  of  providing  and  managing 


hospitals  and  other  medical  installations  at  the 
smallest  possible  cost  in  dollars  and  professional 
personnel,  an  assistant  secretary  position  is  justi- 
fied and  necessary.  ... 

“The  assistant  secretary  should  be  charged 
particularly  with  making  studies  and  recom- 
mendations leading  toward  development  of  a 
more  unified  system  of  hospitals  and  training 
programs  for  military  medical  personnel,  es- 
pecially in  the  zone  of  the  interior.  As  several 
previous  studies  have  pointed  out,  considerable 
economies  are  possible  in  this  area.” 

Rehabilitation  — The  bill  (HR  10608)  by  Rep- 
resentative Fogarty  (D.,  R.I.)  sets  forth  a new 
approach  in  rehabilitation  in  that  it  would  not 
be  confined  to  rendering  the  disabled  person 
employable.  The  idea  is  to  provide  “independent 
living  rehabilitation  services.” 

The  Vocational  Rehabilitation  Act  would  be 
amended  to  provide  $10  million  the  first  year 
and  $20  million  the  second  year  to  states  for  a 
wide  range  of  services  including  hospitalization. 
The  measure  also  would  authorize  matching 
grants  of  $10  million,  $12.5  million  and  $15  mil- 
lion for  three  successive  years  to  set  up  public 
and  non-profit  workshops  and  rehabilitation  fa- 
cilities. 

Unemployment  Insurance  — Sen.  John  F.  Ken- 
nedy of  Massachusetts  and  16  other  senators 
propose  to  bring  all  employers  under  unemploy- 
ment compensation  coverage.  The  Kennedy  bill 
is  S.  3244.  Under  present  law,  employers  with 
three  or  fewer  employes  need  not  participate; 
this  bill  would  bring  in  many  physicians  who 
now  are  not  required  to  cover  their  one,  two  or 
three  employes.  If  this  bill  passes,  all  employers 
will  have  to  pay  to  the  fund  a sum  equal  to 
3 per  cent  of  the  first  $3,000  of  each  employe’s 
annual  salary.  However,  if  they  also  pay  into  a 
state  unemployment  compensation  fund,  they 
could  receive  a tax  credit  of  up  to  90  per  cent 
of  the  federal  payment.  In  return,  their  em- 
ployes would  be  entitled  to  unemployment  com- 
pensation, the  amount  and  length  depending  on 
the  particular  state  law.  The  Kennedy  bill  also 
would  tighten  up  requirements  on  states,  so 
monthly  payments  would  be  larger  and  the  bene- 
fits extend  for  a longer  period.  In  the  house. 
Rep.  Eugene  McCarthy  (D.,  Minn.),  has  intro- 
duced an  identical  bill,  HR  10570. 

Veterans’  Benefits  — In  HR  10961  Representa- 
tive Rogers  (R.,  Mass.)  asks  that  any  \ctcian 
over  65,  in  rcci'ipt  of  a pension  for  more  than 
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one  year,  be  entitled  to  ocular  and  dental  care 
on  an  outpatient  basis,  the  same  as  though  his 
condition  were  service-connected. 

Social  Security  — Benefits  and  the  tax  rate  and 
base  under  social  security  would  be  increased 
by  HR  10974,  by  Representative  Dent  (D.,  Pa.). 
It  would  reduce  the  retirement  age  for  both  men 
and  women  to  60,  and  make  the  dependent 
spouse  eligible  for  benefits  when  the  wage- 
earner  became  eligible.  Monthly  benefits  would 
be  increased  across  the  board.  The  minimum 
would  be  $50  per  month,  the  family  maximum 
raised  from  $200  to  $250.  One  other  provision 
would  reduce  the  amount  of  earned  income 
permitted  without  loss  of  SS  benefits  from 
$1,200  per  year  to  $600,  to  open  up  more  em- 
ployment for  younger  workers.  These  liberali- 
zations would  be  financed  by  increasing  the 
wage  base  on  which  SS  taxes  are  paid  from 
the  present  $4,200  to  $5,000.  Also,  the  tax  rate 
would  be  increased  for  both  employer  and  em- 
ploye by  one-half  per  cent  each  and  the  self- 
employed  by  three-quarters  of  1 per  cent.  An 
increasing  schedule  of  rates  would  mean  that 
by  1975  the  self-employed  with  an  income  of 
$5,000  or  more  would  pay  $356  annually,  while 
the  employed  and  employer  would  each  pay 
$237. 

Others  — Representative  Reuss  (D.,  Wis.)  in 
HR  11054  asks  that  states  be  authorized  to  shift 
Hill-Burton  hospital  construction  allotments  back 
and  forth  from  the  general  hospital  funds  to 
the  categories  — diagnostic-treatment  centers, 
chronie  disease  hospitals,  rehabilitation  centers, 
nursing  homes.  ...  In  HR  10904,  Representative 
Curtis  ( R.,  Mo. ) would  authorize  a credit  against 
income  tax  of  up  to  30  per  cent  of  money  paid 
to  colleges  as  tuition  or  other  fees  (maximum 


NEW  RULING  ON  MEDICAL 
DEDUCTIONS 

I NTERNAL  Revenue  Service  has  clarified  con- 
ditions under  which  expenses  of  travel,  under- 
taken at  a doctor’s  direction,  may  be  deducted 
from  taxable  income.  An  elderly  taxpayer,  who 
was  suffering  from  arteriosclerotic  heart  disease, 
had  been  advised  by  his  doctor  to  go  to  a pre- 
determined loeation  where  the  temperature 
would  be  more  suitable  and  where  he  could 


$1,500)  if  individual  is  a full-time  student. 

In  HR  11057,  Representative  Zablocki  (D., 
Wis. ) proposes  to  set  up  a bureau  of  older  per- 
sons within  the  department  of  health,  educa- 
tion, and  welfare  and  in  other  ways  to  provide 
assistance  to  the  aged.  The  chief  of  the  bureau 
would  assist  the  secretary  of  HEW  to  administer 
these  three  programs:  (a)  $2  million  to  states 
to  help  them  develop  projects  for  benefit  of 
the  older  population,  with  maximum  one-third 
of  eost;  ( b ) total  of  half  million  dollars  to  pubHc 
and  other  non-profit  groups  for  research  and 
training,  with  maximum  of  $30,000  to  any  group; 
(c)  $2  million  first  year,  increasing  to  $5  mil- 
lion fourth  year,  to  help  states  operate  projects, 
with  states’  allotment  between  one  and  two- 
thirds,  depending  on  state’s  relative  per  capita 
income. 

Projects  to  be  financed  would  emphasize  such 
health  problems  of  the  aged  as  “.  . . to  achieve 
a retirement  income  sufficient  for  health  . . . 
older  persons  to  receive  adequate  nutrition,  pre- 
ventive medicine,  and  medical  care,  adapted  to 
the  conditions  of  their  years  ...  to  rehabihtate 
and  to  restore  to  independent,  useful  lives  in 
their  homes  older  persons  who  are  chronically 
ill,  physically  disabled,  mentally  disturbed  or  in- 
eapacitated  . . . (and)  . . . development  of 
speeial  courses  in  sehools  and  departments  of 
medicine,  nursing,  clinical  psychology.  . .” 

Senator  Thye  (R.,  Minn.)  in  S.  3419  would 
amend  social  security  requirements  for  disabihty 
freeze  and  disability  pay  in  the  following  re- 
spects — in  addition  to  other  requirements  for 
social  security  coverage  to  qualify  for  these  bene- 
fits, applicants  have  to  be  eovered  for  five  of  the 
10  years  preceding  disability;  this  bill  would 
eliminate  this  requirement. 


receive  proper  medical  care.  The  physician  also 
banned  any  further  travel  or  sightseeing.  Also, 
the  physician  advised  the  patient  to  have  a 
nurse  accompany  him  to  administer  the  necessary 
injections  and  medications  and  to  help  him  in 
and  out  of  his  wheelchair. 

IRS  ruled  that  because  the  ti'avel  was  to 
alleviate  specific  ailments  and  was  not  for  gen- 
eral improvement  of  health,  the  taxpayer  was 
entitled  to  deduct  his  travel  expenses  and  those 
of  his  nurse. 
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WHAT  IS  THE  DIFFERENCE 
BETWEEN 

The  World  Medical  Association 
and 

The  World  Health  Organization? 

THE  WORLD  MEDICAL  ASSOCIATION 

1.  WMA  is  an  organization  of  national  medical 
associations.  The  unit  of  raembership  is  the  most 
representative  national  medical  association  in 
each  country.  It  is  completely  non-governmental. 
It  is  not  part  of  the  U.  N.  It  is  a voluntary 
organization. 

2.  WMA  represents  the  practicing  medical 
profession. 

3.  WMA  was  organized  in  1947  by  AMA  rep- 
resentatives and  Western  European  medical 
leaders.  Purpose  was  to  exchange  medical  know- 
ledge, to  protect  the  freedom  of  medicine,  and 
promote  world  peace. 

4.  Each  member  association  sends  two  dele- 
gates, two  alternate  delegates  and  observers  to 
the  general  assemblies  — the  supreme  policy 
making  body  of  WMA. 

5.  The  executive  body  of  WMA  is  the  coun- 
cil. This  meets  twice  a year  and  comprises  II 
members  elected  from  the  assembly  and  the 
president,  president-elect  and  treasurer. 

6.  WMA  is  supported  by  members’  dues  and 


SIX  AMERICAN  WOMEN 
PHYSICIANS  CHOSEN  FOR 
MONTH  TOUR  OF  RUSSIA 

IX  AMERICAN  women  medical  scientists 
have  been  chosen  for  a month  tour  of  medical 
institutions  in  Russia  under  the  exchange  agree- 
ment that  brought  six  Russian  women  physi- 
cians to  this  country  for  a similar  tour  last 
October.  The  American  women  will  leave  the 
second  week  in  May.  Selections  were  made  by 
the  National  Academy  of  Science.  The  Rocke- 
feller Foundation,  American  Medical  Associa- 
tion and  the  American  Medical  Women’s  As- 
sociation made  recommendations  and  helped 
with  preliminary  arrangements. 

In  Russia,  their  separate  itineraries  will  be 
planned  by  Russian  authorities  in  line  with  the 
\4sitors’  particular  scientific  interests.  Dr.  Helen 


contributions  and  the  annual  budget  is  about 
$165,000. 

7.  American  physicians  and  allied  corpora- 
tions interested  in  the  work  of  WMA  are  organ- 
ized as  the  United  States  Committee  of  the 
World  Medical  Association. 

THE  WORLD  HEALTH  ORGANIZATION 

1.  WHO  is  an  intergovernmental  health 
agency.  The  members  are  the  governments  that 
accept  the  nine  principles  upon  which  WHO  is 
founded. 

2.  WHO  represents  governments  in  their  pub- 
lic health  and  medical  activities. 

3.  WHO  is  the  result  of  proposal  of  U.  N.  in 
1945  to  create  a specialized  agency  to  deal  with 
all  matters  related  to  health  on  a world-wide 
scale. 

4.  Each  member  government  sends  three  dele- 
gates, chosen  preferably  from  the  national  health 
administration  of  the  government,  to  the  annual 
world  health  assembly. 

5.  The  executive  board  of  WHO  is  the  ex- 
ecutive body  and  consists  of  18  members  elected 
to  represent  18  member  governments. 

6.  WHO  is  supported  by  dues  allocated  by 
the  U.  N.  scale  and  the  budget  for  1958  is  $13 
million. 

7.  American  citizens  interested  in  the  work 
of  WHO  are  organized  as  the  Citizens’  Com- 
mittee for  the  World  Health  Organization. 


R.  Taussig  of  Johns  Hopkins  University  Hos- 
pital will  head  the  delegation.  She  is  a pedia- 
trician who  has  won  international  recognition 
for  contributions  to  the  treatment  of  cardiac 
diseases  in  children.  Other  members  selected 
are:  Dr.  Leona  Raumgartner,  commissioner  of 
health.  New  York  City;  Dr.  Thelma  R.  Dunn, 
National  Institutes  of  Health,  Rethesda,  Md., 
an  outstanding  investigator  of  the  pathol- 
ogy of  cancer;  Dr.  Jean  Henley,  (Russian- 
speaking),  College  of  Physicians  and  Surgeons, 
Columbia  University,  head  of  the  department  of 
anesthesiology,  Francis  Delafield  Hospital;  Dr. 
Esther  C.  Marting,  radiologist.  University  of 
Cincinnati  School  of  Medicine,  Cincinnati,  Ohio, 
and  past  president  of  the  American  Medical 
Women’s  Association;  Dr.  Margaret  H.  Sloan, 
National  Academy  of  Sciences  — National  Re- 
search Council,  Washington,  D.  C. 
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HERE  TO  SERVE 

Nowadays  many  people  are  asking  for  bill  con- 
solidation. Not  only  do  they  prefer  to  pay  in 
monthly  installments  but  they  find  it  an  economic 
necessity. 

Often  a patient  is  faced  with  a number  of  medical 
bills.  He  perhaps  can  afford  to  pay  only  a little 
on  each  account  or  concentrate  on  one  and  neglect 
the  others.  Consolidation  is  the  answer  to  his 
problem. 

Here  at  M & D we  strive  to  serve  not  only  the 
professions  but  also  their  patients.  We  have  avail- 
able, yours  for  the  asking,  statement  enclosures 
that  outline  THE  BUDGET  PLAN  FOR  HEALTH 
and  the  opportunity  it  presents  to  consolidate  all 
medical  expenses. 

Many  hospitals  in  Arizona  use  much  the  same  en- 
closure to  guide  the  patient. 

In  guaranteeing  prompt  payment  to  the  doctor  and 
hospital  and  allowing  the  patient  to  pay  in  a con- 
solidated monthly  payment,  M & D hopes  to  serve 
the  best  interests  of  all. 


First  Street  at  Willetta  • Phoenix  • AL  8-7758 
31  North  Tucson  Boulevard  • Tucson  • MA  3-9421 
456  North  Country  Club  Drive  • Mesa  • WO  4-5668 
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WHERE  WE  ARE 

By  James  L.  Doenges,  M.D. 

Each  has  his  own  understanding  of  just  what 
“freedom”  means.  However,  many  facets  are 
common  to  all.  They  are  all  a part  of  the  entire 
concept.  The  problems  of  the  medical  profes- 
sion are  only  a small,  but  extremely  important, 
part  of  the  whole.  To  mention  some  of  these 
should  enable  all  to  understand  better  the  entire 
problem.  What  is  happening  to  the  medical 
profession  is  part  of  the  comprehensive  plan 
to  destroy  all  freedom. 

Many  are  discouraged  — and  with  good  rea- 
son. The  flood  of  socialism  rushes  over  us  from 
every  side.  Our  efforts  seem  futile  — far  too 
little,  much  too  late. 

Leonard  Read  has  stated  that  one  must  be 
willing  to  be  in  the  minority,  even  if  it  is 
minority  of  one!  I subscribe  to  this  philosophy. 
After  all,  it  is  difficult  for  such  a minority  to 
decrease  in  size  — and  a gain  of  100  per  cent 
may  be  achieved  by  convincing  the  other  per- 
son! 

It  is  not  our  purpose  to  discuss  the  motives, 
motivating  factors,  or  purposes  which  have 
caused  or  produced  actions  which  have  resulted 
in  the  present  deplorable  situation  of  the  medical 
profession.  Actually,  this  would  be  impossible. 

Many  of  us  believe  the  various  programs 
which  have  done  so  much  to  socialize  medicine 
are  the  result  of  a master  plan.  Evidence  is 
abundant  to  substantiate  this  position. 

However,  we  should  be  charitable  and  believe 
that  much  has  happened  because  some  wanted 
to  “do  good,”  “help,”  or  “alleviate  the  suffering” 
of  others.  In  fact,  much  of  this  socialism  has 
been  promoted  by  innocents  who  want  all  to 
have  the  “best  medical  care”  — always  at  the 
expense  of  someone  else. 

We  have  been  told  medical  progress  is  so 
rapid  and  so  expensive  that  only  the  rich  can 
afford  adequate  care.  The  American  public  has 
never  been  sold  a falser  bill  of  goods!  However, 
along  with  everything  else,  those  who  make 
such  statements  turn  to  the  federal  government 
for  relief  of  these  and  all  other  difficulties.  They 
do  not  realize  they  are  falling  into  the  plan  to 
destroy  all  freedom  in  so  doing. 

Regardless  of  the  intent,  the  results  are  tragic. 
V\’e  live  with  the  results  — not  the  intent. 

It  has  been  stated  that  Lenin  described  the 


practice  of  medicine  as  the  “keystone”  in  the 
arch  of  the  Socialist  state.  Whether  or  not  this 
is  true,  the  implication  is  not  in  error.  Those 
who  would  establish  absolute  control  appreci- 
ate the  importance  of  controlling  those  who  prac- 
tice the  healing  arts. 

In  the  first  place,  most  people  really  want 
to  be  well.  The  physician  is  their  hope  of  re- 
maining well  or  of  regaining  health  should  ill- 
ness be  present.  Illness,  regardless  of  type  or 
degree,  is  associated  with  discomfort,  incon- 
venience, or  at  least,  a variable  amount  of 
displeasure. 

Control 

Of  equal  importance  is  the  emotional  factor. 
Few  fail  to  become  emotional  in  one  way  or 
another,  when  illness  is  present.  Every  person 
desires,  at  one  time  or  another,  some  care  from 
a physician. 

Disregarding  the  important  areas  of  confi- 
dence, trust,  responsibility,  and  reliance,  we  must 
admit  that  he  who  controls  those  who  are  to 
administer  to  the  average  citizen  when  he  is  ill 
or  when  his  emotions  in  regard  to  illness  in  him- 
self or  another  are  involved,  is  in  a position 
to  control  the  individual. 

If  the  medical  profession  can  be  controlled 
by  government,  all  others  will  succumb.  If  the 
profession  cannot  be  controlled,  it  will  remain 
an  island  of  freedom  which  will  cause  a regrowth 
of  the  love  of  freedom  in  every  other  group.  The 
intimate,  personal,  and  confidential  nature  of 
the  patient-physician  relationship  must  be  de- 
stroyed before  collectivism  can  achieve  its  goal. 

Just  where  is  the  medical  profession  along 
the  road  to  collectivism,  away  from  freedom, 
today? 

Our  story  is  little  different  from  that  of  any 
other  group  or  segment  of  the  economy.  The 
paths  are  seperate,  but  the  end  is  the  same.  The 
pattern  of  destruction  differs  only  in  detail.  The 
master  plan  is  obvious. 

Each  group  has  had  its  share  of  “Judas  Goats.” 
Each  group  has  succumbed  to  pressure  from 
those  who  accomplish  their  purposes  by  gen- 
erating “public  demand”  for  governmental  in- 
terference. Each  group  has  attempted  “to  satisfy” 
the  forces  of  evil  — and  in  so  doing,  has  sur- 
rendered its  principles.  The  medical  profession 
provides  a perfect  example. 

One  would  think  that  the  simple  ability  to 
observe  the  fate  of  the  profession  in  other  coun- 
tries would  prevent  the  acceptance  of  socialistic 
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practices  here.  Unfortunately  the  “ability  to  ob- 
serve” is  not  always  accompanied  by  understand- 
ing or  the  desire  to  learn,  or  even  the  willing- 
ness to  continue  observing. 

Confusion 

Today,  the  plight  of  the  medical  profession 
in  the  United  States,  in  relationship  to  socialistic 
practices,  is  much  worse  than  many  realize  or 
will  admit.  Superficially,  the  profession  seems 
to  enjoy  a large  amount  or  moderate  degree  of 
freedom.  That  which  appears  on  the  surface  is 
underlaid  by  an  extremely  hard  and  brutal 
foundation  of  control  and  coercion,  professional 
as  well  as  governmental. 

Confusion  as  to  the  meaning  of  socialism  as- 
sists in  promoting  its  realization.  Just  what  is 
“socialized  medicine?” 

As  in  the  field  of  religion,  some  point  to 
minor  particulars  to  establish  an  exception  to 
the  control  principles.  These  particulars,  though 
used  as  “reasons”  by  our  apologists,  are  actually 
“excuses”  and  of  no  significant  value  in  the  final 
evaluation.  They  only  provide  those  who  use 
them  a means  of  searing  their  conscienee  to 
their  own  abandonment  of  principles. 

Socialism  means  many  different  things  to  dif- 
ferent people.  “Government  control  of  the  means 
of  produetion  and  the  distribution  of  the  prod- 
ucts of  labor”  leaves  many  confused.  Some  find 
the  idea  of  the  ability  of  government  to  claim 
and  take  the  product  of  one’s  labor  and  the 
power  to  eliminate  private  ownership,  a more 
satisfactory  description.  You  need  no  definitions 
from  me. 

We  must  realize  one  fact.  It  does  not  have 
to  be  a federal  government  to  establish  a system 
of  socialism.  That  is  the  most  obvious  method. 
However,  groups  may  impose  socialistic  prac- 
tices upon  themselves  as  long  as  they  control 
the  means  of  production  and  eliminate  the  in- 
dividual right  to  dispose  of  the  product  of  his 
labor.  Socialistic  communities  have  come  into 
existence  — and  perished.  Free  people  have 
voted  themselves  into  socialism.  Even  certain 
enterprises  and  industries  have  been  socialized 
at  local,  state  and  national  levels.  It  doesn’t  re- 
quire an  act  of  congress. 

Not  Free 

Many  would  say  the  medical  profession  is 
free,  unrestricted,  an  example  of  “laisez  faire 
capitalism.”  Those  who  know  will  tell  you  dif- 
ferently. We  must  be  interested  in  “beginnings” 


as  well  as  “ends,”  in  degrees  as  well  as  absolutes. 

In  England  where  there  is  no  question  that 
the  medical  practice  is  socialized,  there  are 
several  thousand  physieians  who  refuse  to  par- 
ticipate. However,  none  would  suggest  that 
socialized  medicine  in  England  is  not  a fact! 

In  the  United  States  today,  the  medical  pro- 
fession is  to  an  amazing  degree  practicing  social- 
ized medicine.  An  extremely  large  number  of 
physicians  are  doing  so  without  understanding 
what  they  are  doing.  They  still  have  private 
practices,  but  part  of  their  practice  is  being 
controlled  by  governmental  or  certain  private 
agencies. 

The  importance  of  the  practice  of  medicine 
in  establishing  a Socialist  state  must  be  empha- 
sized. Illness  is  one  item  with  which  few  are 
prepared  to  cope.  Most  necessities  can  be  se- 
cured through  various  ageneies  in  reasonable 
time.  However,  only  human  beings,  trained  in 
the  healing  arts,  can  supply  the  necessary  judg- 
ment to  render  proper  care  to  those  who  are  ill. 
No  government,  or  other  agency,  can  supply 
medical  care.  It  has  to  be  provided  by  acting 
human  beings. 

If  all  physicians  realized  this  and  refused  to 
participate  in  schemes  to  establish  socialized 
medicine,  there  would  be  no  problem  — and  all 
people  would  continue  to  receive  a superior 
quality  of  medieal  care. 

Unfortunately,  some  seem  not  to  realize  what 
they  are  doing  or  to  reeognize  the  type  of  prac- 
tice in  which  they  are  engaged.  Some  openly 
seek  refuge  from  competition  with  those  more 
capable  and  more  successful  by  becoming 
salaried  employes  of  government.  These  have 
not  the  ability  to  be  successful  elsewhere.  They 
attain  a position  of  authority  through  the  agency 
of  force,  government,  they  could  never  earn  in 
competition.  A discussion  of  the  inadequacies  of 
the  average  government  employe  and  the  reasons 
for  his  flight  from  competition  in  the  market 
economy  would  provide  a better  understanding 
of  the  reasons  for  “big”  government. 

“Master  Plan” 

Some  physicians  have  adopted  the  immoral 
attitude  that  “if  you  can’t  beat  them,  join  them.” 
This  has  persuaded  many  to  participate  in  pro- 
grams they  would  otherwise  shun.  Surrender 
requires  no  expenditure  of  energy,  and  the  ma- 
terial rewards  arc  presi'iit,  real,  and  \isible. 

The  greatest  single  steji  toward  socializc'd 
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medicine  was  taken  when  the  medical  profession 
permitted  “third  parties”  to  enter  the  traditional 
patient-physician  relationship.  This  is  a de- 
ciding factor  in  every  program.  The  practice 
of  medicine  is  doomed  when  that  relationship  is 
violated.  Quality  of  medical  care  becomes  a 
thing  of  the  past. 

We  have  mentioned  the  “master  plan”  to 
establish  socialism  in  this  nation.  To  those  who 
have  studied  the  procedure  by  which  a free 
people  are  led  into  or  induced  to  vote  them- 
selves into  slavery,  the  present  picture  of  our 
nation  is  frightening. 

We  wonder  at  the  amazing  ability  of  men  in 
important  positions  to  refuse  to  see,  to  ignore 
the  facts,  to  minimize  the  warnings  posted  so 
clearly  for  all  to  see.  Their  actions  require  that 
they  be  credited  with  lack  of  insight,  or  pos- 
sibly with  an  inability  to  believe  that  man 
could  be  so  cruel  to  his  fellow  man. 

Comparable  actions  are  found  in  the  fact  that 
few  believed  Hitler  meant  what  he  said  in  “Mein 
Kampf.”  Even  today  our  “statesmen”  refuse  to 
believe  that  the  Communists  mean  what  they  say 
— in  spite  of  the  fact  they  have  written  their 
plan  — published  it  — and  continue  to  reprint 
it  — for  all  to  see.  The  same  refusal  of  our 
leaders  to  see  — to  appreciate  what  they  see  — 
has  drawn  the  medical  profession  into  a state 
of  domination  by  the  federal  government. 

In  spite  of  the  facts,  many  medical  “leaders” 
refuse  to  admit  what  they  know  to  be  true.  Many 
physicians  in  the  United  States  are  practicing 
socialized  medicine.  Only  a few  who  refuse  to 
participate  in  any  such  schemes  are  not  engaged 
in  one  form  or  another  of  this  organized  de- 
struction of  the  free  practice  of  medicine. 

Role  of  ILO 

The  present  position  of  American  medicine 
was  not  reached  overnight,  or  by  one  avenue. 
Many  approaches  were  used. 

The  history  of  the  last  100  years  provides 
us  with  examples  our  “planners”  have  copied 
to  perfection.  Who  among  the  unsuspecting 
would  think  that  a program  known  as  “social 
insurance”  in  Mismark’s  Germany  and  “social 
security”  in  the  United  States  would  be  full 
brothers  — and  would  include  the  socialization 
of  the  practice  of  medicine?  However,  it  worked 
so  well  in  Germany  and  other  European  coun- 
tries that  it  was  copied  by  American  Socialists 
with  telling  results. 


Bismark’s  system  provided  certain  rather  large 
“benefits”  for  a very  small  tax  for  the  low  in- 
come groups.  Soon  other  groups  demanded 
coverage.  This  included  medical  care.  In  time, 
the  entire  population  was  included  and  the 
fallacy  became  evident.  Socialism  can  function 
successfully  in  one  segment  of  the  economy 
only  as  long  as  it  can  parasitize  the  successful 
free  economy  of  other  segments  of  the  economy. 
The  same  is  true  among  nations. 

. After  the  first  World  War,  the  International 
Labor  Organization  was  formed.  Its  purposes 
are  the  establishment  of  world  wide  socialism. 
Its  plans  for  social  security  and  socialized  medi- 
cine are,  to  a considerable  degree,  based  on  the 
programs  of  Bismark. 

We  joined  the  ILO  in  1934  and  became  a 
treaty  member  in  1948.  We  are  bound,  by  treaty 
to  the  ILO,  a special  agency  of  the  U.  N.,  to 
consider  and  place  into  domestic  law  the  recom- 
mendations and  conventions  of  the  ILO  at  the 
earliest  possible  date. 

One  of  the  achievements  of  the  ILO  of  which 
it  is  most  proud  is  that  two  of  its  technical 
advisors  came  to  the  United  States  and  helped 
plan  our  social  security  law. 

This  law  has  been  amended  and  expanded 
until  its  original  purpose  is  almost  completely 
lost  and  it  has  become  a most  important  in- 
strument of  socialism. 

The  last  amendments  provided  for  establish- 
ment of  benefits  for  permanent  and  total  dis- 
ability, among  other  things.  This  requires  a 
physician  s certificate  and  although  the  patient 
is  still  responsible  for  the  examination,  we  all 
know  who  pays  in  the  long  run. 

We  also  have  the  “disability  freeze”  which 
requires  medical  certification. 

Bills  are  pending  in  congress  to  reduce  the 
age  at  which  government  benefits  may  be  col- 
lected for  “permanent  and  total”  disability  as 
well  as  establishing  a system  of  benefits  for 
“temporary”  disability. 

Also  pending  are  bills  to  provide  medical  care 
for  all  receiving  social  security  benefits. 

Other  bills  would  provide  that  aid  to  certain 
groups  of  children  continue  as  long  as  the  phy- 
sical defect  exists,  in  short,  for  life. 

All  of  these  require  medical  certification  and 
the  plan  includes  the  payment  of  medical  ex- 
penses by  the  government.  Think  of  the  millions 
of  people  involved  and  incidentally,  of  the  num- 
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ber  of  physicians  involved. 

None  would  suggest  that  our  men  and  women 
who  have  sustained  physieal  injury  or  disability 
in  service  should  not  be  given  the  best  of  care. 
This  attitude  was  fundamental  in  establishing 
the  medieal  division  of  the  veterans’  administra- 
tion. However,  this  administration  has  become 
one  of  the  greatest  agencies  promoting  govern- 
ment medicine. 

Abuses  Grow 

Being  unable  to  fill  their  hospitals  with  serv- 
ice connected  eases,  they  now  have  as  high  as  70 
per  cent  of  their  beds  filled  with  non-service 
conneeted  cases. 

The  abuses  in  regard  to  these  procedures  have 
been  widely  publieized.  All  serviees  may  be  ob- 
tained by  the  individual  signing  a statement  that 
he  cannot  pay  for  private  eare.  The  statement 
cannot  be  ehallenged  or  investigated. 

Care  for  dependents  has  expanded  enormous- 
ly. Care  rendered  to  both  the  veteran  and  de- 
pendents by  physieians  in  the  local  communities, 
paid  for  by  the  VA  is  of  enormous  proportions. 

By  means  of  “presumption”  of  serviee  eonnee- 
tion,  many  other  cases  beeome  the  responsibility 
of  the  administration. 

There  are  about  20  million  veterans  today. 
Think  of  the  number  of  dependents  and  the  num- 
ber of  physicians  involved. 

A most  reeent  outgrowth  is  known  as  Medi- 
eare,  a program  of  providing  for  care  for  all  de- 
pendents of  service  men  in  their  home  eommun- 
ities  by  utilized  loeal  physicians.  The  term  “de- 
pendents” is  all  inelusive.  The  physician  is  paid 
by  some  insuranee  company  which  is  reimbursed 
by  the  department  of  defense  with  money  taken 
from  the  people  in  taxes.  This  is,  by  definition, 
socialized  medieine. 

Proposals  are  pending  in  eongress  to  provide 
similar  benefits  for  other  groups. 

For  years,  proposals  have  been  made  for  out- 
right soeialized  medieine  to  be  known  as  health 
insurance.  Never  forget,  you  cannot  “insure” 
health,  you  can  only  insure  against  the  losses  in- 
eurred  if  one  beeomes  ill.  Government  has  no 
special  province  here. 

After  these  programs  failed,  proposals  for  gov- 
ernment “re-insurance”  were  submitted  and  are 
still  in  the  plan.  This  would  effectively  establish 
government  control  in  one  segment  of  the  health 
insurance  field  and  would  make  certain  its  even- 
tual success  in  taking  over  the  entire  field.  It  is 


part  of  the  plan  of  the  ILO  to  destroy  the  private 
insurance  industry  and  control  the  practice  of 
medicine. 

Federal  aid  to  medical  schools  for  scholar- 
ships, construction,  and  operation  is  a current 
issue.  It  can  only  lead  to  government  control. 

Federal  aid  for  hospital  construction  has  be- 
come enormous.  This  program,  supposed  to  be  a 
“one-time”  appropriation,  has  grown  and  grown. 
In  spite  of  all  that  has  been  said,  it  does  give  the 
government  the  right  to  eontrol  those  hospitals. 

The  bill  has  been  expanded  to  aid  clinies,  nurs- 
ing homes,  diagnostie  centers,  etc.  Once  started, 
there  seems  to  be  no  end. 

Think  of  all  the  welfare  programs  which  pro- 
vide care  of  all  kinds,  ineluding  medieal  care, 
for  the  indigent  and  recipients  of  various  types 
of  publie  welfare.  These  all  require  physicians, 
in  every  eommunity,  to  provide  those  serviees. 

Many  of  us  refuse  to  aeeept  payment  from 
such  agencies,  but  treat  our  patients  as  private 
eases  without  eharge.  We  believe  this  is  the 
proper  way  of  doing  it. 

You  undoubtedly  know  that  there  have  been 
bills  introduced  to  subsidize  women  for  having 
children.  Their  professional  eare  would  soon  be 
provided. 

More  Interference 

We  observe  with  considerable  fear  the  sudden 
interest  of  government  in  the  field  ealled  mental 
health.  This  area,  by  the  very  vague  nature  and 
poor  comprehension  of  definitions  and  condi- 
tions, is  not  subject  to  reasonable  limitations. 
The  outline  for  such  programs  is  to  be  found  in 
the  publications  of  various  international  Socialist 
groups. 

Another  area  of  government  interferenee  in 
medical  affairs  is  that  of  the  department  of  pub- 
lic health  promoting  the  addition  of  medieations 
to  public  water  supplies.  The  possibilities  of  this 
proeedure  are  frightening  and  all  lead  to  gov- 
ernment deciding  what  it  believes  is  good  for 
the  people  — and  forcing  it  upon  them. 

Socialized  medicine  in  actuality,  can  exist  on 
a so-ealled  “voluntary  basis.”  Labor  unions  and 
other  groups  establish  clinics  and  hospitals.  They 
employ  physicians  who  work  for  the  group,  not 
for  the  patient,  at  a salary  or  “panel  ” rate. 

One  “sacred  cow”  which  must  not  be  over- 
looked are  the  so-called  “voluntary”  programs 
whicli  promise  all  things  to  all  people.  These  tax 
exempt  groups,  operating  under  enormous  spe- 
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cial  privilege,  are  attempting  to  set  physicians’ 
fees  and  to  satisfy  the  Socialists  by  promising 
that  they  can  get  the  doctors  to  do  whatever 
they  desire.  The  dangers  of  these  programs  are 
not  completely  understood  by  most. 

Another  area  in  whieh  real  danger  of  govern- 
ment lies,  is  in  many  of  the  voluntary  groups  for 
special  diseases  or  groups  of  diseases.  There  is 
too  great  a tendeney  of  those  in  charge  of  sueh 
programs  to  suceumb  to  government,  and  open 
the  door  for  government  eontrol  and  operation. 
The  recent  vaccine  program  of  the  federal  gov- 
ernment is  an  excellent  example. 

Eaeh  subject  we  have  mentioned  provides  ma- 
terial for  hours  of  discussion.  We  have  men- 
tioned only  a few.  There  are  many  others. 

The  federal  government  has  its  finger  in  prac- 
tically every  activity  in  the  field  of  health.  Di- 
rectly or  indirectly,  through  state  or  loeal  agen- 


HOUSE  GROUP  SHIES  AWAY  FROM 
SMOKING  — CANCER  BUT 
SCORES  INDUSTRY 

T 

I HE  house  governing  operations  subcommittee, 
reporting  on  its  first  study  into  misleading  ad- 
vertising in  the  health  fields,  takes  no  stand  in 
the  cigaret  vs.  cancer  debate.  But  it  pulls  no 
punches  for  eigaret  manufacturers,  their  adver- 
tising and  the  role  of  the  Federal  Trade  Com- 
mission in  policing  cigaret  ads.  The  subcommit- 
tee headed  by  Representative  Blatnik  (D., 
Minn. ) made  its  report  to  the  full  committee 
Feb.  19  and  received  approval. 

“There  is  little  doubt,”  the  report  states,  “that 
the  emergence  of  the  filter  cigaret  is  attributable 
to  the  widespread  public  belief  that  eigaret 
smoking  is  a health  hazard.  Also  fixed  in  the 
public  mind  is  the  belief  that  the  filter  tip  cig- 
aret furnished  protection  against  such  health 
hazards.  The  eigaret  industry  has  done  a grave 
disservice  to  the  smoking  public,  initially,  bla- 
tantly, and  more  recently,  very  subtly  publiciz- 
ing the  filter  tip  smoke  as  a health  protection.” 

The  subcommittee  said  it  was  not  its  purpose 
to  evaluate  the  epidemiological  studies  of  the 
American  Cancer  Society,  the  position  of  the 
study  group  on  smoking  and  health,  the  public 
health  service  and  individual  researchers.  But  it 
noted  that  the  controversy  undoubtedly  has 
spurred  additional  research  to  isolate  carcino- 
genic agents  in  cigarets  or  to  refute  the  conten- 
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cies,  it  enters  the  practice  of  almost  every  physi- 
cian in  almost  every  community. 

If  we  are  strict  in  our  definitions,  these  prac- 
tices constitute  socialized  medieine  since  in  the 
final  analysis,  the  bill  is  paid  through  the  patient 
or  some  governmental  agency  out  of  tax  money. 
It  is  a depressing  thought. 

However,  there  is  an  answer.  It  is  as  old  as 
Christianity.  The  answer  lies  in  physieians  and 
all  other  eitizens  understanding  these  practices 
for  what  they  are  — soeialism  — and  returning  to 
the  utilization  of  true  Christian  charity  — as  part 
of  the  privilege  of  praeticing  medicine  as  free 
men,  in  a free  land.  It  requires  that  individual 
responsibility  be  recognized  and  admitted  by  the 
public.  Physicians  should  treat  those  unable  to 
pay  in  the  true  Christian  spirit  as  an  evidenee  of 
love  — and  not  expect  government  to  pay  the  bill. 
There  is  no  other  answer. 


tion  that  they  are  a factor  in  cancer  causation  or 
a health  hazard  in  other  respects. 

Other  findings:  (I)  the  FTC  has  failed  in  its 
statutory  duty  to  prevent  deceptive  acts  or  prac- 
tices in  advertising  and  its  activities  to  prevent 
this  deception  were  “weak  and  tardy.”  As  a re- 
sult, “the  connection  between  filter  tip  cigarets 
and  proteetion’  has  beeome  deeply  embedded 
in  the  publie  mind,”  ( 2 ) the  manufacturers  have 
deeeived  the  American  public  through  their  ad- 
vertising of  filter  tip  cigarets;  actually  the  tobac- 
eos  are  darker  and  stronger  in  filter  smokes  now, 
giving  a higher  level  of  nieotine  and  tar  despite 
the  filter,  and  ( 3 ) the  industry  has  failed  to  tes- 
tify and  “it  is  indeed  most  reprehensible  that  the 
tobacco  industry  should  so  shirk  its  vast  respon- 
sibilities to  the  consumer  and  apparently  con- 
spire to  boycott  the  hearings  of  a congressional 
committee.” 


RADIUM  and  RADIUM  D+E 

(Including  Radium  Applicators) 

FOR  ALL  MEDICAL  PURPOSES 
Est  1919 

Quincy  X-Ray  and  Radium  Laboratories 
(Owned  and  Directed  by  a Physician-Radiologist) 
Harold  Swanberg,  B.  S.,  M.  D.,  Director 
W.  C.  Lb  Bldg.  Quincy,  Illinois 
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base  or  the  hydrociiloride  alone.  In  addition,  the 
average  levels  derived  from  the  tetracycline  base  or 
the  chlortetracyciine.  base  were  higher  than  those  pro- 
duced hy  the  corresfxmding  hydixxrhloride  though 
lower  than  those  resulting  from  the  mixture  contain- 
ihg  the  base  and  sodium  metaphosphate.  In  the  study 
with  chlortetracyciine®  capsules  containing  a mixture 
of  the  hydrochloride  and  .sodium  nietaphosphate  were 
also  included  in  the  cros.soser.  and  the  average  levels 
prodiiced  by  tbet;e  capsules  were  tlx  same  as  with  the 
mixture  of  chlortetracyciine  base  with  sodium  meta- 
phosphate. 

Although  the  enhancement  of  blood  levels  of  tetra- 
cycline b'y  phosphate,  either  complexed  to  the  tetra- 
‘cyciine  or  mixed  with  the  base  or  the  hydrochloride, 
thus  seemed  fairly  well  established,  some  doubts  still 
remained  because  certain  reliable  observers  ( includ- 
ing many  whose  results  have  not  been  published) 
failed  to  confirm  the  findings  with  the  materials  and 
methods  they  used.  Furtlrer  confusion  seemed  to  be 
added  by  a subsixjucnt  re|X5rt  of  Welch  et  al./  w'ho, 
in  repeating  a crossorer  study  with  capsules  of  tetra- 
cycline phosphate  complex  and  tetracycline 
chloride  with  and  without, .sodb*--' 
phate,  ■ fpuo  ’ ' t « 


-^  txs  v ui“iti^urr  j 

antibacterial  activity  than  was  observed  in  their  ab- 
sence. Oil  and  sorbitol  did  not  interfere  with  tetra- 
cycline absorption. 

Dkakium  phosphate  is  widely  used  as  a filler  in 
various  cap.sules,  including  those  of  the  tetracyclines. 
The  authors  cite  a large  number  of  other  studies  that 
implicate  the  presence  of  calcium  ions  as  the  cause  of 
the  reduced  absorjjtion  of  tetracsclines  and  show  that 
citric  acid  can  partially  neutralize  this  effect.  The 
depressing  effect  of  food  ofi  the  serum  levels  of  tetra- 
cycline is  likewise  explained  by  the  goodly  amount  of 
minerals  contained  in  commercial  laboratory  diets, 
and  they  postulate  that  the  multivalent  cations  may 
be  responsible  for  the  poorer  absorption,  of  the  drug. 
The  autliors  could  not  explain  the  failure  of  citric 
acid  to.  enhance  serum  concentrations  when  admin- 
istered with  tetracycline  base  in  contra.st  to  ffs  marked 
effect  when  given  as  the  hydrcKhioride.  Howes  er, 
they  hypothesized  that  the  ability  , of  citric  acid  to 
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Editorial. 

The  New  England  Journal  of  Medicine. 
258:97-99,  (January  9)  1958. 


Krhr  ’ meftfibfted  paper  of 
It'al.’  indicates,  that  in  their  study  the  capsules 
tetracycline 'hydrochloride,  chlortetracyciine  hydro- 
chloride and  tetracycline  phosphate  complex  all  con- 
tained dkakium  phosphate  as  a filler,  whereas  the 
capsules  containing,  citric  acid  and  sodium  hexameta- 
phosphate  did  not  contain  any  dicalcium  phosphate. 
This  could  clearly  explain  the  discrepancies  noted  in 
that  study.'  Likewise,  the  inconsistencies  in  othc 
\ studies  may  very  well  have  b«»’n  due  tn  thf^  — - 
^'•^of  calcium  as  fillers  in  sor 
'''thers. 

'' V however^, " 
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TETRACYCLINE  HCI  BUFFERED  WITH  CITRIC  ACID 

is  tetracycline  and  citric  acid 
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IDENTIFY  YOURSELF  WITH 
WORLD  MEDICINE 

through 

THE  WORLD  MEDICAL  ASSOCIATION 
by  joining  its 

UNITED  STATES  COMMITTEE,  INC. 

( Approved  by  American  Medical  Association ) 
Your  Membership  Brings  You  . . . 

1.  Certificate  of  Membership,  your  introduc- 
tion card  to  700,000  doctors  of  nearly  60  nations 
joined  in  a world-wide  movement  for  the  highest 
possible  level  of  medical  service. 

2.  The  World  Medical  Journal,  published  bi- 
monthly, and  all  published  studies  of  WMA,  with 
data  nowhere  else  available  on  scientific,  eco- 
nomic, educational  and  social  trends  in  world 
medicine. 

3.  Letters  of  introduction  to  foreign  medical 
associations  and  their  members,  facilitating  pro- 
fessional contacts  when  traveling  abroad. 

4.  A share  in  representing  the  interests  of  the 
practicing  physician  before  other  international 
groups  dealing  with  medicine. 

5.  The  satisfaction  of  sharing  the  advantages 
of  American  medical  progress  with  other  lands, 
and  at  the  same  time  helping  to  protect  the 
freedom  of  medicine. 

JOIN  TODAY! 

Dr.  Louis  H.  Bauer,  Secretary-Treasurer 
U.  S.  Committee,  Inc.,  World  Medical 

Association 

10  Columbus  Circle,  New  York  19,  New  York 
I desire  to  become  an  individual  member  of  The 
World  Medical  Association,  United  States  Com- 
mittee, Inc.,  and  enclose  check  for  $ 

my  subscription  as  a; 

Member  — $10  a year 

Patron  Member  —$100  or  more 

per  year 

Life  Member  —$250  ( no  further 

assessments ) 

Signature  

Address  


(Contributions  are  deductible  for  income  tax 
purposes  ) 

Please  make  checks  payable  to  the  U.  S.  Com- 
mittee, The  World  Medical  Association. 


LOCATION  INQUIRIES 

BONNET,  JOHN  DAVID,  M.D.,  1304  Fourth 
Ave.,  S.  W.  Rochester,  Minn.;  I;  1952  graduate 
of  Johns  Hopkins  Medical  School;  interned  at 
Johns  Hopkins  Hospital.  Is  licensed  in  the  states 
of  Maryland  and  Minnesota.  Has  fulfilled  his 
military  obligations.  Prefers  group  practice  and 
is  available  Oct.  1,  1958. 

HUTCHENS,  JEROME  E.,  M.D.,  2021  Dewey 
St.,  Whitehall,  Wis.;  GP.  Graduate  of  the  Uni- 
versity of  Texas  Medical  School  at  Galveston  in 
1956.  Served  his  internship  at  Madison  General 
Hospital,  Madison,  Wis.  Is  licensed  in  Texas 
and  Wisconsin.  Desires  general  practice  in  a 
clinic  or  may  consider  correctional  or  mental 
practice.  Is  available  July  1958. 

JACKSON,  ALLEN,  M.D.,  505  Gorgas  Hospi- 
tal, Balboa  Heights,  Canal  Zone;  GP;  1954  grad- 
uate of  Tulane  University  and  is  now  completing 
a one-year  residency  in  ObG.  Holds  a Louisiana 
license  and  has  served  his  military  obligations. 
Prefers  general  or  clinic  practice,  also  industrial 
with  inpatient  medical  care.  Will  be  available 
July  1958. 

LAMB,  FRANCIS  PATRICK,  M.D.,  6426 
Evergreen  Blvd.,  Berkeley  21,  Mo.;  TS.  Is  a 
1951  graduate  of  St.  Louis  University  Medi- 
cal School,  interned  at  St.  Louis  City  Hospital. 
Is  now  completing  a residency  in  thoracic  sur- 
gery and  is  a diplomate  of  the  American  Board 
of  Surgery.  Has  completed  military  service.  De- 
sires clinic  or  associate  practice  and  is  available 
July  1958. 

ROSENBAUM,  SEYMOUR  L.,  M.D.,  36-24 
Bell  Blvd.,  Bayside  61,  New  York;  I.  Is  a 
1946  graduate  of  Southwestern  Medical  College. 
Is  licensed  in  Arizona,  California,  New  York  and 
Texas  and  is  a diplomate  of  the  American  Board 
of  Internal  Medicine.  Is  interested  in  psychiatry 
and  is  available  summer  1958. 

WATZKE,  ROBERT  COIT,  M.D.,  621  South 
Wilton  Place,  Los  Angeles  5,  Calif.;  Oph; 
a 1952  graduate  of  the  University  of  Wisconsin 
Medical  School,  interned  at  Indiana  Medical 
Center,  Indianapolis.  Is  licensed  in  California 
and  Wisconsin.  Is  currently  in  private  practice 
with  one  associate.  Prefers  clinic  or  associate 
type  practice  and  will  be  available  latter  part  of 
summer  1958. 
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LOCATION  OPPORTUNITIES 

ASHFORK  — Pop.  700  — North  centrally  lo- 
cated — Railroad  center  — Contact  the  Women’s 
Club,  Ashfork,  Ariz. 

RENSON  ~ Excellent  opportunity  for  CP  — 
This  David-Benson  trade  area  has  about  5,000 
population  with  only  one  doctor  available.  A 
small  sleep-in  hospital  can  be  set  up  very  easily. 
Hospital  25  miles  away.  Chamber  of  commerce 
will  furnish  telephone  answering  service,  nine  to 
five.  Contact  Bernard  Fisher,  D.D.S.,  Medical 
Committee  of  the  Chamber  of  Commerce,  Ben- 
son, Ariz.,  or  James  M.  Hesser,  M.D.,  6th  and 
Huachuca  Streets,  Benson,  Ariz. 

CAMP  VERDE  — Located  in  the  heart  of  a 
large  farming  and  ranching  area  on  the  Verde 
River.  Approximately  100  miles  north  of  Phoenix. 
Badly  in  need  of  a medical  doctor.  Contact  Ivy 
N.  Moser,  R.N.,  Camp  Verde,  Ariz. 

FLAGSTAFF  — Pop.  17,500  — Largest  city  in 
the  north  eentral  Arizona  trading  area.  Excellent 
opportunity  for  an  EENT  doctor.  Contact  K.  O. 
Hanson,  M.D.,  Secretary,  Coconino  County  Med- 
ical Society,  5 North  Leroux,  Flagstaff,  Ariz. 

GILA  BEND  - Pop.  2,500  - 80  miles  west  of 
Phoenix  — Nearest  town  to  the  Painted  Rock 
Dam  Project  — Good  opportunity  for  general 
practitioner.  Cattle,  cotton  and  general  farming. 
Offiee  and  equipment  available.  $150  monthly 
income  from  board  of  supervisors.  Contact  Mrs. 
J.  F.  Allison,  Box  485,  Gila  Bend,  Ariz. 

HOLBROOK  — Population  above  7,000.  Lo- 
cated in  the  heart  of  the  northeastern  pine  coun- 
try of  Arizona  on  U.S.  Route  66.  Need  services 
of  general  practitioner.  For  full  details,  contact 
Donald  F.  DeMarse,  M.D.,  Box  397,  Holbrook, 
Ariz. 

MIAMI  — Opportunity  for  GP  — Industrial 
hospital  staffed  by  approximately  seven  doctors, 
who  care  for  personnel  and  families  of  those  who 
work  for  the  three  principal  mining  companies. 
This  community  is  served  by  numerous  small 
mining  and  ranching  interests.  Contact  Robert 
V.  Horan,  M.D.,  Miami-Inspiration  Hospital, 
Miami,  Ariz. 

MORENCI  — Mining  community  located  near 
New  Mexieo-Arizona  border  — Pop.  10,000  — has 
vacancy  at  hospital  for  GP.  Contact  Carl  H. 
Cans,  M.D.,  Morenci  Hospital,  Morenci,  Arizona. 

SAFFORD  - In  need  of  GP  - Pop.  6,000  - 
Has  ideal  year  around  climate  with  good  schools. 


park,  swimming  pool,  golf  course.  Elks  Club. 
Private  hospital,  open  staff.  Surgical  privileges 
after  six  months  if  qualified.  Completely 
equipped  office  for  rent  and  equipment  for  sale. 
Contact  M.  T.  Sandeno,  M.D.,  803  Seventh  St., 
Salford,  Ariz. 

SHOW  LOW  - Pop.  1,500  - Trading  center 
for  some  10,000  people.  Summer  and  winter  rec- 
reation area,  cool  climate  and  beautiful  forest 
country.  At  present  there  is  no  M.D.  in  Show 
Low  and  it  wishes  to  loeate  a doctor  there  who 
would  help  establish  a hospital.  The  town  is  anx- 
ious to  locate  a doctor  and  promises  full  co-op- 
eration. Contact  either  Mary  or  Erie  Marks, 
Paint  Pony  Lodge,  Show  Low,  Ariz.,  or  Don- 
ald F.  DeMarse,  M.D.,  Box  397,  Holbrook,  Ariz., 
or  Mr.  Mitchell  Bushman,  Show  Low,  Ariz. 

ST.  JOHNS  — Seriously  need  a doctor  of  med- 
icine, preferably  a general  practitioner,  to  locate 
in  this  east  central  Arizona  community.  Popula- 
tion is  approximately  1,500  with  several  other 
small  towns  in  the  general  area.  About  20  miles 
from  New  Mexico  in  the  beautiful  rim  country 
of  Arizona.  Contact  Donald  F.  DeMarse,  M.D., 
Box  397,  Holbrook,  Ariz. 

TOLLESON  — In  need  of  GP  — Serves  a trad- 
ing population  of  from  12,000  to  15,000.  Ten 
miles  west  of  Phoenix.  Elementary  and  high 
schools,  churches  of  all  denominations.  Complete 
office  and  equipment  for  GP  available  on  rea- 
sonable term  lease  or  purchase.  Contact  Mr.  Pe- 
ter Falbo,  president,  chamber  of  commerce, 
9112  West  Van  Buren  St.,  Tolleson,  Ariz. 

TOMBSTONE  — 75  miles  southeast  of  Tucson 
— Excellent  opening  for  GP,  preferring  small 
town.  Present  doctor  leaving  town.  Well 
equipped  20-bed  hospital  with  OR  and  deliv- 
ery room.  Assistance  with  office  and  equipment 
offered  for  limited  time.  Good  schools  and 
churches.  Doctors  from  surrounding  towns  co- 
operative. Ideal  climate  draws  many  for  health 
reasons.  Interested  doctors  contact  Mrs.  Eliza- 
bert  A.  Pederson,  R.N.,  administrator.  Tomb- 
stone General  Hospital,  Tombstone,  Ariz. 

TUCSON  — The  VA  Hospital  is  in  urgent 
need  of  an  orthopedic  surgeon.  They  prefer 
someone  who  is  board  certified,  but  would  take 
someone  who  has  had  special  training,  as  they 
have  the  local  men  in  this  field  available  for  con- 
sultation service.  State  license  is  necessary  but 
not  necessarily  an  Arizona  license,  (kintact  S. 
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Netzer,  M.D.,  Director,  Professional  Service,  VA 
Hospital,  Tucson,  Ariz. 

YOUNGTOWN  - Pop.  130  - Located  16 
miles  from  Phoenix  and  just  a few  miles  from 
several  small  towns,  each  a potential  field  of 
practice.  Most  residents  are  60  years  of  age  or 
older  and  are  in  need  of  medical  care.  Office 
space  is  currently  provided  at  no  rental.  A medi- 
cal center  is  being  planned.  Interested  doctors 
may  contact  Mr.  Sid  Lambert,  Box  61,  Marion- 
ette, Ariz. 

For  Information  On  Opportunities  in  the  Field 
of  Industrial  Medicine,  Contact: 

Harold  J.  Mills,  M.D.,  Phelps  Dodge  Hospital, 
Ajo,  Ariz. 


Carl  H.  Cans,  M.D.,  Phelps  Dodge  Hospital, 
Alorenci,  Arizona. 

Ira  E.  Harris,  M.D.,  Miami-Inspiration  Hospi- 
tal, Miami,  Ariz. 

Charles  B.  Huestis,  M.D.,  Box  928,  Hayden, 
Ariz. 

Elvie  B.  Jolley,  M.D.,  Copper  Queen  Hospital, 
Bisbee,  Ariz. 

H.  W.  Finke,  M.D.,  Magma  Copper  Company 
Hospital,  Superior,  Ariz. 

John  Edmonds,  M.D.,  Kennecott  Copper  Cor- 
poration Hospital,  Ray,  Ariz. 

Francis  M.  Findlay,  M.D.,  San  Manuel  Hospi- 
tal, San  Manuel,  Ariz. 


PROGRESS  REPORT  FROM  THE  31  to  45  5 

POISON  INFORMATION  CENTER  Over  45 2.5 

AT  THE  UNIVERSITY  OF  Unknown  7.5 

ARIZONA  COLLEGE  OF  PHARMACY  Nature  of  Incident 

T April  1,  1958  Accidental 97.5 

HE  Poisoning  Control  Information  Center  at  Intentional  2.5 

the  University  of  Arizona  is  nearing  completion  Outcome 

of  the  poison  information  card  files.  Distribution  Recovered 97.5 

of  these  files  to  18  poison  control  treatment  cen-  Fatal  2.5 

ters  in  hospitals  in  the  State  of  Arizona  began  in  Time  of  Day 

April  1958.  These  files  are  intended  to  be  used  Between:  6 a.m.  and  noon 25 

in  conjunction  with  the  following  textbooks  on  Noon  and  6 p.m 35 

toxicology  and  pharmacology,  and  the  treatment  6 p.m.  and  midnight 7.5 

centers  in  the  hospitals  are  strongly  urged  to  ac-  Midnight  and  6 a.m 5 

quire  these  additional  sources  of  information:  Unknown  27.5 

(1)  Gleason,  M.,  Gosselin,  R.,  and  Hodge,  H.,  Causative  Agents 

Clinical  Toxicology  of  Commercial  Prod-  Aspirin  preparations 37.5 

nets,  the  Williams  & Wilkins  Co.,  Balti-  Sedatives  (barbiturates, 

more,  Md.  (1957).  1,160  pp.,  this,  and  in-  tranquilizers)  10 

dices.  $16.  Other  medicaments  ( oil  of  cloves, 

(2)  Dreisbach,  R.  H.,  Handbook  of  Poisons,  Dramamine,  Exlax,  Lugol’s 

Lange  Medical  Publications,  Los  Altos,  solution)  12.5 

Calif.  (1955).  426  pp.,  this,  and  indices.  Solvents  (kerosene,  lighter  fluid)  ....  7.5 

$3.  Ornamental  plants  (oleander)  2.5 

(3)  Goodman,  L.  and  Gilman,  A.,  Pharma-  Miscellaneous  ( plastic  cement,  Lysol, 

cological  Basis  of  Therapeutics,  2nd  ed.,  insecticides,  plaster,  Treewax  ....  30 

The  Macmillan  Company,  New  York  11, 

N.Y.  (1955).  1,831  pp.,  this,  and  indices.  


$1750  MEDICAL  EQUIPMENT  SERVICE 

STATISTICS  OF  40  POISON  CASES  REPORT-  

ED  SINCE  THE  MARCH  1,  1958,  PROGRESS 

REPORT  THE  ARIZONA  MEDICAL  EQUIPMENT 

Age  Per  Cent  & SERVICE  CO. 

Under  five  75  All  Types  And  Makes  Of  Medical  & Scientific  Apparatus 

Six  to  15  5 Repaired 

Majority  of  all  repair  parts  in  stock  and  immediately  available. 

16  to  30  5 1005-B  N.  7th  Street,  Phoenix,  AL  3-9155  or  CR  4-4171 
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OBITUARY 

MARVIN  BRUCE  CROW,  M.D. 

M ARVIN  BRUCE  CROW  was  born  in  Ingalls,  Ark.,  Feb.  19,  1909.  His  pre- 
medical education  was  obtained  at  Hendrix  College  in  Conway,  Ark.,  where  he 
graduated  with  an  A.B.  degree  in  1930.  Following  this,  he  went  to  medical  school 
at  the  University  of  Arkansas,  graduating  in  1934.  He  interned  at  the  Baptist 
Hospital  in  Little  Rock,  Ark.,  for  one  year  and  then  spent  the  following  year  at 
the  Charity  Hospital  of  Shreveport,  La. 

Following  his  post-graduate  training,  he  returned  to  Ingalls,  Ark.,  and  entered 
practice  with  his  father  and  brother.  He  remained  associated  with  them  for  a 
short  time,  but,  in  1936  took  a residency  in  surgery  at  the  Charity  Hospital  of 
Shreveport,  La. 

He  served,  1942  to  1946,  with  the  armed  forces,  following  which  he  obtained 
a residency  in  radiology  at  Duke  University,  and  took  post-graduate  training 
there  from  1946  to  1948.  He  was  head  of  the  department  of  radiology  at  the 
Southside  District  Hospital  of  Mesa,  Ariz.,  from  1949  until  his  untimely  death, 
Sept.  19,  1957,  serving  as  chief  of  the  department  of  radiology. 

Dr.  Crow  was  a member  of  the  Arkansas  State  Medical  Society,  the  North 
Carolina  Medical  Society,  Maricopa  County  Medical  Society,  Arizona  Medical 
Association  and  the  American  Medical  Association.  He  was  a Fellow  of  the 
American  College  of  Radiology  and  certified  by  the  American  Board  of 
Radiology.  Melvin  L.  Kent,  M.D. 

- 


INTERNATIONAL  COLLEGE  OF 
SURGEONS  ANNOUNCES 
NEW  OFFICERS 

P ROF.  DR.  Raffaele  Paolucci  diValmaggiore, 
head  of  the  surgical  clinic.  University  of  Rome, 
and  Italian  hero  of  both  world  wars,  has  been 
chosen  president-elect  of  the  International  Col- 
lege of  Surgeons.  Dr.  Paolucci  will  be  installed 
in  that  office  in  September  when  Dr.  Henry  W. 
Meyerding  of  the  Mayo  Clinic,  Rochester,  M:nn., 
will  become  president  to  succeed  Prof.  Dr.  Car- 
los Gama  of  Sao  Paulo,  Brazil. 

Other  international  officers  elected  are: 

First  vice  president.  Dr.  Lyon  H.  Appleby, 
Vancouver,  B.G.,  Canada;  vice  presidents,  Drs. 
Jorge  A.  Taiana,  Buenos  Aires;  Hamilton  Bailey, 
London;  A.  Mario  Dogliotti,  Torino,  Italy;  Ray- 
mond Darget,  Bordeaux;  Alexander  Brunschwig, 
New  York;  Manuel  A.  Manzanilla,  Mexico  City; 
Francisco  M.  Lagos,  Madrid;  Augusto  Wybert, 
Buenos  Aires;  Marshal  Emanuel  Marques  Porto, 
Rio  de  Janeiro;  Edward  L.  Compere,  Chicago; 
Andre  Ameline,  Paris;  Kurt  Boshamer,  Wupper- 
tal-Barmen,  Germany;  Arnold  S.  Jackson,  Madi- 


son, Wis.;  Lt.  Col.  K.  G.  Pandalai,  Bangalore, 
India,  and  Francis  L.  Lederer,  Chicago;  interna- 
tional secretary  general.  Dr.  Max  Thorek,  Chi- 
cago; treasurer.  Dr.  Clement  L.  Martin,  Chicago, 
and  executive  director,  Dr.  Ross  T.  Mclntire, 
Chicago. 

UNITED  STATES  SECTION 
The  newly  elected  officers  of  the  United  States 
section.  International  College  of  Surgeons,  are: 
President,  Dr.  Edward  L.  Compere,  Chicago; 
president-elect.  Dr.  Harry  E.  Bacon,  Philadel- 
phia; first  vice  president.  Dr.  Neal  Owens,  New 
Orleans;  vice  presidents,  Drs.  Alexander  Brun- 
schwig, New  York;  Arthur  Steindler,  Io\\^a  City; 
Horace  E.  Ayers,  New  York;  Francis  L.  Lederer, 
Chicago;  David  Allman,  Atlantic  City';  Gilbert 
F.  Douglas,  B'rmingham;  Moses  Behrend,  Phila- 
delphia; Earl  J.  Halligan,  Jersey  City,  and  Ger- 
shom  J.  Thompson,  Rochester,  Minn.;  secrctaiy, 
Dr.  Karl  A.  Meyer,  Chicago;  treasurer.  Dr.  Oscar 
B.  Nugent,  Chicago;  honorary  chairman  of  qual- 
ification, credentials  and  exmnination  council. 
Dr.  W.  Wayne  Babcock,  Philadelphia;  chairman 
of  board  of  trustees.  Dr.  Claude  J.  Hunt,  Kansas 
City,  Mo. 
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LA  PROXIMA  REUNION  DE  LA 
SOCIEDAD  MEDICA  DE  ESTADOS 
UNIDOS  DE  NORTEAMERICA  y 
MEXICO  TENDRA  VERIFICATIVO 
EN  GUADALAJARA  LOS  DIAS 
6,  7,  y 8 DE  NOVIEMBRE 


IJ  A SOCIEDAD  Metlica  de  los  Estados  Unidos 


y Mexico  celebrara  sii  proxima  reunion  a princi- 
pios  de  noviembre:  el  6,  7,  y 8.  Esta  Convencion 
se  llevara  a cabo  en  conjuncion  con  la  de  la  So- 
ciedad  Medica  de  Occidente  de  Guadalajara. 
Se  recomienda  a todos  los  socios  que  separen  su 
hospedaje  por  anticipado  por  medio  de  sus  re- 
spectivos  agentes  de  viajes,  y que  formulen  sus 
planes  para  asistir  a lo  que  proinete  ser  una  in- 
teresantisima  reunion.  Se  esta  confeccionando 
una  asamblea  cientifica  de  alto  calibre;  y,  ademas 
de  eso,  se  esta  preparando  una  serie  de  eventos 
de  gran  interes,  como  un  concierto  sinfonico, 
una  Noche  Tapatia,  un  banquete-baile,  asi  como 
varios  paseos  a los  diferentes  puntos  de  interes 
en  el  area  de  Guadalajara.  Se  ofrecera  como 
parte  del  itinerario  tambien  la  oportunidad  de 
visitar  la  aldea  costera  de  Puerto  Vallarta,  famosa 
por  lo  pintoresco.  Nos  tomamos  la  libertad  de 
reiterarles  la  importancia  de  reservar  su  aloja- 
miento  con  la  mayor  anticipacion  posible.  De- 
bemos  agregar  que  si  tiene  Ud.  un  companero 
facultative  que  se  interese  por  asistir  a la  Gon- 
vencion  o pertenecer  a la  Sociedad,  tenga  la 
bondad  de  remitir  su  nombre  al  Secretario. 


MEETING  OF  THE  SOCIETY  OF  THE 
UNITED  STATES  AND  MEXICO  TO 
BE  HELD  IN  GUADALAJARA 
NOV.  6,  1.  AND  8,  1958 

X HE  Medical  Society  of  the  United  States  and 
Mexico  will  meet  in  Guadalajara  Nov.  6,  7,  and  8, 
1958.  This  meeting  will  be  held  in  conjunction 
with  the  Western  Medical  Society  of  Guadala- 
jara. All  members  are  urged  to  make  their  reser- 
vations through  their  travel  agent  early,  and 
make  plans  now  for  what  promises  to  be  an  ex- 
cellent meeting.  An  excellent  scientific  assembly 
has  been  arranged,  and  in  addition  to  that,  other 
items  of  interest  on  the  program  are  a symphony 
concert;  a typical  Mexican  night,  which  is  called 
Noche  Tapatia;  a dinner  dance  and  various  sight- 
seeing trips  to  points  of  interest  in  Guadalajara. 


This  will  also  include  a choice  of  a tiip  by  plane 
to  the  very  picturesque  Mexican  village  of  Puerta 
Vallarta.  You  are  reminded  to  make  your  reser- 
vations early,  that  your  expenses  are  tax  deduct- 
ible, and  that  if  you  have  a doctor  whom  you 
wish  to  recommend  to  membership,  we  would 
be  glad  to  have  his  name  forwarded  to  our  sec- 
retary. 


I U.S.C.  REFRESHER  COURSE 

il  POSTGRADUATE  refresher  course  by  the 
University  of  Southern  Galifornia  School  of  Med- 
icine will  be  held  in  Hawaii  and  on  board  the 
S.S.  Matsonia  from  Aug.  5 to  Aug.  21,  1958.  The 
course  will  take  place  weekday  mornings  from  9 
a.m.  to  12  noon.  Afternoons,  evenings  and  week- 
ends are  free. 

In  order  that  each  physician  may  have  the  op- 
portunity to  choose  the  subject  which  will  be 
most  valuable  to  him,  several  programs  will  be 
given  simultaneously.  In  addition  to  didactic 
lectures,  case  presentations,  workshops  in  EGG 
interpretation,  orthopedics,  water  and  electrolyte 
balance  and  liver  disease  will  be  held.  Small 
group  meetings  designed  to  answer  specific  ques- 
tions of  the  participating  physicians  are  also 
scheduled. 


INTERNATIONAL  COLLEGE  OF 
SURGEONS 

(NATIONAL 
NTERNATIONAL  Gollege  of  Surgeons 
New  York  State  surgical  division  meeting,  Gon- 
cord  Hotel,  Kiamesha  Lake,  N.  Y.,  May  25-29. 
For  information  write  to  Gharles  Thom,  M.D., 
100  Gentral  Ave.,  Staten  Island,  N.  Y.,  general 
chairman. 

International  Gollege  of  Surgeons  — Eastern 
regional  meeting.  Equinox  House,  Manchester, 
Vt.,  July  1-5.  For  information  write  to  M.  Leo- 
pold Rrodny,  M.D.,  636  Beacon  St.,  Boston,  gen- 
eral ehairman. 

International  Gollege  of  Surgeons  — Alabama 
surgical  division  meeting.  Medical  Gollege  of 
Alabama,  Birmingham,  Oct.  30-31.  For  informa- 
tion wTite  to  Paul  Wolfe  Shannon,  M.D.,  1927 
First  Ave.,  North,  Birmingham  3,  regent  of 
Alabama. 

International  Gollege  of  Surgeons  — Mid- 
Atlantic  regional  meeting.  Homestead  Spa,  Hot 
Springs,  Va.,  Nov.  17-18.  For  information,  write 
to  Elbyrne  G.  Gill,  M.D.,  711  Jefferson  St.,  South, 
Roanoke  13,  regent  of  Virginia. 
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1,  Recurrent  joint  pain  followed  by 
long"  periods  of  complete  remis- 
sion. (Percentages  refer  to  inci- 
dence.) 


3i  Elevated  serum  uric  acid  levels. 


this  case  involving  the  olecranon 
bursa. 


4t  Colchicine  test:  full  dose  (0.5 
mg. ) every  1 to  2 hours  until  pain 
is  relieved  or  nausea,  vomiting  or 
diarrhea  occur.  The  test  requires 
usually  8 to  16  doses.  Pain  relief 
is  highly  indicative  of  gout. 


FROM  THESE  FINDINGS... SUSPECT  GOUT: 

^BENEMID 

PROBENECID 


A SPECIFIC  FCR  GOUT 


Once  findings  point  to  gout,  long-term  management  can  be  started 
with  Benemid.  This  effective  uricosuric  agent  has  these  unique 
benefits: 

• Urinary  excretion  of  uric  acid  is  approximately  doubled. 

• Serum  uric  acid  levels  are  reduced. 

• Uric  acid  deposits  (tophi)  in  tissues  are  mobilized. 

• Formation  of  new  tophi  can  often  be  prevented. 

• Fewer  attacks  and  severity  is  reduced. 

RECOMMENDED  DOSAGE:  0.25  Gm.  ( Vz  tablet)  twice  daily  for 
one  week  followed  by  1 Gm.  (2  tablets)  daily  in  divided  doses.  MERCK  SHARP  & DOHME 

Benemid  is  a trade-mark  of  Merck  & Co.,  Inc.  DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1,  PA. 
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INTERNATIONAL 

International  College  of  Surgeons  — First  con- 
gress of  the  European  Federation,  Brussels, 
Belgium,  May  15-18.  For  information  write  to 
the  Secretariat,  International  College  of  Sur- 
geons, 1516  Lake  Shore  Drive,  Chicago  10. 

International  College  of  Surgeons  — Third 
national  congress  of  the  Iranian  section,  Teheran, 
May  12-15.  For  information  write  to  the  Secre- 
tariat, International  College  of  Surgeons,  1516 
Lake  Shore  Drive,  Chicago  10. 

International  College  of  Surgeons  — Fifth 
annual  congress  of  the  Japanese  section,  Tokyo, 
Oct.  17.  For  information  write  to  the  Secretariat, 
1516  Lake  Shore  Drive,  Chicago  10. 


MEDICAL  LECTURE  TOUR  TO  ASIA 

HE  ASIA-PACIFIC  Academy  of  Ophthal- 
mology is  sponsoring  a good  will  tour  to  coun- 
tries of  the  Orient  following  the  International 
Congress  of  Ophthalmology  in  Brussels  in  Sep- 
tember 1958.  The  purpose  of  this  tour,  which 
is  to  last  approximately  one  month,  is  to  hold 
joint  meetings  with  ophthalmologists  in  Parkis- 
tan,  India,  Thailand,  the  Philippines,  and  Hong 
Kong.  It  is  expected  that  this  good  will  tour 
will  create  much  interest  among  physicians  in 
the  countries  to  be  visited  and  contribute  greatly 
to  American-Asiatic  medical  rapprochement. 

Our  government  has  given  its  whole  hearted 
support  to  the  plan  of  stimulating  and  facilitat- 
ing a continuing  exchange  of  information  and 
techniques,  treatments  and  devices  for  the  care 
of  the  ill  and  the  blind. 

The  reception  of  a group  of  physicians  from 
the  West  throughout  Asia  will  certainly  be  most 
cordial  and  will  assure  the  success  of  this  enter- 
prise. 

The  ophthalmolgical  and  medical  material  in 
all  the  countries  is  extremely  interesting  and 
should  be  of  great  value  to  members  of  the 
tour. 

The  Asia-Pacific  Academy  of  Ophthalmology 
was  organized  in  1957.  Its  principal  purposes 
are  to  extend  ophthalmologic  knowledge  and 
to  advance  the  arts  and  sciences  of  ophthal- 
mology and  related  sciences  in  Asia  and  in  coun- 
tries bordering  the  Pacific  Ocean;  ...  to  stimu- 
late research  in  tropical  and  systemic  eye  dis- 
eases, that  are  particularly  prevalent  in  Asia 
and  in  countries  bordering  the  Pacific  Ocean;  to 


cultivate  social  and  fraternal  relationship  of 
physicians  residing  in  Asia;  ...  to  offer  post- 
graduate instruction  in  ophthalmology  through 
the  medium  of  lectures,  round-table  discussions, 
seminars,  clinics,  films  and  other  means. 

Physicians  other  than  ophthalmologists  and 
their  families  are  also  welcome  to  join  this  trip! 

Those  desiring  to  participate  in  the  postgradu- 
ate lectures  and  seminars  on  medical  subjects 
pertinent  to  ophthalmology  should  contact: 
William  John  Holmes,  M.D.,  Liaison  Secretary, 
Suite  280,  Alexander  Young  Building, 
Honolulu  13,  Hawaii. 

Inquiries  regarding  travel  arrangements  should 
be  sent  to 

Compass  Travel  Bureau, 

55  W.  42nd  St., 

New  York  36,  N.  Y. 


SEMINAR  OF  WHO 

The  MINNESOTA  United  Nations  Associa- 
tion takes  pleasure  in  extending  to  doctors, 
medical  students,  public  health  and  social 
workers,  nurses  and  others  interested,  an  invita- 
tion to  participate  in  the  ninth  seminar  on  the 
World  Health  Organization  which  will  take 
place  in  Minneapolis  from  May  26  through  June 
4,  1958,  simultaneously  with  the  11th  world 
health  assembly. 

This  seminar  is  organized  by  World  Federa- 
tion of  United  Nations  Associations  directly  from 
its  headquarters  in  Geneva,  Switzerland,  in  co- 
operation with  representatives  of  the  public 
information  division  of  WHO. 


GOLF  TOURNAMENT 

The  AMERICAN  Medical  Golfing  Association 
is  holding  its  annual  golf  tournament  in  con- 
junction with  the  AMA  convention  June  23,  1958 
at  the  beautiful  Olympic  Lakeside  Golf  and 
Country  Club,  San  Francisco,  Calif.  This  will 
be  a whole  day  of  rest  and  relaxation  with  golf, 
luncheon,  banquet,  and  a prize  for  everyone. 
We  have  left  no  stone  unturned  to  assure  you 
the  very  best.  Tee  off  time  8 a.m.  to  2 p.m.  We 
cordially  invite  all  golfing  doctors  to  attend. 
Handicaps  scratch  to  30  in  flights. 

For  information,  contact  James  J.  Leary,  M.D., 
Secretary,  450  Sutter  St.,  San  Francisco,  Calif. 
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QUALITY / RCSEAftCH /iNTECRrTY 


Percentage  reduction  of 
excess  serum  cholesterol 
(over  150  mg.  percent) 


Less  than  20% 


20-40% 


More  than  40% 


Percentage  of  patients  experiencing 
various  degrees  of  decline  in  excess 
serum  cholesterol 


12.5% 


32.5% 


. . . without  the  necessity  of  dietary  restrictions 


'Cytellin’  provides  the  most  rational 
and  practical  therapy  available. 
Without  any  dietary  adjustments, 
it  lowers  elevated  serum  cholesterol 
concentrations  in  most  patients. 

In  a number  of  studies,  every 
patient  who  co-operated  obtained 
good  results  from  'Cytellin’  ther- 
apy. On  the  average,  a 34  percent 
reduction  of  excess  serum  choles- 

*'Cytellin'  (Sitosterols,  Lilly) 


terol  (over  150  mg.  percent)  has 
been  experienced.  y*^\ 

In  addition  to  lowering^hyperX 
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RESUME  OF  GILA  COUNTY 
ACTIVITIES— 1958 

F ROM  ALL  indications,  the  future  looks 
bright.  Joining  our  group  of  12  are  three  new 
members  to  help  further  worthy  goals. 

By  virtue  of  a standing  invitation  from  our 
husbands  to  hold  our  meetings  in  conjunction 
with  theirs,  we  are  afforded  an  excellent  op- 
portunity to  become  better  acquainted.  At 
monthly  dinner  parties  prior  to  the  meetings,  we 
have  been  able  to  achieve  an  understanding  and 
friendliness  we  value. 

In  order  to  promote  the  circulation  of  Today’s 
Health,  each  member  continues  to  buy  two  sub- 
scriptions. These  are  sent  as  gifts  to  local  schools, 
libraries,  dental  offices  and  hospitals.  Also,  we 
are  able  to  report  a 100  per  cent  subscription 
to  the  bulletin. 

The  AMEF  fund  has  received  $50  in  memory 
of  Dr.  Clarence  Gunter,  Dr.  C.  R.  Swackhamer, 
and  Dr.  James  Hazel.  We  have  donated  to  the 
cancer  fund  and  to  the  heart  fund  $25  each. 

Currently,  a series  of  13  weekly  radio  pro- 
grams called  “Facts”  are  being  presented.  Effec- 
tive dramatizations  and  clarifying  discussions 
by  prominent  men  in  various  fields  of  medicine 
are  well  received.  Our  local  newspapers,  too, 
have  given  an  adequate  coverage  of  auxiliary 
activities. 

Despite  nationwide  urging  for  civil  defense 
preparedness,  there  seems  to  remain  among 
most  Americans  an  attitude  of  apathy.  If  this 
prevails,  it  may,  of  course,  prove  disastrous.  Be- 


1957-58 MARICOPA  COUNTY 
MEDICAL  AUXILIARY  REPORT 

Maricopa  County  Medical  Auxiliary  has  a 
membership  of  310  and  in  our  1957-58  programs 
we  have  kept  more  to  the  entertaining  and  “get- 
ting to  know  you”  type  of  meeting.  They  have 
been  as  follows:  A style  show;  a pot-luck  supper 
with  husbands  and  a demonstration  of  Christ- 
mas decorations,  and  an  exciting  talk  on  “The 
Dead  Sea  Scrolls”  by  Rev.  Culver  Nelson;  a 
living  picture  with  Mrs.  James  Berens  as  the 
Madonna  and  a short  explanation  of  living 
pictures  by  the  director  of  our  art  center,  Dr. 


a 


cause  our  civil  defense  chairman  feels  a marked 
responsibility  in  helping  to  promote  an  awaken- 
ing awareness,  she  has  invited  Mrs.  Billie  Ken- 
nedy to  present  her  activating  program  to  all 
organizations  in  the  area.  More  than  150  or- 
ganizations have  been  contacted.  Newspaper 
articles  and  radio  announcements  will  further 
publicize  this,  our  most  ambitious  undertaking 
of  the  year.  A local  theater  will  be  utilized  to 
accommodate  everyone.  At  that  time,  personal 
health  records  and  immunization  cards  will  also 
be  distributed. 

Local  high  schools  will  learn  more  about  the 
nurses’  loan  fund,  the  nurse  recruitment  pro- 
gram and  the  allied  medical  careers.  We  will 
join  the  nurses’  association  to  present  the  pro- 
gram on  Career  Day. 

Some  of  our  group  have  become  associate 
members  of  the  newly  organized  hospital  aux- 
iliary. They  have  been  willing  “behind  the 
scenes”  workers  and  were  instrumental  in  making 
the  first  Charity  Ball  benefiting  Gila  General 
Hospital,  a complete  success. 

In  the  area  of  maintaining  good  public  rela- 
tions, it  can  be  said  there  is  a well-rounded  rep- 
resentation of  our  physicians’  wives  in  the  spiri- 
ual,  civic  and  philanthropic  facets  of  living. 

By  observing  the  activities  of  larger  auxiliaries 
in  Arizona  and  other  states,  we  hope  to  emulate 
them  as  much  as  is  possible  within  the  limits  of 
our  facilities  and  size. 

MRS.  ALBERT  J.  HARRIS, 
Gila  County  Medical  Auxiliary 
President 


F.  M.  Hinkhouse;  a tea  for  approximately  30 
new  members.  In  our  February  meeting,  after 
a pleasant  preview  of  “Damn  Yankees,”  Mrs. 
John  Kennedy  spoke  on  “Survival  Training” 
and  presided  at  “Operation  Immunization”  and, 
with  the  assistance  of  Mrs.  Albert  Swenson,  Drs. 
John  Kennedy,  Eleanor  Waskow,  Robert  Flynn, 
and  Seymour  Fisher,  who  gave  most  of  the 
members  their  tetanus,  typhoid,  and  smallpox 
immunizations.  With  Mrs.  Swenson’s  help,  Mrs. 
Kennedy  also  planned  and  began  a first  aid 
and  home  nursing  course.  Thirty  members  are 
attending  every  Monday,  four  hours  for  four 
weeks.  Our  last  two  meetings  will  be  a tour 
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of  an  interior  decorating  studio,  also  seeing 
the  home  that  has  been  decorated  especially 
for  a family  with  a heart  patient,  and  the  Gen- 
eral Electric  home.  Mr.  John  Paul,  head  of  the 
drama  and  speech  department  of  Phoenix  Col- 
lege will  present  a dramatization  at  our  final 
meeting  in  April. 

Aside  from  our  monthly  get-togethers,  many 
of  our  women  have  been  working  diligently  on 
our  civic  projects.  Mrs.  John  Clymer  and  Mrs. 
John  Westfall,  co-chairman  of  allied  and  nurse 
recruitment  have  been  busy  all  year  with  their 
group  overseeing  the  filming  of  a 35  mm  movie 
about  nursing  and  the  allied  fields  to  be  shown 
to  the  high  school  students  interested  in  these 
occupations  and  planning  panel  discussions  for 
these  schools. 

Mrs.  Selby  Mills  and  Mrs.  Howard  Lawrence, 
with  about  50  other  doctors’  wives  painstakingly 
prepared  for  the  annual  rummage  sale  which 


ANNUAL  REPORT  PIMA  COUNTY'S 
WOMAN'S  AUXILIARY 

N EVER  in  the  history  of  the  auxiliary  has  there 
been  so  much  co-operation,  nor  has  a feeling 
of  helping  or  “togetherness”  prevailed  so  ob- 
viously. Older  auxiliaries  have  met  younger 
ones,  and  just  barely  acquainted  wives  have 
become  friends. 

In  the  membership  category,  we  count  171 
active  and  two  associate  members.  Events  were 
featured  in  honor  of  new  doctors’  wives  as  well 
as  wives  of  medical  personnel  stationed  at  Davis- 
Monthan  Air  Base  Hospital  and  at  the  Veterans’ 
Hospital.  A membership  book  was  mailed  to 
all  members,  and  addresses  are  being  brought 
up  to  date. 

Concerning  program,  our  monthly  meetings 
have  featured  fashion  shows,  addresses  by  our 
president  and  president-elect,  a Christmas  ba- 
zaar for  the  joint  hospital  drive,  an  address  by 
the  Dean  of  the  liberal  arts  school  of  our  uni- 
versity, a White  Elephant  sale  for  The  American 
Medical  Education  Fund,  etc. 

Twenty-three  subscriptions  to  the  bulletin 
were  entered. 

As  for  civil  defense  and  safety,  the  four  dif- 
ferent pamphlets  suggested  were  distributed 
to  many  members.  Courses  on  the  home  care 
of  the  sick  and  injured  as  well  as  on  first  aid 


was  held  March  27  and  28,  proceeds  from  which 
will  be  given  to  the  Maricopa  County  Child 
Guidance  Clinic  and  the  Visiting  Nurse  Service. 
This  was  a tremendous  undertaking  with  many 
of  the  women  assisting  in  the  final  sale. 

For  AMEF,  under  the  leadership  of  Mrs. 
Tom  Taber,  we  have  collected  $474.36,  and 
hope  to  make  it  over  $500  by  the  end  of  the 
year.  Mrs.  A.  F.  Morrison,  Today’s  Health  chair- 
man, has  reached  a quota  of  296. 

At  Christmas,  Mrs.  Shaw  McDaniel  reported 
that  we  gave  102  gifts  to  teenage  boys  under 
the  Community  Council  program. 

Maricopa  County  Medical  Auxiliary  has  had 
a busy  year  and,  thanks  to  its  many  fine  and 
capable  members,  it  has  been  an  exciting  one 
for  me. 

MRS.  LOREL  STAPLEY, 
President 


were  taken  by  some  of  the  members. 

The  legislation  chairman  kept  the  membership 
informed  on  the  various  bills  and  amendments 
of  interest  to  our  group. 

Our  group  expressed  interest  in  the  mental 
health  movement,  some  members  belonging  to 
the  county  mental  health  ass’n.,  and  some  hav- 
ing attended  a workshop  at  the  university.  A 
speaker  addressed  us  on  the  subject  in  No- 
vember. 

Nurse  recruitment  has  been  one  of  our  favor- 
ite activities,  our  members  having  handled  pub- 
licity, co-sponsored  an  open  house  for  high 
school  students,  and  distributed  informative  ma- 
terial to  counselors. 

Fund  raising  Christmas  bazaar  and  bridge 
marathon  helped  raise  about  $750  for  our  phi- 
lanthropy, and  $400  from  the  White  Elephant 
sale  was  sent  to  the  AMEF. 

Our  publicity  committee  was  active  with  the 
local  paper,  sent  material  to  the  state  newsletter, 
and  issued  an  emergeney  news  sheet  to  explain 
need  for  fund  raising  and  listed  planned  events. 
After  restudy  of  the  by-laws,  our  parliamentarian 
plans  to  discuss  proposed  changes  at  the  next 
meeting. 

The  Today’s  Health  project  now  has  tallied 
188  subscriptions,  or  17  above  our  county  quota. 

(MRS.  JOHN  K.)  MARY  F.  BENNETT 
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YAVAPAI  COUNTY 
AUXILIARY  ACTIVITIES 

The  WOMEN’S  Medical  Auxiliary  to  the  Yava- 
pai County  Medical  Society,  which  is  composed 
of  25  members,  should  rightfully  be  called 
“Eager  Beavers.”  There  seems  to  be  no  project 
too  large  for  this  group  to  tackle.  What  does  it 
take  to  make  any  project  click?  It  takes  co-opera- 
tion from  every  member  and  an  earnest  desire 
to  give  her  all.  It  is  this  team  work  that  is  the 
essence  of  the  Yavapai  group’s  successful  projects 
and  activities. 

Early  last  fall,  it  came  to  the  group’s  attention 
that  a mother  in  Prescott,  with  her  four  children, 
was  in  dire  need  of  immediate  assistance.  Her 
husband  was  a patient  in  the  Veterans’  Hospital. 
The  group  immediately  conferred,  and  end  result 
being  that  a week’s  rent  was  paid  for  this  mother. 
Other  organizations  took  up  this  woman’s  prob- 
lem and  she  was  adequately  cared  for  until  her 
husband’s  release  from  the  hospital. 

At  Thanksgiving  time,  a sumptuous  basket 
was  filled  with  all  type  of  food  supplies  and 
goodies  and  presented  to  a family  of  10.  At 
Christmas,  a similar  basket  was  provided  for 
a family  of  six.  This  ever-willing  group  then  dug 
in  their  pockets  and  purchased  toys  and  clothing 
for  the  four  children  in  this  family.  The  joy  in 
the  faces  of  these  little  tots  when  they  saw  the 
bountiful  basket  and  the  gaily  and  colorfully 
wrapped  packages  said  more  than  “thanks”  to 
the  auxiliary  members. 

During  the  month  of  January,  the  Veterans’ 
Hospital  at  Whipple  asked  our  group  if  they 
would  furnish  cookies  to  the  veterans.  Immedi- 
ately, cookie  cutters  of  all  sizes  and  shapes  were 
brought  forth,  aprons  were  donned,  and  72  dozen 
cookies  taken  to  the  hospital  for  the  patients’ 
enjoyment. 

Although  Prescott  is  not  actively  engaged  in 
a civil  defense  program,  our  county  chairman 
has  been  busy.  Her  typewriter  has  hummed  so 
that  she  might  provide  each  member  with  an 
essential  seven-day  list  of  supplies  in  case  of 
disaster.  Other  vital  materials  have  been  com- 
piled by  her  and  presented  to  each  member. 
She  arranged  for  the  state  civil  defense  chair- 
man to  visit  our  group,  and  a most  interesting 
and  enlightening  talk  was  given. 

Our  year  book  will  be  on  display  at  conven- 
tion headquarters  at  Chandler  in  May  and  it 
is  a book  of  which  our  group  can  be  most  proud. 


It  is  filled  with  clippings  and  pictures  galore 
which  our  publicity  chairman  has  taken  at  each 
meeting,  as  well  as  pictures  of  our  Thanksgiving 
and  Christmas  baskets  and  various  other  activi- 
ties. 

One  of  Prescott’s  local  radio  stations  has  been 
kept  busy  broadcasting  many  series  of  health 
records  obtained  through  the  efforts  of  our 
public  relations  chairman.  The  response  to  these 
records  from  the  public  has  been  most  gratifying. 

In  February,  our  nurse  recruitment  chairman 
arranged  for  a tea  to  be  held  at  the  county  hos- 
pital during  Nurse  Recruitment  Week.  20  senior 
high  girls  from  the  Nurses’  Club  attended.  Mem- 
bers of  the  auxiliary  transported  these  girls  to 
and  from  the  hospital.  They  were  taken  on  a 
tour  of  the  hospital,  after  which  refreshments 
were  served.  Our  chairman  also  secured  a nurs- 
ing film  to  be  shown  to  the  girls  during  their 
regular  meeting  of  the  Nurses’  Club.  The  girls 
were  most  profuse  in  their  thanks  to  our  chair- 
man for  her  efforts. 

A Teen  Canteen  has  been  started  in  Prescott 
which  means  a building  in  which  teenagers  may 
gather.  Various  games  are  at  their  disposal  and 
a soda  fountain  installed  for  their  use.  The 
medical  auxiliary  was  asked  to  donate  a certain 
number  of  hours  by  chaperoning  this  group.  To 
date  our  members  have  given  a total  of  58  hours 
and  are  continuing  this  activity. 

It  was  decided  a number  of  years  ago  to 
increase  our  American  Medical  Education  Fund, 
outside  of  our  annual  donation.  It  was  voted 
that  a door  prize  be  given  at  each  regular  meet- 
ing. Chances  were  sold  and  numbers  drawn, 
the  holder  of  the  lucky  number  winning  the 
prize  brought  the  gift  at  the  next  meeting.  It  was 
surprising  how  rapidly  this  fund  increased  and 
it  is  still  going  strong. 

Our  bulletin  chairman  literally  “thinks  and 
sleeps”  the  bulletin.  Out  of  25  members,  she 
has  secured  15  subscriptions  to  this  informative 
magazine. 

Today’s  Health  is  another  magazine  which 
is  widely  read  by  not  only  those  in  the  profes- 
sional category,  but  the  lay  person  as  well.  Our 
chairman  has  been  a diligent  worker  in  inform- 
ing the  public  about  Today’s  Health  and  by 
March  had  secured  75  subscriptions. 

One  of  our  annual  projects  is  our  rummage 
sale  held  each  year  in  February.  Yes,  it  takes 
work  to  gather  the  rummage,  see  that  it’s  clean 
and  in  order,  sort  it  and  get  it  ready  for  the 
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running  noses 


caused  by  pollen  allergies 


TRIAMINIC  stops  rhinorrhea,  congestion  and 
other  distressing  symptoms  of  summer  allergies, 
including  hay  fever.  Running  nose,  watery  eyes 
and  sneezing  are  best  relieved  by  antihistamine 
plus  decongestant  action  — systemically  — with 
Triaminic. 

This  new  approach  frequently  succeeds  where 
less  complete  therapy  has  failed.  It  is  not  enough 
merely  to  use  histamine  antagonists;  ideally, 
therapy  must  be  aimed  also  at  the  congestion  of 
the  nasal  mucosa.  Triaminic  provides  such  ef- 
fective combined  therapy  in  a single  timed- 
release  tablet. 


Triaminic  provides  around-the-clock 
freedom  from  allergic  congestion  with 
fust  one  tablet  t.ud.  because  of  the 
special  timed-release  design. 


first— ^ to  4 hours  of  relief 
from  the  outer  layer 


then—^  to  4 more  hours  of  relief 
from  the  inner  core 


Triaminic  brings  relief  in  minutes— lasts  for 
hours.  Running  noses  stop,  congested  noses 
open— and  stay  open  for  6 to  8 hours. 


Dosage:  One  tablet  in  the  morning,  mid-after- 
noon and  at  bedtime.  In  postnasal  drip,  one 
tablet  at  bedtime  is  usually  sufficient. 


Each  timed-release  TRIAMINIC  Tablet  contains: 


Phenylpropanolamine  HCl  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 


TRIAMINIC  FOR  THE  PEDIATRIC  PATIENT 


Triaminic  Juvelets*,  providing  easy-to-swal- 
low  half-dosages  for  the  6-  to  12-year-old  child, 
with  the  timed-release  construction  for  pro- 
longed relief. 

*TrademarKv 


Triaminic  Syrup,  for  those  children  and 
adults  who  prefer  a liquid  medication.  Each 
5 ml.  teaspoonful  is  equivalent  to  >4  Triaminic 
Tablet  or  Vz  Triaminic  Juvelet. 


Triaminic 


<§) 
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day  and  a half  sale.  However,  when  the  sale 
is  over,  it  is  most  gratifying  to  know  that  the 
nine  charities  to  which  we  donate  will  not  be 
slighted.  This  year  our  net  was  $476.65,  and 
out  of  this  amount  $435  was  given  to  various 
charities. 

In  1952,  the  board  of  directors  of  the  Prescott 
Community  Hospital  contacted  the  medical  aux- 
iliary and  asked  if  we  would  consider  having  a 
dance  in  order  to  raise  funds  for  much  needed 
equipment  at  the  hospital.  It  sounded  like  more 
hard  work,  but  fun  as  well.  A general  chairman 
was  appointed  who,  in  turn,  appointed  various 
chairmen  of  other  committees.  The  dance,  which 


we  called  “Hospital  Charity  Ball,”  was  held  in 
the  National  Guard  Armory  in  December  and 
was  an  overwhelming  success  as  shown  by  the 
600  who  attended.  In  fact,  it  was  so  much  of 
a success  that  we  have  just  recently  completed 
our  sixth  annual  Charity  Ball  with  a net  of 
$6,009.  What  has  this  group  of  25  women  done 
for  our  Community  Hospital  in  the  past  six 
years  by  sponsoring  and  putting  on  the  Charity 
Balls?  We  have  turned  over  a total  of  $28,668. 

Are  we  justly  proud?  Yes  — wouldn’t  you  be? 

MRS.  WILLIAM  H.  MARLOWE, 
Yavapai  County  President 


THE  WOMAN'S  AUXILIARY  TO  THE 
YUMA  COUNTY  MEDICAL  SOCIETY 

Since  the  Auxiliary  to  the  Yuma  County 
Medical  Society  was  organized  in  1952,  we  have 
tried  to  keep  in  mind  the  objectives  of  the 
auxiliary  and  the  reasons  for  its  existence.  We 
hold  dinner  meetings  the  first  Tuesday  of  each 
month,  October  through  May.  This  gives  each 
one  of  us  a chance  to  become  better  acquainted 
with  each  other. 

This  year  100  per  cent  of  eligible  doctors 
wives  are  paid-up  members  of  our  auxiliary. 
Our  entire  membership  also  subscribes  to  the 
bulletin. 

One  hundred  per  cent  of  our  doctors  sub- 
scribe to  Today’s  Health  magazine.  We  have 
given  renewal  subscriptions  to  18  schools,  the 
hospital  and  library. 

Our  nurse  recruitment  chairman,  Mrs.  Calvin 
Williamson,  has  been  working  with  the  Future 
Nurses’  organization  in  the  local  high  school. 
She  recently  spoke  to  the  girls  on  nursing  as  a 
career,  and  the  film  titled,  “This  is  Nursing,” 
was  shown  to  a group  of  about  50  girls.  Mrs. 
Williamson  also  arranged  for  a speaker,  who 
spoke  to  a large  group  of  high  school  pupils  on 
tlie  aspects  of  the  allied  careers. 

Our  AMEF  chairman,  Mrs.  Robert  Stratton, 
recently  conducted  a White  Elephant  Sale  to 
assist  in  raising  funds  for  the  American  Medical 
Education  Foundation.  We  also  raise  funds  at 
each  meeting  by  raffling  off  a door  prize. 
Through  these  methods  a sizable  amount  of 
money  is  being  raised  toward  this  fund. 

We  have  a very  able  legislative  chairman. 


Mrs.  Marvin  Wall,  who  keeps  us  informed  on 
the  highlights  of  proposed  legislation. 

One  of  the  projects  of  our  auxiliary  for  the 
past  several  years,  has  been  to  assist  the  local 
school  nurses  in  checking  the  hearing  of  school 
children  with  an  audiometer.  This  work  is  done 
in  the  grammar  schools  and  high  school  when 
necessary.  This  year  we  ran  tests  on  the  entire 
Gadsden  Grammar  School.  Children  found  de- 
fective are  referred  to  their  private  physician 
for  further  examination  and  treatment. 

This  year  we  were  one  of  the  sponsors  of 
the  local  High  School  Science  Fair.  Two  sub- 
scriptions to  the  magazine.  Natural  History, 
were  awarded  to  each  of  two  students  having 
the  highest  points  in  the  biological  division  of 
the  fair.  Two  of  our  auxiliary  members  assisted 
with  the  judging  of  the  exhibits.  There  were 
over  300  entires  in  the  fair,  which  was  a sizable 
increase  over  last  year. 

One  of  our  programs  consisted  of  a talk 
on  Policies  and  Resolutions  which  was  most 
interestingly  presented  by  Mrs.  Ralph  Irwin. 
Our  April  meeting  was  devoted  to  a discussion 
of  civil  defense.  Immunization  cards  have  been 
distributed  to  our  membership.  Each  member 
was  urged  to  get  booster  shots  where  necessary 
for  herself  and  family. 

Most  of  our  auxiliary  members  are  also  ac- 
tively working  in  local  service  and  civic  organi- 
zations for  the  welfare  of  our  community. 

MRS.  ROBERT  M.  MATTS, 
President,  Woman’s  Auxiliary 
to  the  Yuma  County  Medical  Society 
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See  anybody  here  you  know,  Doctor? 


Fm  just  too  much 


AMPLUS 


© 


for  sound  obesity  management 

dextro-amphetamine  plus  vitamins 
and  minerals 


Fm  too  little 


STIMAVITE 


© 


stimulates  appetite  and  growth 

vitamins  Bi,  Be,  B12,  C and  L-lysine 


I’m  simply  two 


OBRON» 

a nutritional  buildup  for  the  OB  patient 

OBRON« 

HEMATINIC 

when  anemia  complicates  pregnancy 


And  Fm  getting  brittle 


NEOBON 


© 


5-factor  geriatric  formula 

hormonal,  hematinic  and 
nutritional  support 


With  my  anemia, 
Fll  never  make  it  up 


ROETINIC® 

one  capsule  a day,  for  all  treatable  anemias 

HEPTUNA®  PLUS 

when  more  than  a hematinic  is  indicated 


solve  their  problems  with  a nutrition  product  from 


(Prescription  information  on  request) 


New  York  17,  New  York 
Division,  Chas.  Pfizer  & Co.,  Inc. 
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Avoid  “BOTTOM  OF  THE  VIAL”  reactions 


Each  cc.  of  Globin  Insulin 
—including  the  last  one— 
provides  the  same 
unvarying  potency. 


Of  the  intermediate-acting  insulins, 
only  Globin  Insulin  is  a clear  solution. 


24-hour  control  for  the  majority 
of  diabetics 


GLOBIN  INSULIN 

‘B.  W.  & CO.’* 


LU  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 


ADULTS 


BOTH 


CHILDREN 


AND 


PARTICULARLY 


FOR  CHILDREN 


Supplies  essential  Iron  as  ferric  pyrophos- 
phate, highly  stable,  well-tolerated,  readily 
absorbed ; essential  vitamins  Bi,  Be  and  B12, 
established  as  appetite  stimulants;  essential 
1-Lysine  for  greater  protein  economy  in  the 
pediatric  diet 


INCREMIN  Syrup 

Each  teaspoonful  (5  cc.)  contains: 

1-Lysine  HCI 300  mg. 

Ferric  Pyrophosphate  (Soluble) 250  mg. 

Iron  (as  Ferric  Pyrophosphate) 30  mg. 

Vitamin  Bu  Crystalline 25  mcgm. 

Thiamine  Mononitrate  (Bi) 10  mg. 

Pyridoxine  HCI  (Be) 5 mg. 

Alcohol 0.75% 


FORMULA: 


Igrage  dosage  is  1 teaspoonful  daily, 
vailafale  in  bottles  of  4 fl.  oz. 


LABORATORIES  DIVISION.  AMERICAN  CMANAMID  COMPy^Y,  PEARL  RIVSEUAi.Y 


■ 


“Rheumatoid  arthritis  is  a constitutional  disease  with  symptoms  affecting  chiefly  joints  and  muscles."'  "Pain 
In  the  affected  joint  is  accompanied  by  splinting  of  the  adjacent  muscles,  with  resultant  ‘muscle  spasm.' 


SsSitS; 
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MEPROLONE  is  the  only  anti- 
rheumatic-antiarthritic  designed  to 
relieve  simultaneously  (a)  muscle 
spasm  (b)  joint-muscle  inflammation 
(c)  physical  distress ...  and  may 
thereby  help  prevent  deformity  and 
disability  in  more  arthritic  patients 
to  a greater  degree  than  ever  before. 

SUPPLIED:  Multiple  Compressed 
Tablets  in  bottles  of  100,  in  three 
formulas: 

MEPROLONE-5— 5.0  mg.  prednisolone, 

400  mg.  meprobamate  and  200  mg. 
dried  aluminum  hydroxide  gel. 
MEPROLONE-2— 2.0  mg.  prednisolone, 

200  mg.  meprobamate  and  200  mg. 
dried  aluminum  hydroxide  gel. 
MEPROLONE-1— supplies  1.0  mg. 
prednisolone  in  the  same  formula  as 
MEPROLONE-2. 

1.  Comroe's  Arthritis:  Hollander,  J.  L.,  p.  149  (Fifth 
Edition,  Lea  & Febiger,  Philadelphia,  Pa.  1953). 

2.  Merck  Manual:  Lyght,  C.  E.,  p.  1102  (Ninth 
Edition,  Merck  & Co.,  Inc.,  Rahway,  N.  J.  1956). 


THE  FIRST  meprobamate  PREDNISOLONE  THERAPY 


meprobamate  to  relieve  muscle  spasm 
prednisolone  to  suppress  inflammation 

relieves  both 
muscle  spasm 
and  joint  inflammation 


rheumatoid  arthritis 
involves  both 
joints  and 
muscles 

only 


MERCK  SHARP  & DOHME  Philadelphia  1,  Pa. 

Division  of  MERCK  & CO.,  Inc. 
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FREE  One-Hour  VALIDATED 
PARKING  For  Patients 


PROFESSIONAL 

BUILDING 


The  Southwest's  Foremost 
MEDICAL-DENTAL  CENTER 

A modern,  streamlined  structure  ...  in  the 
heart  of  the  downtown  shopping  district  . . . 
attracts  patients  from  every  point  of  the  com- 
pass . . . immediately  accessible  to  banks, 
stores,  legal  firms,  theaters  and  restaurants 
. . . adjacent  to  all  transportation  facilities  . . . 
one  of  the  best  known  landmarks  in  the  Valley 
of  the  Sun! 


MONROE  AT  CENTRAL 


Free  one-hour  validated  parking  at  VNB  Car-Park, 
First  St.  and  E.  Van  Buren,  for  patients. 


Dentists  (D.D.S.) 

General  Dentistry  Phone  Room 

Boynton,  C.  E AL  3-1361  817 

Butt,  byron  G AL  4-2345  517 

Chiles,  George  H.  ,.AL4-1:-11  918 

Hensing,  C.  R AL  3-6603  819 

Johnson,  William  J...AL  3-1866  919 

Lee,  Joseph  A AL  4-2345  517 

Muler,  Eugene  H.  E..AL  3-4312  702 

Orzel,  J.  W AL  3-8529  1020 

Pikfford,  Ernest,  Jr.  . .AL  3-3807  718 

Pafford,  Ernest  M...AL  3-3807  718 

Scott,  E.  M AL  8-4277  1017 

Sitkin,  Frank  L AL  4-2345  517 

Smith,  Franklin  R.  ..AL  4-3257  717 

Spillane,  L.  O AL  3-0461  82l 

Voorhees,  Joseph  P...AL  8-3320  802 

Oral  Surgery 

Bairo,  Louis  P AL  3-9362  711 

Orthodontists 

Ovens,  J.  P AL  3-6342  803 

Periodontists 

Creamer,  R.  Dean  ..AL  3-6534  818 

McGuire,  Vaughn  S..  . AL  3-6718  1118 

Physicians  & Surgeons  (M.D.) 
Cardio-Respiratory  Diseases 
Randolph,  Howell  ..AL  4-3146  1005 

Cardio- Vascular  Surgery 

Grant,  Austin  R.  ...AL  4-3146  1005 

Dermatology 

Mackoff,  Sam  M.  (A).  AL  2-0379  808 

Medigovich,  D.  V.  ..AL  3-6617  905 

Endocrinology 

Raddin,  Joseph  B...AL  2-3577  706 

Eye,  Ear,  Nose  & Throat 

Barnet,  E.  G AL  4-3341  1120 


PROFESSIONAL  BUILDING  DIRECTORY 


Cruthirds,  A.  E.  . . . 

.AL  3-5121 

1011 

Johnson,  James  L.  . 

.AL  4-2841 

806 

Melton,  B.  L 

. AL  3-8209 

520 

Mc»...urdy,  Gordon  J. . 

.AL  3-8209 

520 

Nelson,  W.  J 

.AL  3-5121 

1011 

Reese,  Forrest  L.  . . . 

.AL  4-3341 

1120 

General  Practice 

Barker,  C.  J.,  Jr.  . 
Fekh,  Harry  J. 

.AL  3-2176 

710 

(Ob.S.) 

.AL  3-1151 

705 

Fox,  R.  L 

.AL  3-2176 

710 

Kngard,  F.  M 

Matanovich,  M. 

. AL  2-8404 

922 

(I.S.U.)  

. AL  3-6.509 

422 

McKenna,  J.  F.  (A). 

.AL  4-2174 

910 

General  Surgery 

Brewer,  W.  Albert  . 

.AL  3-4349 

1116 

Greer,  Joseph  M.  . . , 

. AL  3-2240 

1111 

Kimball,  H.  W 

.AL  3-7116 

1006 

Ovens,  J.  M.  (Tumor).AL  8-8074 
Ross,  Norman  A. 

1109 

(Diag.)  

. AL  3-8353 

810 

Shumway,  Ord  L.  . 

.AL  3-4349 

1116 

Stannard,  D.  H.  ... 

.AL  8-8074 

1109 

Internal  Medicine 

Gatterdam,  E.  A.  (A) 

.AL  4-2174 

910 

Hamer,  J.  D.  (Ca).  . 

.AL  4-2174 

910 

Hopkins,  Doris  F.  (A)  AL  4-7509 

904 

Kober,  LesUe  R.  ... 

.AL  4-4153 

1105 

McKhann,  Geo.  G.  . 

. AL  4-8483 

1108 

Milloy,  Frank  J 

Snyder,  Bertram  L. 

,AL  2-0142 

907 

(Chest)  

Swasey,  Lloyd  K. 

.AL  4-2174 

910 

(Chest)  

.AL  4-2174 

910 

Obstetrics  & Gynecology 

Barker,  C.  J.,  Sr 

AL  3-2176 

710 

Ophthalmology 

Burgess,  Roy  E AL  3-5604  822 

French,  Harry  J AL  4-1670  722 

Harbridge,  D.  F AL  3-5604  822 

Zinn,  Sheldon  AL  4-i670  722 

Psychiatry  & Neurology 

Kowalski,  L.  J AL  4-28.50  906 

McGrath,  Wm.  Bede.  . AL  3-5559  811 

Radiology  & Pathology 

Foster,  R.  Lee AL  3-4105  507 

List,  Martin  L AL  3-4105  507 

Thoracic  Surgery 

Melick,  Dermont  W. . . AL  4-3146  1005 


Other 

Ariz.  Bancorporation . AL  2-4798  421 

Laboratory  of 

Clinical  Medicine ..  AL  4-9881  1106 

Mandel,  L.  Ph.D AL  3-8177  902 

Nurses’  Professional 

Registry  AL  4-4151  703 

Professional  Building 

Office AL  4-4406  500 

Professional  Garage . . AL  4-4833  Bsmt. 

Professional  X-Ray  & 

Clinical  Lab AL  3-4105  507 

Seller,  Irene  H., 

Chiropodist  AL  4-1801  1021 

Smith,  C.  J.,  CPA.  . .AL  3-9561  1022 

Valley  National  Bank.  AL  8-8711  Lobby 

Valley  National  Co. 

(Ins.)  AL  4-2191  Lobby 

VNB  Car-Park AL  3-2835 

Wayland’s  Prescription 

Pharmacy AL  4-4171  Lobby 
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Pfc^^hhai  an4  Clinical  ^.alfCMtcm 

507  Professional  Bldg. 

Phoenix,  Arizona 
Phone  ALpine  3-4105 

AND 

lHe<lical  Centet  an4  Clinical  Xaltci-atct^ 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

DIAGNOSTIC  X-RAY  X-RAY  THERAPY 

RADIUM  THERAPY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 


jdee  ^ jf  osier, 3^irecior  <J^artiytjd.jC^i3t,<J^.  ^IQaJiologist 

Diplimate  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 


East  McDowell  Medical  Building  Telephone 

1130  E.  McDowell  Road  ALpine  8-1601 

PHOENIX,  ARIZONA 


^c^L^*to4tcc 


A Complete  Analytical  and  Laboratory  Service  To  The  Medical  Profession  of  Arizona 


Protein  Bound  Iodine 

Blood  Cholinesterase 

17-Ketosteroids 

Corticosteroids 

Phosphatases 

Vitamin  Determinations 

Blood  Volume 

Blood  pH  Values 

Electrolytes 

Toxicology 

Autopsies 

Papanicolaou  Stains 
Liver  Function  Tests 
Porphyrins 
Streptolysin  Titers 


Rh  Antibody  Titers 
Quantitative  Serology 
Heterophile  Titers 
Autogenous  Vaccines 
Hematology 
Bacteriology 
Parasitology 
Gastric  Analysis 
Friedman  Tests 
Frog  Pregnancy  Tests 
Mycology 
Enzyme  Chemistry 
Spectroscopic  Analysis 


DIAGNOSTIC  X-RAY 

Pelvimetry 

Salpingography 

Bronchography 

Intravenous  Cholecystography 

Myelography 

RADIO  ISOTOPE 

DIAGNOSIS  & THERAPY 

Radio  Iodine 

Radio  Phosphorus 

Chromic  Radio  Phosphate 

Radio  Cobalt 

Radio  Strontium 

Vitamin  B-12,  Cobalt  60  for 

Pernicious  Anemia  Diagnosis 

X-RAY  & RADIUM  THERAPY 


Maurice  Rosenthal,  M.D. 

Marcy  L.  Sussman,  M.D. 

Seymour  B.  Silverman,  M D. 

George  Scharf,  M.D. 

Diplomate,  American  # 

Diplomate,  American 

• 

Diplomate,  American  9 

Diplomate,  American 

Board  of  Pathology 

Board  of  Radiology 

Board  of  Pathology 

Board  of  Pathology 
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RADIOLOGY 

Douglas  D.  Gain,  M.D. 

John  W.  Kennedy,  M.D. 

Diplomate 

Diplomate 

American  Board  of 

American  Board  of 

Radiology 

ALpine  3-4131 

Radiology 

NORTH 

CENTRAL 

MEDICAL 

LABORATORY 

2021  North  Central  Avenue  • Phoenix,  Arizona 

COMPLETE  RADIOLOGICAL  AND  PATHOLOGICAL  SERVICES 

PATHOLOGY 

Maurice  Rosenthal,  M.D. 

George  Scharf,  M.D. 

Seymour  B.  Silverman,  M.D. 

Diplomate 

Diplomate 

Diplomate 

American  Board  of 

American  Board  of 

American  Board  of 

Pathology 

Pathology 

Pathology 

Professional  X-ray  and  Clinical  Laboratory  I 

MEDICAL  CENTER  X-RAY  AND 

Successor  To 

CLINICAL  LABORATORY 

PATHOLOGICAL  LABORATORY 

1313  N.  Second  St. 

507  Professional  Bldg. 
Phoenix,  Arizona 

Phoenix,  Arizona 

Phone  ALpine  3-4105 

Phone  ALpine  8-3484 

R.  LEE  FOSTER,  M.D.  MARTIN  L.  LIST,  M.D.  | R.  LEE  FOSTER,  M.D.  MARTIN  L.  LIST,  M.D. 

DOCTOR'S  DIRECTORY 

DOCTORS'  CENTRAL  DIRECTORY 

Helen  M.  Barrasso,  R.N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  EA  5-1551 

At  Your  Service  24  Hours  Daily 
1321  East  Lee  Street  Tucson,  Arizona 

“Established  1932" 


NURSES'  DIRECTORY 


DISTRICT  NO.  1 

ARIZONA  STATE  NURSES  ASS'N 

MRS.  MARJORIE  E.  KASUN,  R.N. 

Registrar 

Nurses'  Professional  Registry 

703  Professional  Bldg.  — Phoenix  — ALpine  4-4151 


ARIZONA  SOCIETY  OF 
MEDICAL  TECHNOLOGISTS 

Placement  service  for  all  physicians  and  hospitals 
requiring  registered  (ASPC)  medical  technologists 
Mrs.  Marian  Hannah,  M.T.  (ASCP),  Placement  Director 
507  Professional  Building,  Phoenix,  Arizona 

CLINIC  DIRECTORY 

J.  T.  O'NEIL,  M.D. 

R.  F.  SCHOEN,  M.D. 

H.  B.  LEHMBERG,  M.D. 

W.  H.  FORD,  M.D. 

R.  F.  LAMB,  M.D. 

Casa  Grande  Clinic  Phone  4495 

Casa  Grande,  Arizona 

THE  ORTHOPEDIC  CLINIC 
Orthopedic  Surgery 

W.  A.  Bishop,  Jr.,  M.D.,  F.A.C.S.  — A.L.  Swenson,  M.D.,  F.A.C.S. 
Ray  Fife,  M.D.  — Sidney  L.  Stovall,  M.D.,  F.A.C.S. 

Thomas  H.  Taber,  Jr.,  M.D. 

Diplomates  of  the  American  Board  of  Orthopedic  Surgery 

2620  N.  3rd  St.  — AL  8-1586  — Phoenix,  Arizona 
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THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

1 1 2 N.  Central 
Phone  Alpine  3-4317 
PHOENIX,  ARIZONA 

<^n  tScottsJaie  call 
Lute's  Scottsdale  Pharmacy 

For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1st  National  Bank 

MODERN  RX  PHARMACY 

TELEPHONE  20 

NOGALES  ARIZONA 

Your  Prescription  Store 

DIERDORF  PHARMACY 

Phone  BR  5-5212 

LAIRD  & DINES 

The  REXALL  Store 
Reliable  Prescription  Service 
woodland  7-2922  Mill  Ave.  & 5th 

Tempe,  Arizona 

2315  N.  24th  St.  Phoenix,  Arizona 

Milburn  F.  Dierdorf 

OSBORN  PHARMACY 

Cooled  by  Refrigeration 

Fountain  Service  — Prescriptions  — Cosmetics  — Free  Delivery 
Ralph  Thurman 

3341  N.  19th  Ave.  - Phone  AM  6-4508  - CR  4-1256 
Phoenix,  Arizona 

JOHNSON'S  DRUG  STORE 

PRESCRIPTIONS 
"Service  you  will  like" 

Corner  Speedway  and  Park  Avenue 
Phone  MA  2-8865  Tucson,  Arizona 

THIS  SPACE  FOR  SALE 

ARIZONA  MEDICINE 

112  N.  Central 
Phone  Alpine  3-4317 
PHOENIX,  ARIZONA 

EVERYBODY'S  DRUG  COMPANY 

Prescription  Druggists 
Phones:  WO  4-4587  — WO  4-4588 
Mesa,  Arizona 

PULLINS 

Prescriptions 
400  E.  Glendale 
Phone  YE  7-9848 
Glendale,  Arizona 

SRUTWA  PHARMACY 

Phone  CRestwood  7-7605 

Cas.  H.  Srutwa  — P.  C.  Srutwa 
4234  E.  Indian  School  Road 
PHOENIX,  ARIZONA 

THIS  SPACE  FOR  SALE 

ARIZONA  MEDICINE 

1 12  N.  Central 
Phone  Alpine  3-4317 
PHOENIX,  ARIZONA 

SUNNYSLOPE  PHARMACY 

7th  & Dunlap  — Sunnpslope,  Arizona 
Wl  3-3454  - Wl  3-4312 

The  most  complete  Prescription  Dept,  in  Sunnyslope. 
Member  American  Pharmaceutical  Association 
Member  Arizona  Pharmaceutical  Association 

•:v3';r  ■ 

BUTLERS  REST  HOME 

« Bed  Patients  and  Chronics 
® Excellent  Food 
® Television 
* State  Licensed 
® 24  Hour  Nursing  Care 

802  N.  7th  St.  Phoenix,  Arizona 

Telephone  AL  3-2592 

WILLIAMS  CONVALESCENT  HOME 

Hospital  Care  With  Home  Atmosphere 
(Member  Arizona  Association  Nursing  Homes  Inc.) 
Licensed  Nurses  — Special  Diets  — Oxygen  & Intravenous 
Refrigerated  Air  Conditioning  (Individually  Controlled) 
Bed  - Ambulatory  Patients 

AM  5-4185  — 1608  E.  Meadowbrook  Ave.  — Phoenix 

BETHANY  REST  HOME 

GLENDALE  NURSING  HOME 

Arizona's  newest,  modern  nursing  home. 

® Convalescent  ® 24  Hour  Nursing  Care 

® Custodial  ® Special  Diets.  Quiet. 

Lat.  16%  and  Glendale  Avenue 
Phones:  AMherst  6-7001  — YEllowstone  7-7064 
Glendale,  Arizona 
(Ray  and  Ruth  Eckel) 

Effie  V.  Davis,  Owner-Operator 
CRestwood  4-4112  — 126  E.  Bethany  Home  Road,  Phoenix 
Bed  Patients,  Chronic  Conditions,  Senile  & Ambulatory 

HILLCREST  SANATORIUM 

Established  1921 

® General  Medical  ® Acute  or  Chronic 

® Orthopedic  ® Convalescent 

® Post-Operative  ® Geriatric 

® Medical  Doctor  of  your  choice 

24  hr.  Skilled  Nursing  — New,  Modern  Facilities 
Phones:  MA  4-1562  — MA  3-1391 
1 No.  3rd  Ave.  & Adams  Tucson,  Arizona 

i Alberta  M.  Lovett 

1 Katharine  Schmid  Charles  Schmid 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

1 1 2 N.  Central 
Phone  Alpine  3-4317 
PHOENIX,  ARIZONA 
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AND  HOSPITAL 


'4m 


SANATORIUM  AND  HOSPITAL  WITH  MODERN 
TREATMENT  EQUIPMENT  IN  THE  EXCLUSIVE  CAMELBACK  MOUNTAIN 
RESORT  AREA  ...  15  MINUTES  FROM  DOWNTOWN  PHOENIX. 


LANDSCAPING  AND  10  ACRES  OF  CITRUS  GROVES  ADD 
TO  THE  GUEST  RANCH  ATMOSPHERE  OF  CAMELBACK  SANATORIUM 
AND  HOSPITAL. 


AIR  CONDITIONING  AND  SOUND  PROOF 
UNITS  CREATE  RESTFUL  LIVING  CONDITIONS. 


AND  RECREATIONAL  THERAPY  PROGRAMS 
STAFFED  WITH  SPECIALIZED  PERSONNEL  HELP  COMPLETE  YOUR 
PATIENT’S  RECOVERY. 


PATIENT  IS  UNDER  CONTINUOUS  REGISTERED  NURSE 
SUPERVISION  TO  MAKE  SURE  YOUR  ORDERS  ARE  PROFESSIONALLY 
CARRIED  OUT. 

'(sM&Axi/ 

YOUR  INQUIRIES  ARE  WELCOME 


OTTO  L.  BENDHEIM,  M.D.,  F.A.P.A. 
Medical  Director 


m 


AND  HOSPITAL 

5055  NORTH  THIRTY  FOURTH  STREET 
PHOENIX  • ARIZONA 
AMherst  6-7238 


P HO  ENIX  INSTITUTB^OF  „NEUROlO'GY^AND>  PSYCHIATRY 


Vol.  15,  No.  5 


Arizona  Medicine 


51A 


EYE,  EAR,  NOSE  and  THROAT 


DOUGLAS  W.  FRERICHS,  M.D. 

Diplomate  American  Board  of  Otolaryngology 
EAR,  NOSE,  AND  THROAT 
RHINOPLASTIC  SURGERY  BRONCHOSCOPY 

1130  E.  McDowell  Rd.  — Phone  Alpine  4-5068 
Phoenix,  Arizona 


ROBERT  F.  LORENZEN,  M.D. 

B.Sc.,  M.Sc.  (Med.) 

Diplomate  American  Board  of  Ophthalmology 
Practice  limited  to  Ophthalmology 
Park  Central  Medical  Building 
550  W.  Thomas  Road  (139  Patio  D) 

Phone  AM  5-2701  Phoenix,  Arizona 


JOHN  J.  McLOONE,  M.D. 
F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Otolaryngology 
Park  Central  Medical  Building 
550  W.  Thomas  Rd.  - 124-Patio  C 
Telephone  CRestwood  4-3511 
Phoenix,  Arizona 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

112  N.  Central 
Phone  Alpine  3-4317 
PHOENIX,  ARIZONA 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

112  N.  Central 
Phone  Alpine  3-4317 
PHOENIX,  ARIZONA 


ROY  E.  BURGESS,  M.D. 

Ophthalmology 

Diplomate  American  Board  of  Ophthalmology 

822  Professional  Bldg.  — 15  E.  Monroe  St. 
Alpine  3-5604  — Phoenix,  Arizona 


DERMATOLOGY 


GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 


Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 
Phone  Alpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 


WILLIAM  SNYDER,  M.D. 

Diplomate  of  the  American  Board  of  Dermatology 
Diseases  of  the  Skin 
Skin  Cancer  — Cutaneous  Allergy 
2021  N.  Central  Ave.  — Alpine  3-8383 
PHOENIX,  ARIZONA 


PSYCHIATRY  and  NEUROLOGY 

OTTO  L.  BENDHEIM,  M.D. 

1515  North  Ninth  Street 
PHOENIX,  ARIZONA 
Diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology 
Phone  AL  8-2607 


RICHARD  E.  H.  DUISBERG,  M.D. 

Diplomate  American  Board  of  Neurology  and 
Psychiatry 


T.  RICHARD  GREGORY,  M.D. 


Neurology  and  Psychiatry 
AL  3-6701  — AL  2-4542 
1313  No.  2nd  St.  — Phoenix,  Arizona 


KENNETH  G.  REW,  M.D. 

550  W.  Thomas  Road  — 102  Patio  A 
Phoenix,  Arizona 

Diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology 
Phone  CR  4-9596 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

1 1 2 N.  Central 
Phone  Alpine  3-4317 
PHOENIX,  ARIZONA 


NEUROSURGERY 


JOHN  R.  GREEN,  M.D. 
HARRY  F.  STEELMAN,  M.D. 

AND 

HAL  W.  PITTMAN,  M.D. 

ARE  PLEASED  TO  ANNOUNCE 
THE  ASSOCIATION  OF 

BETTY  G.  E.  CLEMENTS,  M.D. 

FOR  THE  PRACTICE  OF 

NEUROLOGY 

AND 

ELECTROENCEPHALOGRAPHY 

550  WEST  THOMAS  ROAD 
PHOENIX,  ARIZONA 


MALIGNANT  DISEASE 

JAMES  M.  OVENS,  M.D. 

F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Tumor  Surgery 
X-ray  and  Radium  Therapy 

608  Professional  Bldg.  Phone  Alpine  8-8074 

Phoenix,  Arizona 

pimATRTTsUR^ 


SAM  M.  MACKOFF,  M.D. 

Diseases  of  the  Skin 

Room  808  - Professional  Building  — 15  E.  Monroe  St. 

Office:  AL  2-0379  — Phoenix,  Arizona 


DANIEL  T.  CLOUD,  M.D. 

Pediatric  Surgery 

2021  N.  Central  Ave.  — Alpine  3-2933 
Phoenix,  Arizona 
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SURGERY  I OBSTETRICS  AND  GYNECOLOGY 


EDWARD  L.  KETTENBACH,  M.D., 
F.A.C.S.,  F.I.C.S. 

SURGERY 

Diplomate  American  Board  of  Surgery 
2324  North  Tucson  Blvd.  Phone  EA  5-2605 

Tucson,  Arizona 

^NALD  A.  POLSON,  M.D.,  M.  Sc. 

GENERAL  SURGERY 

Certified  by  the  American  Board  of  Surgery 
550  W.  Thomas  Road 
Phone  CRestwood  4-2081 
Phoenix,  Arizona 

DELBERT  L.  SECRIST,  M.D.,  F.A.C.S. 

123  South  Stone  Avenue 
Tucson,  Arizona 

Office  Phone  AAA  2-3371  Home  Phone  EA  5-9433 

THOMAS  H.  BATE,  M.D. 

F.A.C.S.,  F.I.C.S.,  M.Sc.  (Surgery) 

PRACTICE  LIAAITED  TO  SURGERY 
Diplomate  American  Board  of  Surgery 
2021  N.  Central  — Office  Phone  ALpine  4-3326 
Phoenix,  Arizona 

H.  D.  KETCHERSIDE,  M.D. 

SURGERY  and  UROLOGY 
800  North  First  Avenue 
Phone  ALpine  4-7245 
Phoenix,  Arizona 

D/W.  MELICK,  M.D. 

THORACIC  SURGERY 
The  Professional  Building 
Phoenix,  Arizona 

DALE  H.  STANNARD,  M.D. 

Diplomate  American  Board  of  Surgery 
General  Surgery  Vascular  Surgery 

1109  Professional  Building  AL  8-8074 

Phoenix,  Arizona 


ORTHOPEDIC  SURGERY 


GEORGE  L.  DIXON,  M.D.,  F.A.C.S. 

PHILIP  G.  DERICKSON,  M.D. 
CHRISTOPHER  A.  GUARINO,  M.D. 

ORTHOPAEDIC  SURGERY 
Diplomates  of  the  American  Board 
of  Orthopaedic  Surgery 

744  N.  Country  Club  Road  Telephone  EAst  5-1533 

TUCSON,  ARIZONA 

ROBERT  E.  PASTINGS,  M.D.,  F.A.C.S. 
ROBERT  W.  WEBER,  M.D. 

ORTHOPAEDIC  SURGERY 
Diplomate  American  Board  of  Orthopaedic 
Surgery 

1014  N.  Country  Club 
TUCSON,  ARIZONA 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

112  N.  Central  Phone  ALpine  3-4317 

PHOENIX,  ARIZONA 


HAROLD  N.  GORDON,  M.D.,  F.A.C.S. 

OBSTETRICS  AND  GYNECOLOGY 
Diplomate  of  American  Board  of  Obstetrics  and  Gynecology 

MARTIN  COHEN,  M.D. 

Practice  Limited  to  Obstetrics  and  Gynecology 
1832  8th  Avenue  — Phone  SUnset  2-2559 
Yuma,  Arizona 


GYNECOLOGY  & ENDOCRINOLOGY 


JOSEPH  B.  RADDIN,  M.D. 

Practice  limited  to 

MEDICAL  GYNECOLOGY  & ENDOCRINOLOGY 
619  Professional  Building 
15  E.  Monroe  — Phoenix,  Arizona 
Phone  ALpine  2-3577 

urology 


ROBERT  H.  CUMMINGS,  M.D. 

Diplomate  of  the  American 
Board  of  Urology 
Park  Central  Medical  Bldg. 

Phone  CR  4-4912 

550  W.  Thomas  Road  — 230  Patio  C 
Phoenix,  Arizona 

PAUL  L.  SINGER,  M.D.,  F.A.C.S. 

Certified  American  Board  of 
UROLOGY 

1313  N.  Second  Street  Phone  ALpine  3-1739 

PHOENIX,  ARIZONA 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

112  N.  Central 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 


DONALD  B.  LEWIS,  M.D. 

UROLOGY 

Certified  by  the  American  Board  of  Urology 
123  So.  Stone  Ave.  Phone  MA  2-7081 

Tucson,  Arizona 


ALLERGY 


Howard  M.  Purcell,  Jr.,  M.D. 

American  Board  of  Pediatrics 
American  Academy  Pediatrics 
American  College  of  Allergists 
ALLERGY  OF  CHILDREN 
322  W.  McDowell  Rd. 
PHOENIX,  ARIZONA 


E.  A.  GATTERDAM,  M.D. 

ALLERGY 

15  E.  Monroe  St.,  Professional  Bldg. 
Office  Hours;  1 1 A.M.  to  5 P.M. 
Phoenix,  Arizona 


SAM  M.  MACKOFF,  M.D. 

Allergy 

Room  808  - Professional  Building  — 15  E.  Monroe  St. 

Office:  AL  2-0379  — Phoenix,  Arizona 
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RADIOLOGY 


R.  LEE  FOSTER,  M.D. 

MARTIN  L LIST,  M.D. 

Diplomates  of  American  Board  of  Radiology 
Diagnostic  Roentgenology 
X-Ray  and  Radium  Therapy 
507  Professional  Bldg.  1313  N.  Second  St. 

Phone  Alpine  3-4105  Phone  Alpine  8-3484 

Phoenix,  Arizona 

MARCY  L.  SUSSMAN,  M.D. 

Diplomate  of  American  Board  of  Radiology 
DIAGNOSTIC  RADIOIOGY 
THERAPEUTIC  RADIOIOGY 
RADIOISOTOPES 
1130  E.  McDowell  Rd. 

Telephone  Alpine  8-1601 
Phoenix,  Arizona 

Plastic  and  Reconstructive  Surgery 

HOWARD  C.  LAWRENCE,  M.D. 

F.A.C.S. 

Diplomate  of  the 

American  Board  of  Plastic  Surgery 
2021  N.  Central  Ave.  — Phone  Alpine  8-4101 
Phoenix,  Arizona 

GENERALIST 

HUGH  DIERKER,  M.D. 

Member  American  Academy  of 
General  Practice 

505  N.  Beaver  Phone  1106 

Flagstaff,  Arizona 


DOUGLAS  D.  GAIN,  M.D. 
JOHN  W.  KENNEDY,  M.D. 

Diplomates  of  American  Board  of  Radiology 
X-Ray  Therapy  and  Diagnosis 
Radium  Therapy 


2021  N.  Central  Ave Al  3-4131 

Memorial  Hospital  Al  8-7531 

1130  N.  Central  Ave Al  8-8435 


THIS  SPACE  FOR  SAIE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

112  N.  Central 
Phone  Alpine  3-4317 
PHOENIX,  ARIZONA 

PROCTOLOGY 

WALLACE  M.  MEYER,  M.D. 

PROCTOIOGY 
Park  Central  Medical  Bldg. 

Phone  CR  4-5632 

550  W.  Thomas  Road  — 216  Patio  B 
Phoenix,  Arizona 

JAMES  T.  JENKINS,  M.D. 

Fellow  American  Proctologic  Society 
Fellow  American  College  of  Surgeons 
Fellow  International  College  of  Surgeons 
Practice  limited  to  Diseases  of  the  Anus,  Rectum 
and  Colon 

2021  N.  Central  Ave. 

Phoenix,  Arizona  — Phone  Al  2-2822 


INTERNAL  MEDICINE 


ROBERT  S.  FLINN,  M.D. 

INTERNAl  MEDICINE 

CARDIOGRAPHY  and  ElECTROCARDIOGRAPHY 
Park  Central  Medical  Bldg. 

Phone  CR  4-1443 

550  W.  Thomas  Road  — 217  Patio  B 
Phoenix,  Arizona 

JOSEPH  BANK,  M.D. 

Diplomate  of 

American  Board  of  Internal  Medicine 
American  Board  of  Gastroenterology 
GASTROENTEROIOGY,  GASTROSCOPY 
800  North  First  Avenue  Phone;  Alpine  4-7245 

PHOENIX,  ARIZONA 

LESLIE  B.  SMITH,  M.D. 

Diplomate  American  Board  of  Internal  Medicine 
1 130  E.  McDowell  Rd.  Phone  Al  8-0044 

(Formerly  926  E.  McDowell  Rd.) 

Phoenix,  Arizona 
130  E.  Stetson  Drive  — Suite  104 
WH  5-3563  — Scottsdale,  Arizona 


FRANK  J.  MILIOY,  M.D. 

F.A.C.P. 

Diplomate  of  the  American  Board  of 
Internal  Medicine 
INTERNAl  MEDICINE 
907  Professional  Building 
Phone  Alpine  2-0142 
Phoenix,  Arizona 

JESSE  D.  HAMER,  M.D. 

F.A.C.P. 

INTERNAl  MEDICINE 
CARDIOIOGY 

Suite  910  Phoenix 

15  E.  Monroe  St.  Arizona 


DAVID  M.  MARCUS,  M.D. 

INTERNAl  MEDICINE 
1850  laurel.  North  — Alpine  4-7970 
Phoenix,  Arizona 
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ARIZONA  STATE  CHIROPODISTS  ASSOCIATION 

Julius  Citron,  D.S.C.,  A.C.F.S. 

PHOENIX 

Howard  B.  Seyfert,  Jr.,  D.S.C. 

40  E.  Thomas  Rd. 

735  E.  McDowell  Rd. 

CR  7-5631 

At  4-4414 

Samuel  Mason,  Pod.  D. 

Irwin  D.  Shapiro,  Pod.  D. 

144  N.  1st 

2814  N.  7th  Ave. 

At  2-4646 

AM  5-9686 

Felton  O.  Gamble,  D.S.C. 

TUCSON 

T.  J.  Price,  Ph.G.,  S.C. 

1888  N.  Country  Club  Rd. 

927  E.  7th  Street 

Phone  EA  6-3212 

Phone  MA  4-1087 

Harold  E.  Mitton,  D.S.C. 

Martin  Snyder,  D.S.C. 

318  E.  Congress  St. 

2629  E.  Broadway 

Phone  MA  3-9151 

Phone  EA  5-6333 

PATHOLOGY 


This  is  to  announce  that  tissues  for  diagnosis  are  accepted  by  the  following 
physicians  who  practice  in  Arizona,  are  not  exclusively  governmentally  employed, 
and  are  qualified  as  pathologic  anatomists: 


J.  D.  BARGER,  M.D. 

338  E.  Camelback  Rd. 
Phoenix.  Arizona 

RALPH  H.  FULLER,  M.D. 

St.  Mary’s  Hospital 
Tucson,  Arizona 

LOUIS  HIRSCH,  M.D. 

1641  N.  Tucson  Blvd. 
Tucson,  Arizona 

GEORGE  B.  KENT,  JR.,  M.D. 

Park  Central  Medical  Bldg. 

550  W.  Thomas  Road  — 101  Patio  A 
Phoenix,  Arizona 

JOSEPH  J.  LIKOS,  M.D. 

338  E.  Camelback  Road 
Phoenix,  Arizona 


MAURICE  ROSENTHAL,  M.D. 

Memorial  Hospital 
Phoenix,  Arizona 

GEORGE  SCHARF,  M.D. 

2021  N.  Central  Avenue 
Phoenix,  Arizona 

SEYMOUR  B.  SILVERMAN,  M.D. 

1130  E.  McDowell  Rd. 
Phoenix,  Arizona 

LOREL  A.  STAPLEY,  M.D. 

Park  Central  Medical  Bldg. 

550  W.  Thomas  Road  - 101  Patio  A 
Phoenix,  Arizona 

O.  O.  WILLIAMS,  M.D. 

Park  Central  Medical  Bldg. 

550  W.  Thomas  Road  — 101  Patio  A 
Phoenix,  Arizona 


RADIOTHERAPY  & ONCOLOGY 

A.  L.  LINDBERG,  M.D.  U.  V.  PORTMANN,  M.D. 

(Diplomates  of  American  Board  of  Radiology) 

THERAPEUTIC  RADIOLOGY  AND  TUMOR  PATHOLOGY 
TUCSON  TUMOR  CLINIC 

721  N.  4th  Avenue 

Phone  AAA  3-2531 


Tucson,  Arizona 


LOIS  GRUNOW  MEMORIAL  CLINIC 


McDowell  at  tenth  street 


PHOENIX,  ARIZONA 


OPHTHALMOLOGY 

John  S.  Aiello,  M.D. 


GENERAL  SURGERY 

H.  G.  Williams,  AI.D.,  E.A.C.S. 
David  C.  James,  M.D. 


INTERNAL  MEDICINE 

Hilton  j.  McKeown,  AI.D.,  F.A.C.P. 
C.  Selby  Mills,  M.D.,  F.A.C.P. 

S.  Kent  Conner,  M.D. 

Thomas  A.  Edwards,  M.D. 

John  F.  Westfall,  M.D. 


ORTHOPEDIC  SURGERY 

James  Lytton-Smith,  M.D.,  E.A.C.S. 
Ronald  S.  Haines,  M.D.,  E.A.C.S. 
John  E.  Ricker,  M.D. 

Warren  A.  Colton,  Jr.,  M.D.,  E.A.C.S. 


UROLOGY 

M.  L.  Day,  M.D.,  E.A.C.S. 


OTOLARYNGOLOGY 

D.  E.  Brinkerhoff,  M.D.,  E.A.C.S. 

V..  A.  Dunham,  Jr.,  M.D. 

NEUROSURGERY 

John  A.  Eisenbeiss,  M.D.,  E.A.C.S. 

PSYCHIATRY  and  NEUROLOGY 

Maier  I.  Tuchler,  M.D. 

LABORATORIES 

Director— Thomas  A.  Hartgraves,  M.D.,  F.A.C.R. 
Associate  Radiologist-Don  E.  Matthiesen,  M.D. 
Assoeiate  Pathologist-O.  O.  Williams,  M.D.,  F.A.C.P. 


OBSTETRICS  and  GYNECOLOGY 

Clarence  B.  Warrenburg,  M.D. 

William  E.  Crisp,  M.D. 

GENERAL  DENTISTRY 

George  F.  Busch,  D.D.S. 

Henry  A.  Wilky,  D.D.S. 


PEDIATRICS 

Robert  W.  Ripley,  M.D. 


premenstrual  tension 

responds  very  well  to  Compazine* 


• agitation  and  apprehension  are  promptly  relieved 

• emotional  stability  is  considerably  improved 

• nervous  tension  and  fatigue  are  greatly  reduced 

• appetite  and  sleep  patterns  improve 

• depression  often  disappears 


For  prophylaxis;  ‘Compazine’  Spansulet  capsules  provide  all-day  or 
all-night  relief  of  anxiety  with  a single  oral  dose.  Also  available:  Tablets, 
Ampuls,  Multiple  dose  vials.  Syrup  and  Suppositories. 


Smith  Kline  & French  Laboratories,  Philadelphia 


*T.M.  Reg.  U.S.  Pat.  Off.  for  prochlorperazine,  S.K.F. 
tT.M.  Reg.  U.S.  Pat.  Off.  for  sustained  release  capsules,  S.K.F. 


* * i 


EACH  PULVULE  PROVIDES: 

‘Pyronir  (Pyrrobutamine,  Lilly) 15  mg. 

‘Histadyl’  (Thenylpyramine,  Lilly)  25  mg. 

'Clopane  Hydrochloride’  (Cyclopentamine 
Hydrochloride,  Lilly) 12.5  mg. 

USUAL  DOSAGE:  2 or  3 pulvules  daily 


f r * V* 
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a way  of  escape 
from  allergy 

CO-PYRONIL 

(Pyrrobutamine  Compound,  Lilly) 

acts  fast  to  provide 
unusually  long-lasting  relief 


ARIZONA  MEDiCAL  ASSOCIATION 


LibHARY 


15  ]9dS- 


San  Francisco,  2^ 


EFFECTIVE  AGAINST  A WIDE  RAN 


CHLOROM) 


COMBATS  MOST  CLINICALLY  IMPORTANT  PATHOGENS 


In  vitro  studies  continue  to  show  that  a wide  variety  of  gram- 
positive and  gram-negative  microorganisms  are  highly  sensitive  to 
CHLOROMYCETIN  (chloramphenicol,  Parke-Davis).^  ® 


Clinically,  CHLOROMYCETIN  “...has  proved  to  be  a particularly 
valuable  agent  in  urinary  tract  infections,”  where  it  is  often  effective 
against  microorganisms  resistant  to  other  antibiotics. Among  other 
infections  against  which  CHLOROMYCETIN  has  produced  excellent 
response  are  severe  staphylococcal  wound  infections,'’  Hemophilus 
inftuenzae^^  and  Hemophilus  pertussis^"  infections,  and  dysenteries 
caused  by  salmonellae  and  by  shigellae.^^ 


CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  beeause  certain  blood  dyscrasias 
have  been  associated  with  its  administration,  it  should  not  be  used  indiscriminately  or  for 
minor  infections.  Furthennore,  as  with  certain  other  drugs,  adequate  blood  studies  should 
be  made  when  the  patient  requires  prolonged  or  intermittent  therapy. 


REFERENCES:  (X)  Roy,  T.  E.;  Collins,  A.  M.;  Craig,  G.,  & Duncan,  I.  B.  R.:  Catmd.  M.A.J.  77:844 
(Nov,  1)  1957.  (2)  Schneicrson,  S.  S.:  /.  Mt.  Sinai  Hasp.  25:52  (Jan.-Feb.)  1958.  (3)  Hasenclever,  H.  E: 
J.  Iowa  M.  Soc.  47:136,  1957.  (4)  Rhoads,  R S.:  Postgrad.  Med.  21:563,  1957.  (5)  Ciiswell,  H.  T.,  and 
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PARKE,  DAVIS  & COMPANY  DETROIT  32,  MICHIGAN 


: ORGANISMS 


IN  VITRO  SENSITIVITY  OF  THREE  COMMON  PATHOGENS 
TO  CHLOROMYCETIN  AND  TO  A WIDELY  USED  ANTIBIOTIC  GROUP 


CHLOROMYCETIN  89% 


PROTEUS  MIRABILiS 


STAPHYLOCOCCUS  PYOGENES 


518  strains 


CHLOROMYCETIN  96% 


I 


46  strains  ■ ANTIBIOTIC  GROUP  3% 


PSEUDOMONAS  AERUGINOSA 


55  strains 


CHLOROMYCETIN  38% 


64  strains 


ANTIBIOTIC  GROUP  14% 


0 20  40  60 

* Adapted  from  Roy,  T.  E.;  Collins,  A.  M.;  Craig,  C.,  & Omieaii,  I.  R.  R. 
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AN  AMES  CLINIQUICK 


CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 


72 

Minutes 


S.:  Applied  Physiology,  ed.  8,  London 
s,  1947,  p.  734. 


. I 


Whafs  wrong  with  the  term 

“emptying  of  the  gallbladder’’? 

The  gallbladder  discharges  bile  by  fractional  evacuation.  It  is  not 
emptied  completely  at  any  one  time  even  following  a fatty  meal, 

5o/</ce  — Lichtman,  S.  S.:  Diseases  of  the  Liver,  Gallbladder  and  Bile  Ducts,  ed.  3, 
Philadelphia,  Lea  & Febiger,  1953,  vol.  2,  p.  1177. 


routine  physiologic  support  for  “sluggish”  older  patients 

DECHOLIN^one  tablet  t.i.d. 

therapeutic  bile 

increases  bile  flow  and  gallbladder  function— combdds  bile  stasis 
and  concentration . . . helps  thin  gallbladder  contents. 

corrects  constipation  without  catharsis— colonic  dehydra- 
tion and  hard  stools ...  provides  effective  physiologic  stimulant. 

Decholin  tablets  (dehydrocholic  acid,  Ames)  3^  gr.  Bottles  of  100  and  500. 

AMES  COMPANY,  INC  • ELKHART,  INDIANA 
Ames  Company  of  Canada,  Ltd.,  Toronto  4«53 


■ 

■ 
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FOR  FLAGELLATE  AND  FUNGAL  VAGINITIS 


Floraquin® 


Destroys  Common  Vaginal  Pathogens; 
Rebuilds  Normal  Bacterial  Barrier 


Whenever  a woman  complains  of  vaginal  dis- 
charge with  pruritus,  a trichomonal  infection^ 
must  be  suspected.  Moniliasis,  the  second  most 
frequent  cause-  of  leukorrhea,  often  occurs-'^  in 
conjunction  with  diabetes  mellitus,  pregnancy 
and  estrogen  or  broad  spectrum  antibiotic  ther- 
apy. Commonly  used  douches  wash  away  nor- 
mal acid  secretions  and  protective  Doderlein 
bacilli,  thus  tending  to  aggravate  the  problem. 

Floraquin,  containing  Diodoquin®  (diiodo- 
hydroxyquin,  U.S.P.),  eliminates  infection  and 
provides  boric  acid  and  sugar  to  restore  the 
acidic  pH  which  favors  replacement  of  patho- 
gens by  normal  Doderlein  bacilli.  The  danger 
of  recurrence  is  thus  minimized. 

Pitt  reports-  consistently  good  results  after 
daily  vaginal  insufflation  of  Floraquin  powder 
for  three  to  five  days,  followed  by  acid  douches 
and  the  daily  insertion  of  Floraquin  vaginal  tab- 
lets throughout  one  or  two  menstrual  cycles. 


Intravaginal  Applicator  for  Improved 
Treatment  of  Vaginitis— 

This  smooth,  unbreakable,  plastic  plunger  de- 
vice is  designed  for  simplified  insertion  of  Flora- 
quin tablets  by  the  patient;  it  places  tablets  in 
the  fornices  and  thus  assures  coating  of  the 
entire  vaginal  mucosa  as  the  tablets  disintegrate. 
A Floraquin  applicator  is  supplied  with  each 
box  of  50  tablets. 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois.  Re- 
search in  the  Service  of  Medicine. 


1.  Davis,  C.  H.;  Trichomonas  Vaginalis  Infections:  A 
Clinical  and  Experimental  Study,  .I.A.M.A.  157:\26 
(Jan.  8)  1955. 

2.  Pitt,  M.  B.;  Leukorrhea,  Causes  and  Management, 
J.M.A.  Alabama  25.-182  (Feb.)  1956. 

3.  Lang,  W.  R.:  Recent  Advances  in  Vaginitis,  Phila- 
delphia Med.  J7.T494  (June  15)  1956. 
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TYPICAL  IMFERON  RESPONSES 


m 


©ron 


INTRAMUSCULAR  IRON-DEXTRAN  COMPLEX 


w'' 


UM 

ite'^ 


lo  ^ 
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V'' 


CHRONIC_BLQOD_LQSS 


.this  patient  did  not  receive  any  transfusion  of  blood  or 
any  hematinic  other  than  the  intramuscular  dose  of  iron.  His 
initial  concentration  of  hemoglobin  measured  5.8  gm.  per 
100  cc.  of  blood  and  in  spite  of  operation  [hemorrhoidectomy!  ■ 
and  further  loss  of  blood  the  concentration  increased  to 
12.2  gm.  within  less  than  3 weeks.  Concomitantly  with  the 
hematologic  improvement  there  was  clinical  Improvement 
and  subsidence  of  the  initial  primary  symptoms  [unusual 
fatigability,  dyspnea,  palpitation  on  exerfionl.”^ 


“...she  had  an  excellent  response  with  a retlculoc> 
of  5.3  per  cent  on  the  seventh  day,  and  a complete  dh 
pearance  of  the  anemia  and  conversion  from  hypochpomic 
to  normochromic  cells  by  the  end  of  two  months.  She.expe-| 
rienced  remarifable  improvement  In  pep  and  sense  of  well- 
being coincident  with  the  alleviation  of  her  anemia.”^ 

(1)  Hagedorn,  A.  B.:  Proc.  Staff  Meet.  Mayo  Clin.  32:705  (Dec.  11)  19* 

(2)  Best,  W.  R.;  Louis,  J.,  and  Limarzi,  L.  R.:  M.  Clin.  North  America 
(Jan.)  1958,  p.  3. 

Supplied:  2-cc.  and  5-cc.  ampuls,  boxes  of  4.  Physician’s  directions  in 
every  box.  There  are  50  mg.  of  elemental  iron  per  cc.  Request  brochure, 
NDA  17,  Imferon.  B 

IMFERON®  is  distributed  by  Lakeside  Laboratories,  Inc.,  under  license 
from  Benger  Laboratories,  Limited. 
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Smith,  M.D.  (Phoenix);  Clarence  E.  Yount,  Jr.,  M.D. 
(Prescott). 

BLOOD  BANK  COMMITTEE:  Ralph  H.  Fuller,  M.D.,  Chairman 
(Tucson);  D.  W.  Melick,  M.D.  (Phoenix);  Paul  J.  Slosser, 
M.D.  (Yuma). 

CENTRAL  OFFICE  ADVISORY  COMMITTEE:  C.  E.  Yount, 
Jr.,  M.D.,  Chairman  (Prescott);  Jesse  D.  Hamer,  M.D. 
(Phoenix);  James  T.  O’Neil,  M.D.  (Casa  Grande);  Leslie 

B.  Smith,  M.D.  (Phoenix);  William  B.  Steen,  M.D.  (Tucson). 
CIVIL  DEFENSE  COMMITTEE:  Ruland  W.  Hussong,  M.D., 

Chairman  (Phoenix);  Ernest  A.  Born,  M.D.  (Prescott);  Rich- 
ard O.  Flynn,  M.D.  (Tempe);  John  W.  Kennedy,  M.D.  (Phoe- 
nix); Donald  E.  Nelson,  M.D.  (Safford);  William  A.  Phillips, 
M.D.  (Yuma);  Roy  O.  Young,  M.D.  (Flagstaff). 
CONSTITUTION  AND  BY-LAWS  COMMITTEE:  Paul  B.  Jarrett. 
Chairman  (Phoenix);  Lindsay  E.  Beaton,  M.D.  (Tucson); 
Miguel  A.  Carreras,  M.D.  (Tucson);  Carl  A.  Holmes,  M.D, 
(Phoenix);  Leslie  B.  Smith,  M.D.  (Phoenix). 

DOCTORS  RETIREMENT  AND  INVESTMENT  COMMITTEE; 
Oscar  W.  Thoeny,  M.D.,  Chairman  (Phoenix);  G.  Robert 
Barfoot,  M.D.  (Phoenix). 

FEE  AND  CONTRACTUAL  MEDICINE  COMMITTEE:  Hayes 
W.  Caldwell,  M.D.,  Chairman  (Phoenix);  G.  Robert  Bar- 
foot,  M.D.  (Phoenix);  Lindsay  E.  Beaton,  M.D.  (Tucson); 
W.  Albert  Brewer,  M.D.  (Phoenix);  Frank  W.  Edel,  M.D. 
(Phoenix);  Francis  M.  Findlay,  M.D.  (Tucson);  Clarence  B. 
Warrenburg,  M.D.  (Phoenix). 

INSURANCE  PLANNING  COMMITTEE;  D.  W.  Melick,  M.D., 
Chairman  (Phoenix);  Arthur  V.  Dudley,  M.D.  (Tucson); 
Howard  C.  Lawrence,  M.D.  (Phoenix);  Frank  A.  Shallen- 
berger,  Jr.,  M.D.  (Tucson);  Paul  L.  Singer,  M.D.  (Phoenix); 
Noel  G.  Smith,  M.D.  (Phoenix);  William  B.  Steen,  M.D. 
(Tucson). 

LEGAL  SERVICES  COMMITTEE:  C.  E.  Yount,  Jr.,  M.D.. 
Chairman  (Prescott)  D.  W.  Melick,  M.D.  (Phoenix);  Mar- 
riner  W.  Merrill,  M.D.  (Phoenix);  Leslie  B.  Smith,  M.D. 
(Phoenix);  Morris  E.  Stern,  M.D.  (Phoenix). 

MEDICAL  SCHOOL  COMMITTEE:  D.  W.  Melick,  M.D.. 

Chairman  (Phoenix):  Thomas  H.  Bate,  M.D.  (Phoenix);  Ian 
M.  Chesser,  M.D.  (Tucson);  Don  E.  Matthiesen,  M.D, 
(Phoenix);  Darwin  W.  Neubauer,  M.D.  (Tucson). 

MEDICARE  ADJUDICATION  COMMITTEE:  Frank  W.  Edel. 
M.D.,  Chairman  (Phoenix);  Joseph  Bank,  M.D.  (Phoenix); 
James  D.  Barger,  M.D.  (Phoenix);  Lindsay  E.  Beaton,  M.D. 
(Tucson);  W.  Albert  Brewer,  M.D.  (Phoenix);  Robert  E. 

Hastings,  M.D.  (Tucson);  Paul  B.  Jarrett,  M.D.  (Phoenix); 

C.  C.  Piepergerdes,  M.D.  (Phoenix);  Robert  A.  Price,  M.D. 
(Phoenix);  E.  Henry  Running,  M.D.  (Phoenix);  Shtart  San- 
ger, M.D.  (Tucson);  Morris  E.  Stern,  M.D.  (Phoenix);  Laddie 

L.  Stolfa,  M.D.  (Phoenix);  Ashton  B.  Taylor,  M.D.  (Phoenix); 
Charles  E.  Van  Epps.  M.D.  (Phoenix). 

MEDICARE  COMMITTEE:  Frank  W.  Edel,  M.D.,  Chairman 
(Phoenix);  W.  Albert  Brewer,  M.D.  (Phoenix);  Ernest  A. 

Born,  M.D.  (Prescott);  Walter  T.  Hileman,  M.D.  (Tucson); 
Paul  B.  Jarrett,  M.D.  (Phoenix):  ADVISORY  TO  MEDICARE 
— Walter  D.  Bigford,  M.D.  (Kingman);  William  E.  Bishop, 

M. D.  (Globe);  Edward  II.  Bregman,  M.D.  (Phoenix);  Ellis 

V.  Browning,  M.D.  (Sirringerville);  W.  Scott  Chisholm, 

M.D.  (Eloy);  Charles  B.  Daniell,  M.D.  (Morenci);  Orin  J. 
Farness,  M.D.  (Tucson);  C.  Herbert  Fredell,  M.D.  (Flagstaff); 
T.  Ricbard  Gregory,  M.D.  (Phoenix);  Ronald  S.  Haines, 
M.D.,  (Phoenix);  Delmar  J.  Ileim,  M.D.  (Tucson);  Robert 
S.  Keller,  M.D.  (Safford);  Joseidi  M.  Kinkade,  M.D.  (Tuc- 
son); Daniel  W.  Kitiredge,  Jr.,  M.D.  (Flagstaff);  Leo  L. 
Lewis,  M.D.  (Winslow);  Cluirlcs  S.  Powell,  M.  D.  (Yuma); 
George  D.  Reay,  M.D.  (Douglas);  Kenneth  Reichardt,  M.D. 
(Yuma);  Norman  A.  Ross,  M.D.  (Phoenix);  Stuart  Sanger. 
M.D.  (Tucson);  Milton  C.  F.  Semoff,  M.D.  (Tucson):  Charles 
S.  Smith,  M.D.  (Nogales);  Lorel  A.  Stapley,  M.D.  (Phoenix); 
John  M.  Vivian,  M.D.  (Phoenix);  Lowell  C.  Wormley,  M.D. 
(Phoenix);  C.  E.  Yount,  Jr.,  M.D.  (Prescott). 

MEDICOLEGAL  COMMITTEE:  Je.s.sc  D.  Hamer,  M.D..  Chair- 
man (Phoenix);  Otto  L.  Bendheim,  M.D.  (Phoenix);  Ian 
M.  Chesser.  M.D.  (Tucson);  John  R.  Green,  M.D.  (Phoenix); 
W:dter  T.  Hileman.  M.D.  (Tticson);  Robert  MeCullev. 
M.D.  (Phoenix). 

NURSING  SERVICES.  JOINT  COMMITTEE  ON  lMPRO\E- 
MENT  OF.  Lucille  M.  Dagres,  M.D.,  Chairnnui  (Phoenixl; 
Erincis  J.  Bean.  M.D.  ('rucson);  Bertram  L.  Snyder,  M.D 
(Phoenix). 
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OSTEOPATHY  LIAISON  COMMITTEE;  Reed  D.  Shupe,  M.D., 
Chairman  (Phoenix);  Sebastian  R.  Caniglia,  M.D.  (Phoenix); 
Millard  Jeffrey,  M.D.  (Phoenix);  A.  I.  Podolsky,  M.D. 
(Yuma);  Harry  E.  Thompson,  M.D.  (Tucson). 

POISONING  CONTROL,  AD  HOC  COMMITTEE  ON:  Virginia 
M.  Cobb,  M.D.,  Chairman  (Tucson);  Paul  B.  Jarrett,  M.D. 
(Phoenix);  Maurice  Rosenthal,  M.D.  (Phoenix);  Martin  S. 
Withers,  M.D.  (Tucson). 

PROFESSIONAL  LIABILITY  INSURANCE  INVESTIGATING 
GOMMITTEE:  Howard  C.  Lawrence,  M.D.,  Chairman 

(Phoenix);  Ernest  A.  Bom,  M.D.  (Prescott);  Jesse  D.  Hamer, 
M.D.  (Phoenix);  Paul  B.  Jarrett,  M.D.  (Phoenix);  Stuart 
Sanger,  M.D.  (Tucson). 

PROFESSIONAL  LIAISON  COMMITTEE:  William  B.  Steen, 

M. D.,  Chairman  (Tucson);  Raymond  J.  Jennett,  M.D.  (Phoe- 
nix); Harold  W.  Kohl,  M.D.  (Tucson). 

SAFETY  COMMITTEE:  MacDonald  Wood,  M.D.,  Chairman 

(Mesa);  Donald  F.  DeMarse,  M.D.  (Holbrook);  Paul  B. 
Jarrett,  M.D.  (Phoenix);  Henry  P.  Limbacher,  M.D.  (Tucson). 
SCHOOL  HEALTH,  CO-ORDINATING  COMMITTEE  ON:  Mar- 
cus W.  Westervelt,  M.D.,  Chairman  (Tempe);  Jack  H.  Dem- 
low,  M.D.  (Tucson);  Noel  G.  Smith,  M.D.  (Phoenix);  Robert 

N.  Stratton,  M.D.  (Yuma). 

\ETERANS  MEDICAL  AFFAIRS  LIAISON  COMMITTEE: 
Hilary  D.  Ketcherside,  M.D.,  Chairman(  Phoenix);  John  L. 
Cogland,  M.D.  (Phoenix);  John  A.  Eisenbeiss,  M.D.  (Phoe- 
nix); Robert  E.  Hastings,  M.D.  (Tucson);  Walter  T.  Hile- 
man,  M.D,  (Tucson);  Frederick  J.  Lesemann,  M.D.  (Tucson); 
Cl.  Selby  Mills,  M.D.  (Phoenix);  John  F.Stanley,  M.D.  (Yuma). 
ADVISORY  COMMITTEE  TO  THE  WOMAN’S  AUXILIARY; 
Charles  S.  Powell,  M.D.,  Chairman  (Yunta);  Melvin  A.  Phil- 
lips, M.D.  (Prescott);  Donald  A.  Poison,  M.D.  (Phoenix); 
Harry  E.  Thompson,  M.D.  (Tucson). 


Women's  Auxiliary 

OFFICERS  OF  THE  AUXILIARY  TO  THE  ARIZONA 
MEDICAL  ASSOCIATION  - 1957-58 

President  Mrs.  Charles  S.  Powell 

698— 9th  Ave.,  Yuma 

President-Elect  Mrs.  Melvin  W.  Phillips 

928  Flora  Street,  Prescott 

1st  Vice  President  Mrs.  Hiram  D.  Cochran 

2716  East  4th  Street,  Tucson 

2nd  Vice  President Mrs.  Robert  A.  Stratton 

1916— 6th  Ave.,  Yuma 

Treasurer  Mrs.  Ian  M.  Chesser 

2909  E.  Alta  Vista,  Tucson 

Recording  Secretary Mrs.  Clare  W.  Johnson 

305  E.  Tuckey  Lane,  Phoenix 

Corresponding  Secretary  Mrs.  Ralph  T.  Irwin 

728— 6th  Ave.,  Yuma 

Director  (1  year)  Mrs.  Oscar  W.  Thoeny 

721  Encanto  Drive,  S.  E.,  Phoenix 

Director  (1  year)  Mrs.  John  F.  Stanley 

201— 1st  Ave.,  Yuma 

Director  (2  years)  Mrs.  William  E.  Bishop 

605  S.  Third  Street.  Globe 
STATE  COMMITTEE  CHAIRMEN  - 1957-58 

Chaplain  Mrs.  James  Moore 

305  W.  Granada,  Phoenix 

Bulletin  Mrs.  William  E.  Bishop 

605  South  Third  Street,  Globe 

Civil  Defense  Mrs.  John  Kennedy 

814  East  Palmaire,  Phoenix 

Finance  Mrs.  John  F.  Stanley 

201— 1st  Ave.,  Yuma 

Historian  Mrs.  Brick  Storts 

3228  East  Fifth  Street,  Tucson 

Legislation  Mrs.  Paul  Causey 

2200  N.  Alvardo  Road,  Phoenix 

Today’s  Health  Mrs.  William  A.  Phillips 

633— 8th  Ave.,  Yuma 

Mental  Health  Mrs.  John  Eisenbeiss 

3121  North  17th  Ave.,  Phoenix 

Nominating  Mrs.  Roy  Hewitt 

130  Camino  Miramonte,  Tucson 

Recruitment  Mrs.  Arthur  V.  Dudley 

Pit.  6 Box  876,  Tucson 

Parliamentarian  Mrs.  George  Enfield 

335  West  Cambridge  Ave.,  Phoenix 

Public  Relations  & Safety Mrs.  Oscar  W.  'Thoeny 

721  Encanto  Drive,  S.  E.,  Phoenix 

Revisions  Mrs.  Jesse  Hamer 

1819  N.  11th  Ave.,  Phoenix 

Student  Nurse  Loan  Fund  Mrs.  Donald  Poison 

1817  Palmcroft  Dr.,  N.  W.,  Phoenix 

Medical  Education  Fund  Mrs.  H.  A.  Hough 

225  Yavapai  Drive,  Prescott 

Newsletter  Mrs.  John  T.  Cl>aner 

7040  N.  7th,  Phoenix 

Publicity  Mrs.  Juan  E.  Fonseca 

Rt.  4.  Pox  290.  Tucson 

COUNTY  PRESIDENTS  AND  OFFICERS  1957-58 
COCONINO  COUNTY 

President  Mrs.  Jay  L.  Sitterley 

206  W.  Hunt,  Flagstaff 

Vice  President  Mrs.  Roy  Young 

Flagstaff 

Secretary  Mrs.  Herbert  Fredell 

Flagstaff 

Treasurer  Mrs.  Leo  Schnur 

Sedona 


GILA  COUNTY 

President  Mrs.  Albert  J.  Harris 

185  E.  Cedar  Street,  Globe 

Vice  President  Mrs.  James  Hazel 

Box  928,  Hayden 

Secretary-Treasurer  Mrs.  Robert  V.  Horan 

Box  1296,  Miami 
MARICOPA  COUNTY 

President Mrs.  Lorel  A.  Stapley 

7029  N.  2nd  Drive,  Phoenix 

1st  Vice  President  Mrs.  Thomas  Rowley 

114  S.  Miller,  Mesa 

2nd  Vice  President Mrs.  Robert  B.  Leonard 

3041  N.  Evergreen,  Phoenix 

Recording  Secretary  Mrs.  Seymour  Silverman 

334  East  Medlock,  Phoenix 

Treasurer  Mrs.  Laddie  L.  Stolfa 

204  East  Pomona  Road,  Phoenix 
PIMA  COUNTY 

President  Mrs.  John  K.  Bennett 

185  Sierra  Vista  Dr.,  Tucson 

President-Elect  Mrs.  Ian  M.  Chesser 

2909  E.  Alta  Vista  Dr.,  Tucson 

1st  Vice  President  Mrs.  Wesley  S.  Fee 

215  Busch  Place,  Tucson 

2nd  Vice  President  Mrs.  James  N.  Lane 

Rt.  5,  Box  723,  Tucson 

Recording  Secretary  Mrs.  G.  A.  Janssen 

2934  E.  Stratford  Dr.,  Tucson 

Corresponding  Secretary  Mrs.  J.  K.  Nattinger 

4750  N.  Camino  Luz,  Tucson 

Treasurer  Mrs.  Fred  H.  Landeen 

6911  E.  Soyaluna  PL,  Tucson 
YAVAPAI  COUNTY 

President  Mrs.  William  H.  Marlowe 

520  Highland  Ave.,  Prescott 

Vice  President  Mrs.  C.  F.  Blackler 

22  Mountain  Club,  Prescott 

Secretary  Mrs.  William  Holsey 

Vet.  Adm.  Center,  Prescott 

Treasurer  Mrs.  Joseph  P.  McNally 

208  Grove,  Prescott 
YUMA  COUNTY 

President  Mrs.  Robert  M.  Matts 

1425— 7tli  Ave.,  Yuma 

Vice  President Mrs.  James  Volpe 

1806— 6th  Ave.,  Yuma 

Treasurer Mrs.  William  H.  Lyle 

1429— 10th  Ave.,  Yuma 

Secretary  Mrs.  Carl  Bengs 

1317-7th  Ave.,  Yuma 


...  a complete  line  of 

SURGICAL  SUPPORTS 

Fitted  exactly  as  you  pre- 
scribe. 

. . . for  your  patients'  every 
condition  — such  as  back 
strain,  obesity,  post-opera- 
live,  viceroptosis,  cardiac, 
amphysema,  etc. 

Hospital  and  home  calls 
made  at  your  direction. 

Expert  fitters,  private  fitting 
rooms. 

Grovers  Surgical  Supports 
Store 

3123  N.  CENTRAL  AVE. 

PHOEN'X  PHONE 

ARIZONA  CR  4-5562 
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The  Achievement  of  Lederle  Research  Project  CL19823 


.ATORIES  division,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 


Lederle  announces  a major  drug  with  great  new  promise 


a new  corticosteroid  created  to  minimize 
major  deterrents  to  all  previous  steroid  therapy 


c/l=l 


Triamcinolone  LEDERLE 


9 alpha-fluoro-16  alpha-hydroxyprednisolone 

* ^ 


a new  liigli  in  anti-inflammatory  effects  with  lower  dosag^e 
(averages  less  than  prednisone) 

a new  low  in  the  collateral  hormonal  effects  associated 
with  all  previous  corticosteroids 

Q No  sodium  or  water  retention 
Q No  potassium  loss 

Q No  interference  with  psychic  equilibrium 
Q Low  incidence  of  peptic  ulcer  and  osteoporosis 


Biological  Effects  of 


with 

particular  emphasis 
on: 


Kidney  function 

Animal  studies  on  aristocort^  have  not  dem- 
onstrated any  interference  with  creatinine  or 
urea  clearance.  Autopsy  surveys  of  organs  of 
animals  on  prolonged  study  of  this  medication 
have  shown  no  renal  damage. 


Sodium  and  water 

ARISTOCORT  produced  an  increase  of  230  per 
cent  of  water  diuresis  and  145  per  cent  sodium 
excretion  when  compared  to  control  animals.^ 
Metabolic  balance  studies  in  man  revealed 
an  average  negative  sodium  balance  of  0.8 
Gm.  per  day  throughout  a 12-day  period  on  a 
dosage  of  30  mg.  per  day.^  Additional  balance 
studies  showed  actual  sodium  loss  when 
ARISTOCORT  was  given  in  doses  of  12  mg. 
daily.^  Other  investigators  observed  significant 
losses  of  sodium  and  water  during  balance 
studies  and  that  those  patients  with  edema 
from  some  older  corticosteroids  lost  it  when 
transferred  to  aristocort.^-^  In  two  studies  of 
various  rheumatic  disorders  (194  cases)  on 
prolonged  treatment,  sodium  and  water  reten- 
tion was  not  observed  in  a single  case.^-'^ 

Potassium  and  chlorides 

There  was  no  active  excretion  of  potassium 
or  chloride  ions  in  animals  given  mainte- 
nance doses  of  ARISTOCORT  25  times  that 
found  to  be  clinically  effective.’^  Potassium 
balance  studies  in  humans“’®  revealed  that 
negative  balance  did  not  occur  even  with 
doses  somewhat  higher  than  those  employed 
for  prolonged  therapy  in  rheumatoid  arthri- 
tis. Hypokalemia,  hyperkalemia  or  hypochlo- 
remia  did  not  occur,  when  tested,  in  194 
patients  with  rheumatoid  arthritis  treated  for 
up  to  ten  and  one-half  months.®-^ 


Calcium  and  phosphorus 

Phosphate  excretion  in  animals^  was  not 
changed  from  normal  even  with  amounts  25 
times  greater  (by  body  weight)  than  those 
known  to  be  clinically  effective.  Human  met- 
abolic balance  studies^  demonstrated  that  no 
change  in  calcium  excretion  occurred  on  dos- 
ages usually  employed  clinically  when  the 
compound  is  administered  for  its  anti-inflam- 
matory effect.  Even  at  a dosage  level  twice 
this,  slight  negative  balance  appeared  only 
during  a short  period. 

Protein  and  nitrogen  balance 

Positive  nitrogen  balance  was  maintained  dur-  ' 
ing  a human  metabolic  study  on  mainte- 
nance dosage  of  12  mg.  per  day.^  At  dosages 
two  to  three  times  normal  levels,  positive  bal- 
ance was  maintained  except  for  occasional 
short  periods  in  metabolic  studies  of  several 
weeks’  duration.”’^ 

There  was  always  a tendency  for  normali- 
zation of  the  A/G  ratio  and  elevation  of  blood 
albumin  when  aristocort  was  used  in  treat- 
ing the  nephrotic  syndrome.® 


Liver  glycogen  deposition  and 
inflammatory  processes 

An  intimate  correlation  exists  between  the 
ability  of  a corticosteroid  to  cause  deposition 
of  glycogen  in  the  liver  and  its  capacity  to 
ameliorate  inflammatory  processes. 

In  animal  liver  glycogen  studies,  relative 
potencies  of  aristocort  over  cortisone  of  up 
to  40  to  1 have  been  observed.  Compared  to 
ARISTOCORT,  five  to  12  times  the  amount  of 
prednisone  is  required  to  produce  varying  but 
equal  amounts  of  glycogen  deposition  in  the 
liver.  ^ 

Most  patients  show  normal  fasting  blood 
sugars  on  aristocort.  Diabetic  patients  on 
ARISTOCORT  may  require  increased  insulin 
dosage,  and  occasional  latent  diabetics  may 
develop  the  overt  disease. 


Anti-inflammatory  potency  of  aristocort 
was  determined  by  both  the  asbestos  pellet^ 
and  cottonbalP  tests.  It  was  found  to  be  nine 
to  10  times  more  effective  than  hydrocortisone 
in  this  respect. 


Gastric  acidity  and  pepsin 

The  precise  mode  of  ulcerogenesis  during 
treatment  with  corticosteroids  is  not  known. 
There  is  much  experimental  evidence  for  be- 
lieving this  may  be  related  to  the  tendency  of 
these  agents  to  increase  gastric  pepsin  and 
acidity— and  this  cannot  be  abolished  by  vagot- 
omy, anticholinergic  drugs  or  gastric  antral 
resection. Clinical  studies^^  of  patients  on 
ARISTOCORT  revealed  that  uropepsin  excretion 
is  not  elevated.  Further,  their  basal  acidity 
and  gastric  response  to  histamine  stimulation 
were  within  normal  limits. 


Central  nervous  system 

The  tendency  of  corticosteroids  to  produce 
euphoria,  nervousness,  mental  instability,  oc- 
casional convulsions  and  psychosis  is  well 
known. The  mechanism  underlying  these 
disturbances  is  not  well  understood. 

ARISTOCORT,  on  the  contrary,  does  not  pro- 
duce a false  sense  of  well  being,  insomnia  or 
tension  except  in  rare  instances.  In  the  treat- 
ment of  824  patients,  for  up  to  one  year,  not 
a single  case  of  psychosis  has  been  produced. 
In  general,  it  appears  to  maintain  psychic 
equilibrium  without  producing  cerebral  stim- 
ulation or  depression. 
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The  Promise  of 


in  Reduction  of  Side  Effects 


Q It  is  axiomatic  to  affirm  that  the  undesirable 
collateral  hormone  effects  of  corticosteroids 
increase  in  frequency  and  severity  the  higher 
the  dosage  and  the  longer  used. 

It  has  also  become  well  recognized  that  the 
most  serious  of  the  major  side  effects  from 
long-term  corticosteroid  treatment  are  peptic 
ulcers,  osteoporosis  with  fracture,  drug  psy- 
chosis and  euphoria,  and  sodium  and  water 
retention  leading  often  to  general  tissue 
edema  and  hypertension. 

It  is  significant  that  of  the  close  to  400  pa- 
tients on  the  lower  dosage  schedules  found 
effective  in  bronchial  asthma  and  dermato- 
logic conditions,  only  1 case  of  peptic  ulcera- 
tion has  developed.  No  other  of  the  above 
side  effects  have  been  observed  even  though 
ARiSTOCORT  was  administered  continuously 
to  them  for  periods  as  long  as  one  year. 

The  treatment  of  rheumatoid  arthritis  with 
steroids  appears  to  result  in  the  highest  inci- 
dence of  side  effects.  For  this  reason,  the  side 
effects  associated  with  aristocort  therapy  in 
292  patients  with  rheumatoid  arthritis  are 
reported  below. 

Peptic  Ulcer 

The  occurrence  of  peptic  ulcer  in  292  pa- 
tients with  rheumatoid  arthritis  treated  con- 
tinuously for  up  to  one  year  with  aristocort 
is  approximately  1 per  cent  (2  of  the  3 
occurred  in  patients  transferred  from  predni- 
sone). In  the  remaining  532  cases  recently 
analyzed,  only  one  ulcer  has  been  discovered 
in  a patient  who  apparently  had  no  ulcer 
when  he  was  changed  from  another  steroid. 


Osteoporosis  and 
Compression  Fractures 

The  occurrence  of  osteoporosis  with  com- 
pression fracture  in  292  patients  with  rheu- 
matoid arthritis  treated  continuously  for  up  to 
one  year  with  aristocort  is  0.33  per  cent 
(1  case‘).  Although  these  results  are  encour- 
aging, determination  of  the  true  incidence 
of  osteoporosis  .will  have  to  await  the  passage 
of  more  time. 

Euphoria  and  Psychosis 

The  euphoria  so  commonly  produced  by  all 
previous  corticosteroids  has  seemed  a most 
desirable  attribute  to  patients.  In  penalty, 
however,  they  have  often  later  to  pay  for  this 
by  mental  disturbances,  varying  from  mild 
and  transitory  to  severe  depression  and  psy- 
chosis,“  and  toxic  syndromes  producing  even 
convulsions  and  death.^ 

Since  the  onset  of  these  complications  is  not 
directly  related  to  duration  of  steroid  admin- 
istration,^ the  fact  that  not  one  case  of  psy- 
chosis occurred  in  824  patients  treated  with 
ARISTOCORT,  is  most  encouraging. 


Sodium  Retention— Hypertension- 
Potassium  Depletion 

When  17  patients  were  changed  from  predni- 
sone to  ARiSTOCORT,  1 1 rapidly  lost  weight  al- 
though only  one  had  had  visible  edema. 
Sodium  and  water  retention,  hypokalemia 
or  hyperkalemia  and  steroid  hypertension  did 
not  appear  in  194  rheumatoid  arthritis  pa- 
tients treated  with  aristocort.^-® 

The  interrelation  between  blood  and  body 
sodium,  and  steroid  hypertension  has  long 
been  generally  appreciated.^’^  Except  in 
rare  instances,  or  when  unusually  high  doses 
are  used  (e.g.,  leukemia),  the  problem  of 
edema  and  hypertension  caused  by  sodium 
and  water  retention,  has  been  eliminated 
with  ARISTOCORT. 

Minor  Side  Effects 

Collateral  hormonal  effects  of  less  serious  con- 
sequence occurred  with  approximately  the 
same  frequency  as  with  the  older  corticoster- 
oids.^ These  include  erythema,  easy  bruising, 
acne,  hypertrichosis,  hot  flashes  and  vertigo. 
Several  investigators  have  reported  symptoms 
not  previously  described  as  occurring  with 
corticosteroid  therapy,  e.g.,  headaches,  light- 
headedness, tiredness,  sleepiness  and  occa- 
sional weakness. 

Moon  facies  and  buffalo  humping  have 
been  seen  in  some  patients  on  aristocort. 
However,  aristocort  therapy,  in  many  in- 
stances, resulted  in  diminution  of  “Cushin- 
goid” signs  induced  by  prior  therapy.  Where 
this  occurs,  it  may  be  related  to  reduced 
dosage  on  which  patients  can  be  maintained. 

Reduction  of  dosage 
by  one -third  to  one -half 

In  a double-blind  study  of  comparative  dos- 
age in  patients  with  rheumatoid  arthritis,® 
70  per  cent  of  the  cases  were  as  well  controlled 
on  a dose  of  aristocort  one-half  that  of  pred- 
nisone. A general  recommendation  can  be 
made  that  aristocort  be  used  in  doses  two- 
thirds  that  of  prednisone  or  prednisolone  in 
the  treatment  of  rheumatoid  arthritis.  There 
are  individual  variations,  however,  and  each 
patient  should  be  carefully  titrated  to  produce 
the  desired  amount  of  disease  suppression. 

Comparative  studies,  of  patients  changed 
from  prednisone,  indicate  reduced  dosage  of 
ARISTOCORT  in  bronchial  asthma  and  allergic 
rhinitis  (33  per  cent),^  and  in  inflammatory 
and  allergic  skin  diseases  (33-50  per  cent). 


General  Precautions  and 
Contraindications 

Administration  of  aristocort  has  resulted 
in  lower  incidence  of  major  serious  side 
effects,  and  in  fewer  of  the  troublesome  minor 
side  effects  known  to  occur  with  all  previously 
available  corticosteroids.  However,  since  it  is 
a highly  potent  glucocorticoid,  with  profound 
metabolic  effects,  all  traditional  contraindica- 
tions to  corticosteroid  therapy  should  be  ob- 
served. 

No  precautions  are  necessary  in  regard  to 
dietary  restriction  of  sodium  or  supplementa- 
tion with  potassium. 

Since  ARISTOCORT  has  less  of  the  traditional 
side  effects,  the  appearance  of  sodium  and 
water  retention,  potassium  depletion,  or 
steroid  hypertension  cannot  be  used  as  signs 
of  overdosage.  As  a rule  patients  will  lose 
some  weight  during  the  first  few  days  of 
treatment  as  a result  of  urinary  output,  but 
then  the  weight  levels  off. 

Patients  do  not  develop  the  abnormally 
voracious  appetite  common  to  previous  corti- 
costeroid administration.  In  fact,  some  patients 
experienced  anorexia,  and  it  is  advisable  to 
inform  patients  of  this  and  to  recommend 
they  maintain  a normal  intake  of  food,  with 
emphasis  on  liberal  protein  intake. 

While  precipitation  of  diabetes,  peptic 
ulcer,  osteoporosis,  and  psychosis  can  be  ex- 
pected to  appear  rarely  from  aristocort, 
they  must  be  searched  for  periodically  in 
patients  on  long-term  steroid  therapy. 

Traditional  precautions  should  be  observed 
in  gradually  discontinuing  therapy,  in  meet- 
ing the  increased  stress  of  operation,  injury 
and  shock,  and  in  the  development  of  inter- 
current infection. 

There  is  one  overriding  principle  to  be  ob- 
served in  the  treatment  of  any  disease  with 
ARISTOCORT.  The  amount  of  the  drug  used 
should  he  carefully  titrated  to  find  the  smallest 
-possible  dose  which  will  suppress  symptoms. 
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The  Promise  of 


in  Rheumatoid  Arthritis 


Q ARiSTOCORT  therafy  has  been  intensely  and 
extensively  studied  for  periods  up  to  one  year 
on  292  patients  with  rheumatoid  arthritis. 

Significant  is  the  fact  that  most  patients  were 
severe  arthritics,  transferred  to  aristocort 
from  other  corticosteroids  because  satisfactory 
remission  had  not  been  attained,  or  because 
the  seriousness  of  collateral  hormonal  effects 
had  made  discontinuance  desirable. 

Results  of  treatment 

Freyberg  and  associates^  treated  89  patients 
with  rheumatoid  arthritis  (A.  R.  A.  Class  II 
or  III  and  Stage  II  or  III).  Of  these,  51  were 
on  ARISTOCORT  therapy  from  three  to  over  10 
months.  In  all  but  a few  patients,  satisfactory 
suppression  of  rheumatoid  activity  was  ob- 
tained with  10  mg.  per  day.  Thirteen  were 
controlled  on  6 mg.  or  less  a day,  and  for 
periods  to  1 80  days.  The  investigators  reported 
therapeutic  effect  in  most  cases  to  be  A.  R.  A. 
Grade  II  (impressive)  and  that  marked  re- 
duction in  sedimentation  rates  occurred. 

Another  interesting  observation  in  this 
study:  Of  the  89  patients  treated,  12  had  ac- 
tive ulcers,  developed  from  prior  steroid  ther- 
apy. In  six  patients,  the  ulcers  healed  while 
on  doses  of  aristocort  sufficient  to  control 
arthritic  symptoms. 

Hartung-  treated  67  cases  of  rheumatoid 
arthritis  for  up  to  10  months.  He  found  the 
optimum  maintenance  dose  to  be  11  mg.  per 
day.  Nineteen  of  these  patients  were  treated 
for  six  to  10  months  with  an  “excellent”  thera- 
peutic response. 


Dosage  and  course  of  therapy 

The  initial  dosage  range  recommended  is  14 
to  20  mg.  per  day— depending  on  the  severity 
and  acuteness  of  signs  and  symptoms.  Dosage 
is  divided  into  four  parts  and  given  with 
meals  and  at  bedtime.  Anti-rheumatic  effect 
may  be  evident  as  early  as  eight  hours,  and 
full  response  often  obtained  within  24  hours. 
This  dosage  schedule  should  be  continued 
for  two  or  three  days,  or  until  all  acute  mani- 
festations of  the  disease  have  subsided, 
whichever  is  later. 

The  maintenance  level  is  arrived  at  by  re- 
duction of  the  total  daily  dosage  in  decre- 
ments of  2 mg.  every  three  days.  The  range 
of  maintenance  therapy  has  been  found  to 
be  from  2 mg.  to  1 5 mg.  per  day— with  only 
a very  occasional  patient  requiring  as  much 
as  20  mg.  per  day.  Patients  requiring  more 
than  this  should  not  be  long  continued  on 
steroid  therapy. 

The  aim  of  corticosteroid  therapy  in  rheu- 
matoid arthritis  is  to  suppress  the  disease  only 
to  the  stage  which  will  enable  the  patient  to 
carry  out  the  required  activities  of  normal 
living  or  to  obtain  reasonable  comfort.  The 
maintenance  dose  of  aristocort  to  achieve 
this  end  is  arrived  at  while  making  full  use  of 
all  other  established  methods  of  controlling 
the  disease. 

ARISTOCORT  is  available  in  2 mg.  scored  tablets 
(pink);  4 mg.  scored  tablets  (white).  Bottles 
of  30. 
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The  Promise  of 

in  Respiratory  Allergies 


Q About  200  patients  with  respiratory  allergies 
have  been  treated  with  aristocort  for  con- 
tinuous periods  up  to  eight  months. 

Results  of  treatment 

Sherwood  and  Cooke^  - gave  aristocort  to 
42  patients  with  bronchial  asthma  and  allergic 
rhinitis.  Average  dose  needed  to  control  the 
asthmatic  group  was  approximately  6 mg.  per 
day  (range,  2 to  14  mg.).  Results,  which  were 
called  “good  to  excellent”  in  all  but  four,  were 
achieved  on  one-third  less  than  similarly  ef- 
fective doses  of  prednisone  or  prednisolone. 

The  investigators  noted  other  major  im- 
provements in  ARISTOCORT  therapy  over  the 
older  steroids.  There  was  no  increase  in  blood 
pressure  in  any  patient:  on  the  contrary,  in 
12  patients,  there  was  reduction  of  pressure 
when  they  were  transferred  to  aristocort. 
One  patient  had  required  auxiliary  antihyper- 
tensive drug  therapy;  over  a nine-week  period 
on  ARISTOCORT,  the  pressure  gradually  fell 
from  206/100  to  136/79.  In  another  case,  the 
pressure  slowly  dropped  from  205/105  to 
154/86. 

The  number  of  cases  in  which  these  inves- 
tigators tried  aristocort  in  allergic  rhinitis 
was  not  large  enough  to  provide  significant 
averages.  However,  the  range  of  effective  ther- 
apy was  from  2 to  6 mg.  per  day.  These  strik- 
ingly low  daily  doses  resulted  in  control  of  all 
signs  and  symptoms. 

Schwartz^  treated  30  patients  with  chronic, 
intractable  bronchial  asthma.  At  an  average 
daily  dose  of  7 mg.,  he  reported  “good  to  ex- 
cellent” results  in  all  but  one.  Spies,^  Barach'’ 
and  Segal, reported  similar  results  at  aver- 
age daily  maintenance  doses  of  4 to  10  mg. 
of  aristocort. 


Dosage  and  course  of  therapy 

The  initial  dosage  range  recommended  is  8 to 
14  mg.  of  ARISTOCORT  daily.  Although  a rare, 
very  severe  case  may  require  more  than  this  on 
the  first  day  of  therapy,  these  dosages  will 
usually  result  in  prompt  alleviation  of  dyspnea, 
wheezing  and  cyanosis.  Patients  are  soon  able 
to  carry  out  a normal  span  of  daily  activity. 

The  maintenance  level  is  arrived  at  by  re- 
duction of  the  total  daily  dose  every  three 
days  in  decrements  of  2 mg.;  in  the  over-all 
series,  the  average  daily  dose  for  bronchial 
asthma  is  approximately  8 to  10  mg.  and  for 
allergic  rhinitis,  2 to  6 mg.  per  day.  All  total 
daily  doses  should  be  divided  into  four  parts 
and  given  with  meals  and  at  bedtime.  As  in 
every  condition  where  corticosteroids  are  em- 
ployed, each  patient’s  treatment  should  be 
individualized  and  the  maintenance  arrived 
at  by  careful  titration  against  signs  and  symp- 
toms of  disease. 

Patients  with  chronic  bronchial  asthma  may 
require  steroid  therapy  for  several  months. 
And  since  asthma  may  be  associated  with 
cardiac  disease,  especially  in  the  older  age 
groups,  ARISTOCORT  is  particularly  useful  be- 
cause of  its  ability  to  cause  excretion  of 
sodium  and  water. 

ARISTOCORT  is  available  in  2 mg.  scored  tab- 
lets (pink);  4 mg.  scored  tablets  (white). 
Bottles  of  30. 
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The  Promise 


in  Nephrotic  Syndrome 

Q Fourteen  patients  with  the  nephrotic  syn- 
drome have  heen  treated  with  aristocort  for 
continuous  periods  of  up  to  six  weeks. 

Results  of  treatment 

Heilman  and  associates'-^  noted  that 
ARISTOCORT,  becausc  of  its  favorable  electro- 
lyte effects,  may  well  be  the  most  desirable 
steroid  to  date  in  treatment  of  the  nephrotic 
syndrome.  However,  thus  far  its  use  has  been 
reported  in  only  14  children,  of  whom  8 had 
a complete  diuresis  and  disappearance  of  all 
abnormal  chemical  findings.  Four  of  the  pa- 
tients had  diuresis,  but  continued  to  show 
some  abnormal  chemical  findings,  while  two 
patients  with  signs  of  chronic  renal  disease 
failed  to  respond. 

Dosage  and  course  of  therapy 

In  order  to  produce  maximal  response,  20  mg. 
should  be  given  daily  until  diuresis  occurs. 
The  dose  should  then  be  decreased  gradually 
and  maintained  around  10  mg.  a day.  After 
the  patient  has  been  in  remission  for  some 
time,  it  may  be  advisable  to  diminish  the  dose 
gradually  and  discontinue  aristocort. 


in  Pulmonary  Emphysema 
and  Fibrosis 

Q Eleven  patients  with  pulmonary  emphysema 
and/ or  fihrosis  were  treated  with  aristocort 
for  continuous  periods  of  over  two  months. 

Results  of  treatment 

Only  small  series  of  cases  observed  by  Barach,^ 
Segal,^  and  Cooke,^  are  available.  Barach 
treated  patients  who  were  not  adequately  con- 
trolled by  prednisone,  with  the  same  dose  of 
ARISTOCORT  with  significant  improvement. 

Dosage  and  course  of  therapy 

The  initial  suppressive  dose  range  recom- 
mended is  10-14  mg.  daily.  Frequently,  there 
is  a prompt  decrease  in  cyanosis  and  dyspnea, 
with  increase  in  vital  capacity. 

The  average  maintenance  dose  level  was 
8 mg.  a day.  If  it  is  desired  to  maintain  a pa- 
tient on  continuous  therapy  for  some  months, 
dosages  as  low  as  2 mg.  a day  have  been  suc- 
cessful. All  decreases  in  dosage  should  be 
gradual  and  at  a rate  of  2 mg.  decrements  in 
total  daily  amount,  every  two  to  four  days. 
The  daily  dosage  is  divided  into  four  parts  and 
given  with  meals  and  at  bedtime. 


in  Neoplastic  Diseases 

Q Forty-four  children  and  adults  have  been 
given  ARiSTOCORT  for  folliative  treatment  of 
acute  leukemia,  chronic  lymphatic  leukemia, 
lymphosarcoma,  lympholeukosarcoma  and 
Hodgkin’s  disease. 

Results  of  treatment 

Farber®  has  treated  22  ehildren  with  acute 
leukemia  for  an  average  of  three  weeks.  Of 
the  17  observed  long  enough  to  judge  the 
efficacy  of  the  medication,  he  rated  five  as 
excellent,  three  as  good,  two  as  fair  and  seven 
as  poor  responses. 

Heilman  and  associates^  gave  aristocort 
to  a group  of  patients  with  the  various  lym- 
phomas in  doses  of  40  to  50  mg.  a day— occa- 
sionally up  to  100  milligrams.  Treatment  was 
continued  in  some  cases  for  17  weeks.  Re- 
sponse was  classified  as  good  for  the  palliative 
purposes  for  which  the  drug  was  given. 

Dosage  and  course  of  therapy 

Massive  initial  suppressive  doses  of  40  to  50 
mg.  per  day  in  children  (1  mg./kg./day)  and 
up  to  100  mg.  a day  in  adults  have  been 
administered. 

Responses  to  any  specific  dosage  in  these 
conditions  vary  so  widely  that  only  a general 
dosage  range  can  be  indicated.  Treatment 


must  be  individualized;  rate  of  reduction  in 
dosage  and  determination  of  maintenance 
levels  cannot  be  categorized. 

Miscellaneous 

Patients  with  various  other  diseases  have  been 
treated  by  several  clinical  investigators.  These 
include  patients  with  osteoarthritis,  acute  bur- 
sitis, rheumatic  fever,  spondylitis,  other 
“collagen-vascular”  diseases  (dermatomyositis, 
etc.),  thrombocytopenic  purpura,  chronic  eosi- 
nophilia,  hemolytic  anemia,  diuretic-resistant 
congestive  heart  failures,  and  adrenogenital 
syndrome. 

There  have  not  been  sufficient  patients  in 
any  of  the  above  categories  to  permit  defini- 
tive treatment  schedules  to  be  finally  estab- 
lished for  ARISTOCORT.  Additional  studies  are 
now  in  progress  and  physicians  desiring  in- 
formation on  any  of  these  diseases  are  re- 
quested to  write  to  Lederle  Laboratories,  Pearl 
River,  New  York  for  available  data. 

ARISTOCORT  is  available  in  2 mg.  scored  tab- 
lets (pink);  4 mg.  scored  tablets  (white). 
Bottles  of  30. 

Bibliography 

1.  Heilman,  L.,  Zunioft,  B.,  Krctshmer,  N.,  and  Kramer,  B.: 
Presented  at  Nephrosis  Conf.,  Bethesda,  Md.,  Oct.  26,  1957. 

2.  Ibid;  Personal  C^ommunication.  3.  Baracli,  A.  L:  Personal 
Communication.  4.  Se«al,  M.  S.:  Personal  Communication. 
5.  Cooke,  R.  A.:  Personal  Communication.  6.  Farber,  S.: 
Personal  Communication.  7.  Heilman,  L.,  Diamond,  H.  D., 
Ellison,  R.,  Jaslowitz,  B.,  Murphy,  M.  L.,Tan, C.  and  Zumoff, 
B.:  Personal  Communication. 


rhe  Promise  of  ^E'^S'6®©®5rS 


in  Inflammatory  and 
Allergic  Skin  Diseases 

Q Over  200  'patients  with  allergic  and  inflamma- 
tory skin  diseases  (including  psoriasis,  atopic 
dermatitis,  exfoliative  dermatitis,  pemphigus, 
dermatitis  herpetiformis,  eczematoid  derma- 
titis, contact  dermatitis  and  angioneurotic 
edema)  have  been  treated  continuously  with 
ARiSTOCORT  foT  periods  of  up  to  eight  months. 

Results  of  treatment 

Rein  and  associates^  treated  26  patients  with 
severe  dermatitis.  Twenty-four  had  been  on 
prednisone  when  changed  to  aristocort. 
While  some  had  found  satisfactory  sympto- 
matic relief,  others  had  also  developed  side 
effects— moon  face,  buffalo  hump,  increased 
appetite  with  excessive  weight  increases  and 
gastro-intestinal  disturbances. 

These  investigators  determined  the  equiva- 
lent dosage  of  aristocort  to  be  approximately 
two-thirds  that  required  to  control  symptoms 
on  the  previous  corticosteroid.  Thirteen  of  the 
26,  who  had  developed  moon  face,  noted 
either  an  actual  decrease  or  no  further  in- 
crease when  transferred  to  aristocort.  In 
addition:  Voracious  appetites  disappeared, 
with  loss  of  weight  in  11  patients;  there  was 
no  elevation  in  blood  pressure,  and  no  neces- 
sity to  restrict  sodium  or  administer  supple- 
mental potassium.  Sherwood  and  Cooke,^  and 
Shelley  and  Pillsbury^  obtained  similar  results 
in  allied  disorders. 

Hollander^  first  observed  that  aristocort 
appears  to  have  striking  affinity  for  the  skin 
and  great  activity  in  controlling  such  diseases 
as  psoriasis,  for  which  other  corticosteroids 
have  been  indifferently  effective.  Shelley  and 
Pillsbury,^  in  50  cases  of  acute  extending 
psoriasis  found  that  over  60  per  cent  were 
markedly  improved. 

Dosage  and  course  of  therapy 

The  recommended  initial  suppressive  dose 
range  is  14  to  20  mg.  per  day.  In  very  severe 
cases,  temporary  dosages  up  to  32  mg.  a day 


have  been  successfully  employed.  Once  le- 
sions are  suppressed,  gradually  reduce  dose 
to  the  maintenance  level— which  may  be  as 
low  as  2 mg.  per  day. 

Bibliography 

1 . Rein,  C.  R.,  Fleischmajer,  R.,  and  Rosenthal,  A. : J.A.M. A., 
165:1821,  1957.  2.  Sherwood,  H.,  and  Cooke,  R.  A.:  Per- 
sonal Communication.  3.  Shelley,  W.  B.,  and  Pillshury, 
D.  M.:  Personal  Communication.  4.  Hollander,  J.  L.:  Dis- 
cussion of  Paper  hy  Black,  R.  L.,  presented  at  International 
Congress  on  Rheumatic  Diseases,  Toronto,  June  28,  1957. 

in  Disseminated  Lupus 
Erythematosus 

Q Forty  patients  with  disseminated  lupus  ery- 
thematosus were  treated  with  aristocort  for 
continuous  periods  of  up  to  nine  months. 

Results  of  treatment 

Patients  have  responded  very  promisingly  to 
therapy.  Dubois^  has  had  the  largest  single 
experience  (28  cases)  with  aristocort  in  the 
treatment  of  this  disease.  He  reported  25  of 
the  28  responded  favorably. 

Freyberg,^  Hartung,^  Hollander,'*  Spies,® 
and  Segal,®  each  in  smaller  series  of  cases, 
reported  similarly  good  therapeutic  responses. 

Dosage  and  course  of  therapy 

The  initial  suppressive  dose  recommended  is 
20-30  mg.  daily.  Once  the  desired  effect  is 
achieved,  the  dose  should  be  reduced  gradu- 
ally to  maintenance  levels  (3  to  18  mg.  per 
day). 

In  severely  ill  patients  large  doses  may  be 
required  for  several  days  in  order  to  preserve 
life.  Even  on  these  large  doses,  edema  and 
sodium  retention  have  not  occurred. 

ARISTOCORT  is  available  in  2 mg.  scored  tab- 
lets (pink);  4 mg.  scored  tablets  (white). 
Bottles  of  30. 
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in  each,  of  these  indications 
for  a tranquilizer . . . 


SR  is  a cardiac  patient.  His  doctor 
put  him  on  atarax  because  (4.) 
it  is  an  anti-arrhythmic  and  non- 
hypotensive tranquilizer. 


Other  tranquilizers  added  to  PN’s 
g.  i.  discomfort  (he  has  ulcers). 
But  now  his  doctor  has  him  on 
ATARAX  because  (+)it  lowers  gas- 
tric secretion  while  it  tranquilizes. 


Asthmatic  JL  used  to  have  fre- 
quent tantrums  followed  by  acute 
bronchospasm.  Her  family  doctor 
tranquilized  her  with  ATARAX  be- 
cause (+)  it  is  safe,  even  for  chil- 
dren. 


Senile  anxiety  and  persecution 
complex  dogged  Mrs.  K.  until  her 
doctor  prescribed  ATARAX  Syrup. 
(+)  It  tastes  good,  and  it’s  a per- 
fect vehicle  for  Mrs.  K’s  tonia 

Dosage:  Children,  1-2  10  mg.  tablets  or 
1-2  tsp.  Syrup  t.i.d.  Adults,  one  25  mg. 
tablet  or  1 tbsp.  Syrup  q.i.d. 

Supplied:  10, 25  and  100  mgr.  tablets,  bottles 
of  100.  Syrup,  pint  bottles.  Parenteral  Solu- 
tion, 10  cc.  multiple-dose  vials. 


gives  you  an 
extra  benefit 


New  York  17.  New  York 
Divieion,  Chat.  PfUtr 
A Co.,  Ine. 
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POLYMYXIN  B-BACITRACIN  OINTMENT 


For  topical  use:  in  Vi  oz.  and  1 oz.  tubes. 
For  ophthainnic  use:  in  '/a  oz.  tubes. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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Many  such  ^ 

hypertensives  have 
been  on  Rauwiloid 
for  3 years 
and  more* 


virtually  free  from  side  actions 


for  Rauwiloid  IS  better  tolerated . . . 
“alseroxylon  [Rauwiloid]  is  an  anti- 
hypertensive agent  of  equal  thera- 
peutic efficacy  to  reserpine  in  the 
treatment  of  hypertension  but  with 
significantly  less  toxicity.” 

*Ford,  R.V.,  and  Moyer,  J.H.:  Rau- 
wolfia  Toxicity  in  the  Treatment  of 
Hypertension,  Postgrad.  Med. 23:41 
(Jan.)  1958. 


Enhances  safety  when  more  potent  drugs 
are  needed. 


Just  two  tablets 
at  bedtime 


Rauwiloid®  + Veriloid® 

alseroxylon  1 mg.  and  alkavervir  3 mg. 

for  moderate  to  severe  hypertension. 


After  full  effect 
one  tablet  suffices 


Initial  dose,  1 tablet  t.i.d.,  p.c. 


Rauwiloid®  + Hexamethonium 

alseroxylon  1 mg.  and  hexamefhonium  chloride 
dihydrate  250  mg. 

in  severe,  otherwise  intractable  hyper- 
tension. Initial  dose,  1^  tablet  q.i.d. 

Both  combinations  in  convenient 
single-tablet  form. 


LOS  ANGELES 
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MEPROLONE  is  the  only  anti- 
rheumatic-antiarthritic  designed  to 
relieve  simultaneously  (a)  muscle 
spasm  (b)  joint-muscle  inflammation 
(c)  physical  distress ...  and  may 
thereby  help  prevent  deformity  and 
disability  in  more  arthritic  patients 
to  a greater  degree  than  ever  before. 

SUPPLIED:  Multiple  Compressed 
Tablets  in  bottles  of  100,  in  three 
formulas: 

MEPROLONE-5— 5.0  mg.  prednisolone, 
400  mg.  meprobamate  and  200  mg. 
dried  aluminum  hydroxide  gel. 
MEPROLONE-2— 2.0  mg.  prednisolone, 
200  mg.  meprobamate  and  200  mg. 
dried  aluminum  hydroxide  gel. 
MEPROLONE-1— supplies  1.0  mg. 
prednisolone  in  the  same  formula  as 
MEPROLONE-2. 

1.  Comroe's  Arthritis;  Hollander,  I.  L.,  p.  149  (Fifth 
Edition,  Lea  & Febiger,  Philadelphia,  Pa.  1953). 

2.  Merck  Manual:  Lyght,  C.  E.,  p.  1102  (Ninth 
Edition,  Merck  & Co.,  Inc.,  Rahway,  N.  J.  1956). 


THE  FIRST  MEPROBAMATE  PREDNISOLONE  THERAPY 


meprobamate  to  relieve  muscle  spasm 
prednisolone  to  suppress  inflammation 

relieves  both 
muscle  spasm 
and  joint  inflammation 

MERCK  SHARP  & DOHME  Philadelphia  1,  Pa. 

Division  of  MERCK  & CO.,  INC. 


rheumatoid  arthrKis 
involves  both 
joints  and 
muscles 

only 


helps  anemic  knights  to  more  vigorous  days 


Dragon-slaying  in  the  days  of  King  Arthur  was  a rugged  task  for  even  Sir  Lancelot!  • Yet  blood-building 
with  iron,  and  iron  alone,  is  often  just  as  difficult. . . because  a protein  deficiency  frequently  accompanies 

i i i I ! 

iron  deficiency  anemia.  Without  glycine,  formation  of  the  blood  molecule  cannot  take  place*  and  iron  is 
unsatisfactorily  or  incompletely  assimilated.*  That's  why  Glytinic,  Boyle's  new  Amino  Acid-Iron  Hematinic, 
contains  both  glycine  and  ferrous  gluconate. ..and  that's  why  Glytinic  often  succeeds  in  building  blood 
where  other  hematinics  fail.  Next  time  you're  faced  with  an  iron-deficiency  anemia,  help  him  enjoy  more 
vigorous  days  by  prescribing  Glytinic. ..available  in  100  tablet  or  1 pint  bottles. 

Daily  Dose  (2  tablespoontuls  or  4 tablets)  of  Glytinic  contains;  Ferrous  Gluconate-13.5  gr.;  Glycine-1 .3  Gm.; 
Vitamin  B-12-10.0  meg.;  Thiamine  HCI-7.5  mg.;  Riboflavin-7.5  mg.;  Pyridoxine  HCI-2.25  mg.;  Niacinamide- 
45.0  mg.;  Panthenol-6.5  mg.;  Liver  Fraction  1,  NF-5.0  gr.;  Cobalt-0.05  mg.;  Manganese-5.0  mg. 

BOYLE  & COMPANY  Los  Angeles  54,  California 


•Rest,  Edward  J.,  and  Todd,  Wilbert  R.,  Textbook  of  Biochemistry,  2nd  Ed.  (New  York,  Macmillan,  1955),  p.  522;  p.  1074-5. 
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Protection  Against  Loss  Of  Income  From 
Accident  & Sickness  As  Well  As  Hospital 
Expense  Benefits  For  You  And  All  Your 
Eligible  Dependents. 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 

Since  1902 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


P.  A.  F.  bJb  pH 

(Fortified  Triple  Strength) 

Improved  Douche  Powder 

FORTIFIED  — with  Sodium  Lauryl  Sulfate  and 
Alkyl  Aryl  Sulfonate. 

DETERGENT  — High  surface  activity  in  acid 
and  alkaline  media. 

LOW  SURFACE  TENSION  — Increases  pene- 
tration into  vaginal  rugae  and  dissolution  of 
organisms  such  as  Trichomonas  and  fungus. 

HIGH  SURFACE  ACTIVITY  — Liquifies  viscus 
mucus  on  vaginal  mucosa  releasing  accu- 
mulated debris  in  the  vaginal  tract. 

Buffered  to  control  a normal  vaginal  pH. 

ETHICALLY  PKGED,  net  wt. 

10  oz $1.25 

Mfg.  by  G.  AA.  CASE  LAB., 

San  Diego,  Calif. 


ALCOHOLISM 

A hospital  equipped  and  staffed  for  the  accommo- 
dation of  those  patients  in  whom  over  indulgence  in 
alcoholic  beverages  has  created  a problem. 

OPEN  STAFF  to  members  of  tlie  Arizona  Medical 
Association. 

POLLEN  FREE  REFRIGERATED  AIR 
CONDITIONING  FOR  YEAR  ROUND  COMFORT 

The 

HeAjtUal 

Hospital  License  No.  71 
Registered  A.M.A. 

Member  A.H.A. 

367  No.  21st  Avenue 
PHOENIX,  ARIZONA 

Phone  - Day  or  Night  - AL  3-4751 
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SR  is  a cardiac  patient.  His  doctor 
put  him  on  atarax  because 
it  is  an  anti-arrhythmic  and  non- 
hypotensive tranquilizer. 


Other  tranquilizers  added  to  PN’s 
g.  i.  discomfort  (he  has  ulcers). 
But  now  his  doctor  has  him  on 
ATARAX  because  (+)it  lowers  gas- 
tric secretion  while  it  tranquilizes. 


Asthmatic  JL  used  to  have  fre- 
quent tantrums  followed  by  acute 
bronchospasm.  Her  family  doctor 
tranquilized  her  with  atarax  be- 
cause (4)  it  is  safe,  even  for  chil- 
dren. 


Senile  anxiety  and  persecution 
complex  dogged  Mrs.  K.  until  her 
doctor  prescribed  atarax  S5rrup. 
(+)  It  tastes  good,  and  it’s  a per- 
fect vehicle  for  Mrs.  K’s  tonic. 

Dosage:  Children,  1-2  10  mg.  tablets  or 
1-2  tap.  Syrup  t.i.d.  Adults,  one  25  mg. 
tablet  or  1 tbsp.  Syrup  q.i.d. 

Supplied:  10, 25  and  100  m?.  tablets,  bottles 
of  100.  Syrup,  pint  bottles.  Parenteral  Solu- 
tion. 10  cc.  multiple-dose  vials. 


gives  you  an 
extra  benefit 


New  York  17.  New  Yocll 
Divition,  Chat.  Pfittr 
& Co..  Inc. 


lOA 


Arizona  AIedicine 


June,  1958 


Drand 


POLYMYXIN  B-BACITRACIN  OINTMENT 


oA 


For  topical  use:  in  Vi  oz.  and  1 oz.  tubes. 
For  ophthalmic  use:  in  Ve  oz.  tubes. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe.  N.  Y. 
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Many  such 
hypertensives  have 
been  on  Rauwiloid 
for  3 years 
and  more* 


for  Rauwiloid  IS  better  tolerated . . . 
“alseroxylon  [Rauwiloid]  is  an  anti- 
hypertensive agent  of  equal  thera- 
peutic efficacy  to  reserpine  in  the 
treatment  of  hypertension  but  with 
significantly  less  toxicity.” 

*Ford,  R.V.,  and  Moyer,  J.H.;  Rau- 
wolfia  Toxicity  in  the  Treatment  of 
Hypertension,  Postgrad.  Med.  23:41 
(Jan.)  1958. 


Enhances  safety  when  more  potent  drugs 
are  needed. 


Just  two  tablets 
at  bedtime 


Rauwiloid®  + Veriloid® 

alseroxylon  1 mg.  and  alkavervir  3 mg. 

for  moderate  to  severe  hypertension. 
Initial  dose,  1 tablet  t.i.d.,  p.c. 


After  full  effect 
one  tablet  suffices 


Rauwiloid®  + Hexamethonium 

alseroxylon  1 mg.  and  hexamethonium  chloride 
dihydrate  250  mg. 

in  severe,  otherwise  intractable  hyper- 
tension. Initial  dose,  3^  tablet  q.i.d. 

Both  combinations  in  convenient 
single-tablet  form. 


LOS  ANGELES 


"Rheumatoid  arthritis  is  a constitutional  disease  with  symptoms  affecting  chiefly  joints  and  muscles.”'  "Pain 
in  the  affected  joint  is  accompanied  by  splinting  of  the  adjacent  muscles,  with  resultant  ’muscle  spasm.’ 
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MEPROLONE  is  the  only  anti- 
rheumatic-antiarthritic  designed  to 
relieve  simultaneously  (a)  muscle 
spasm  (b)  joint-muscle  inflammation 
(c)  physical  distress ...  and  may 
thereby  help  prevent  deformity  and 
disability  in  more  arthritic  patients 
to  a greater  degree  than  ever  before. 

SUPPLIED:  Multiple  Compressed 
Tablets  in  bottles  of  100,  in  three 
formulas: 

MEPROLONE-5— 5.0  mg.  prednisolone, 
400  mg.  meprobamate  and  200  mg. 
dried  aluminum  hydroxide  gel. 
MEPROLONE-2— 2.0  mg.  prednisolone, 
200  mg.  meprobamate  and  200  mg. 
dried  aluminum  hydroxide  gel. 
MEPROLONE-1— supplies  1.0  mg. 
prednisolone  in  the  same  formula  as 
MEPROLONE-2. 

1.  Comroe’s  Arthritis:  Hollander,  J.  L.,  p.  149  (Fifth 
Edition,  Lea  & Febiger,  Philadelphia,  Pa.  1953). 

2.  Merck  Manual:  Lyght,  C.  E.,  p.  1102  (Ninth 
Edition,  Merck  & Co.,  Inc.,  Rahway,  N.  J.  1956). 


THE  FIRST  MEPROBAMATE  PREDNISOLONE  THERAPY 


meprobamate  to  relieve  muscle  spasm 
prednisolone  to  suppress  inflammation 

relieves  both 
muscle  spasm 
and  joint  inflammation 

MERCK  SHARP  & DOHME  Philadelphia  1,  Pa. 

Division  of  MERCK  & CO.,  Inc. 


rheumatoid  arthritis 
involves  both 
joints  and 
muscles 

only 


helps  anemic  knights  to  more  vigorous  days 


Dragon-slaying  in  the  days  of  King  Arthur  was  a rugged  task  for  even  Sir  Lancelot!  • Yet  blood-building 
with  iron,  and  iron  alone,  is  often  just  as  difficult. .. because  a protein  deficiency  frequently  accompanies 
iron  deficiency  anemia.  Without  glycine,  formation  of  the  blood  molecule  cannot  take  place*  and  iron  is 
unsatisfactorily  or  incompletely  assimilated.*  That’s  why  Glytinic,  Boyle’s  new  Amino  Acid-Iron  Hematinic, 
contains  both  glycine  and  ferrous  gluconate. . .and  that’s  why  Glytinic  often  succeeds  in  building  blood 
where  other  hematinics  fail.  Next  time  you’re  faced  with  an  iron-deficiency  anemia,  help  him  enjoy  more 
vigorous  days  by  prescribing  Glytinic. ..available  in  100  tablet  or  1 pint  bottles. 

Daily  Dose  (2  tablespoontuls  or  4 tablets)  of  Glytinic  contains:  Ferrous  Gluconate-13.5  gr.;  Glycine-1 .3  Gm.; 
Vitamin  B-12-10.0  meg.;  Thiamine  HCI-7.5  mg.;  Riboflavin-7.5  mg.;  Pyridoxine  HCI-2.25  mg.;  Niacinamide- 
45.0  mg.;  Panthenol-6.5  mg.;  Liver  Fraction  1,  NF-5.0  gr.;  Cobalt-0.05  mg.;  Manganese-5.0  mg. 

BOYLE  & COMPANY  Los  Angeles  54,  California 


•Rest,  Edward  J.,  and  Todd,  Wilbert  R.,  Textbook  of  Biochemistry,  2nd  Ed.  (New  York,  Macmillan,  1955),  p.  522;  p.  1074-5. 
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Protection  Against  Loss  Of  Income  From 
Accident  & Sickness  As  Well  As  Hospital 
Expense  Benefits  For  You  And  All  Your 
Eligible  Dependents. 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 

Since  1902 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


P.  A.  F.  dk  pH 

( Fortified  Triple  Strength) 

Improved  Douche  Powder 

FORTIFIED  — with  Sodium  Lauryl  Sulfate  and 
Alkyl  Aryl  Sulfonate. 

DETERGENT  — High  surface  activity  in  acid 
and  alkaline  media. 

LOW  SURFACE  TENSION  — Increases  pene- 
tration into  vaginal  rugae  and  dissolution  of 
organisms  such  as  Trichomonas  and  fungus. 

HIGH  SURFACE  ACTIVITY  — Liquifies  viscus 
mucus  on  vaginal  mucosa  releasing  accu- 
mulated debris  in  the  vaginal  tract. 

Buffered  to  control  a normal  vaginal  pH. 

ETHICALLY  PKGED,  net  wt. 

10  oz $1.25 

Mfg.  by  G.  M.  CASE  LAB., 

San  Diego,  Calif. 


ALCOHOLISM 

A hospital  equipped  and  staffed  for  the  accommo- 
dation of  those  patients  in  whom  over  indulgence  in 
alcoholic  beverages  has  created  a problem. 

OPEN  STAFF  to  members  of  the  Arizona  Medical 
Association. 

POLLEN  FREE  REFRIGERATED  AIR 
CONDITIONING  FOR  YEAR  ROUND  COMFORT 

HcSjtital 

Hospital  License  No.  71 
Registered  A.M.A. 

Member  A.H.A. 

367  No.  21st  Avenue 
PHOENIX,  ARIZONA 

Phone  - Day  or  Night  - AL  3-4751 


THE  ORIGINAL  MEPROBAMATE 


DISCOVERED  & INTRODUCED  BY 


WALLACE  LABORATORIES 


NEW  BRUNSWICK,  NEW  JERSEY 


Relaxes 
both  mind 
and  muscle 


■ well  suited  for 
prolonged  therapy 

■ well  tolerated, 
relatively  nontoxic 

■ no  blood  dyscrasias, 
liver  toxicity, 
Parkinson-like  syndrome 
or  nasal  stuffiness 

For  anxiety,  tension 
and  muscle  spasm 
in  everyday  practice. 

Supplied : 

400  mg.  scored  tablets, 

200  mg’,  sugar-coated  tablets. 
Usual  dosage : 

One  or  two 

400  mg.  tablets  t.i.d. 


without 
impairing 
mental  or 
physical 
efficiency 


CM‘6590 


AN  INIPOBTANT  ADVANCE  IN  MENOPAUSAL  THERAPY 


Because  it  replaces  half  control  with  full  control. 
Because  it  treats  the  whole  menopausal  syndrome. 
Because  one  prescription  manages  both  the 
psychic  and  somatic  symptoms. 


Two-dimensional 

treatment 

o/ 

the 


SUPPLIED : Bottles  of  60  tablets. 

Each  tablet  contains : 

MILTOWN®  (meprobamate,  Wallace) 400  mg. 

2-methyl-2-n-propyl-l,3-propanediol  dicarbamate. 

Conjugated  Estrogens  (equine)  0.4  mg. 


DOSAGE:  One  tablet  t.i.d.  in  21-day  courses  with  one  week  rest  periods. 
Should  be  adjusted  to  individual  requirements. 

Samples  and  literature  on  request. 

Milprem 

MILTOWN®  , CONJUGATED  ESTROGENS  (EQUINE) 

A Proven  Tranquilizer  ' A Proven  Estrogen 


For  more  certain  control  of 


virtually 


Don  Nil 


f KpbihsJ 


NEOI¥^]YCIN 


ANTIBIOTIC  • ADSORBENT  • DEMULCENT  • ANTISPASMODIC 


Diarrheas  due  to  neomycin-susceptible  pathogens 
are  effectively  treated  by  the  highly  efficient  in- 
testinal antibiotic  in  Donnagel  with  Neomycin, 
whose  other  ingredients  serve  to  control  toxic,  ir- 
ritative and  emotional  causes.  Result:  Early  re- 
establishment of  normal  bowel  function. 

SUPPLY:  Bottles  of  6 fl.  oz. 

ALSO  AVAILABLE:  DoNNAGEL,  the  original,  formula,  for 
use  when  the  antibiotic  component  is  not  indicated. 
Bottles  of  6 fl.  oz. 


Each  30  cc.  (1  fl.  oz.)  of  the  comprehensive  formula 
of  DONNAGEL  WITH  NEOMYCIN  contains: 

Neomycin  sulfate 300  mg. 

(Equal  to  neomycin  base,  210  mg.) 

Kaolin  (90  gr.)  6.0  Gm. 

Pectin  (2  gr.)  142.8  mg. 

Dihydroxyaluminum  aminoacetate 0.25  Gm. 

Hyoscyamine  sulfate  0.1037  mg. 

Atropine  sulfate  0.0194  mg. 

Hyoscine  hydrobromide  0.0065  mg. 

Phenobarbital  (U  gr.) 16.2  mg. 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 

Ethical  Pharmacc'uftcal''.  of  Merit  since  1S78 
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and  inflammation 

with  BUFFERIN' 
IN  ARTHRITIS 

salicylate  benefits  with 
minimal  salicylate  drawbacks 

Rapid  and  prolonged  relief  — with  less  intoler* 
ance.  The  analgesic  and  specific  anti- 
inflammatory action  of  Bufferin  helps  re- 
duce pain  and  joint  edema— comfortably. 
Bufferin  caused  no  gastric  distress  in  70 
per  cent  of  hospitalized  arthritics  with 
proved  intolerance  to  aspirin.  (Arthritics 
are  at  least  3 to  10  times  as  intolerant  to 
straight  aspirin  as  the  general  population.^) 

No  sodium  accumulation.  Because  Bufferin  is 
sodiiun  free,  massive  dosage  for  prolonged 
periods  will  not  cause  sqdium  accumula- 
tion or  edema,  even  in  cardiovascular  cases. 
Each  sodium-free  Bufferin  tablet  contains  acetyl- 
salicylic  acid,  5 grains,  and  the  antacids  magnesium 
carbonate  and  aluminum  glycinate. 

Reference;  1.  J.A.M.A.  158:386  (June  4)  1955. 

ANOTHER  FINE  PRODUCT  OF  BRISTOL-MYERS 

Bristol-Myers  Company 

19  West  50  St.,  New  York  20,  N.  Y 


women  like  “Premarin” 


Therapy  for  the  menopause  syndrome 
should  relieve  not  only  the  psychic 
instability  attendant  the  condition,  but 
the  vasomotor  instability  of  estrogen 
decline  as  well.  Though  they  would  have 
a hard  time  explaining  it  in  such  medi- 
cal terms,  this  is  the  reason  women 
like  “Premarin.” 


Doctors,  too,  like  “Premarin,”  because 
it  really  relieves  the  symptoms  of  the 
menopause.  It  doesn’t  just  mask  them  — 
it  replaces  what  the  patient  lacks  — 
natural  estrogen. 

‘TREMARINi’ 

conjugated  estrogens  (equine) 


Ayerst  Laboratories 


New  York  16,  New  York 


Montreal,  Canada 


5S40 


"Most  likely 
candidate 


age:  ■fit)/' 


for  ORINASE"  insulin: 


now  more  than  250,000 
diabetics  enjoy  oral  therapy 

In  the  presence  of  a functional 
pancreas, Orinase  effects  the  production 
and  utilization  of  native  insulin  via 


normal  channels. 


Up|ohn 


‘traoemarm.  rcq  o S pat  orr 


_ tolbutamide  , UPJOHN 
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FIRST— clinically  confirmed  for  better  management 
of  psychotic  patients 

NOW— clinically  confirmed  as  an  improved 
antiemetic  agent 


PROMPT,  POTENT  and  LONG-LASTING  ANTIEMETIC  ACTIVITY 


Clinical  investigators*  report  that  in  clinical  studies 


Post- 

operatively 


After 

Nitrogen 

Mustard 

Therapy 


In  Chronic 
Nausea  and 
Vomiting 


In  Infections, 
Intraabdominal 
Disease,  and 
Carcinomatosis 


In 

Neurosurgical 

Diagnostic 

Procedures 


In 

Pregnancy 
When  Vomiting 
is  Persistent 


VESPRIN 

■ showed  potent  antiemetic  action 

■ completely  relieved  nausea  and  vomiting  in  small 
intravenous  doses 

■ showed  a prolonged  antiemetic  effect 

■ caused  little  or  no  pain  at  injection  site 

■ controlled  chronic  nausea  and  vomiting  in 
orally  administered  doses 

■ produced  relief  in  certain  cases  refractory  to  other  antiemetics 

■ often  markedly  depressed  or  abolished  the  gag  reflex 

■ effectively  terminated  the  hard-to-control  nausea  and 
vomiting  common  to  nitrogen  mustard  therapy 

■ provided  prophylaxis  against  the  nausea  and 
vomiting  associated  with  pneumoencephalography 

♦Reports  to  the  Squibb  Institute  for  Medical  Research 

antiemetic  dosage:  Intravenous  route  — i mg.  average  single  dose;  dosage  range  5 to  10  mg. 

Intramuscular  route  — 15  mg.  average  single  dose;  dosage  range  5 to  15  mg. 
Oral  route  — 10  to  20  mg.  initially,  subsequently  10  mg.  t.i.d. 

suppiy : Parenteral  Solution— 1 cc.  ampuls  (20  mg./cc.) 

Oral  Tablets— 10  mg.,  25  mg.,  50  mg.,  in  bottles  of  50  and  500 

Squibb 


Squibb  Quality— the  Priceless  Ingredient 


'veSPKi^'  ‘9  A SQujao  rnAoCMAftK 


hay  fever 

nonseasonal  rhinitis 
nasopharyngitis 
, rhinitis 
nasal  congestion 


allergies 

with 


METRETON 

NASAL  SPRAY 

Meticortelone  plus  Chlok-Trimeton 


unique  “Meti”steroid-antihistamine  combination 

quick  nasal  clearing  — easy  breathing  within  min- 
utes . . . without  rebound 

shrinks  nasal  po/yp5  — helps  revive  sense  of  smell 
prolonged  effect  — aids  drainage,  relieves  itch,  con- 
trols discharge  . . . lastingly  effective 
broad  range  of  cardiac,  hypertensive,  preg- 

nant and  elderly  patients  are  safe  from  sympathomi- 
metic vasoconstrictor  effects 
15  cc.  plastic  squeeze  bottle. 

Each  cc.  of  METRETON  Nasal  Spray  contains  2 mf;.  (0.2%)  prednisolone 
acetate  uiul  ,3  ing.  (0.3%)  chlorproplienpyridaniine  {jluconatc  in  a non- 
irritating  isotonic  vehicle. 


severe  hay  fever,  pollen  asthma,  urticaria 
perennial  rhinitis,  allergic  dermatoses 


resistant  allergies  respond  to 


METRETON  TABLETS 


Meticorten  and  Chlor-Trimeton  with  Ascorbic  Acid 


response  without  fail  by  the  systemic  route 
Metreton  Tablets  provide  uniquely  effective 
antiallergic,  anti-inflammatory  benefits  in  hard- 
to-control  allergies.  Added  ascorbic  acid  helps 
counter  stress  and  prevents  vitamin  C depletion. 


safe  and  well  tolerated 

Metreton  contains  Meticorten,  the  steroid 
that  does  not  cause  fluid  or  electrolyte  disturb- 
ance in  average  dosage  schedules,  and  Chlor- 
Trimeton,  the  antihistamine  noted  for  its 
remarkable  record  of  safety  and  effectiveness. 


V,'!,/''/'  ^ Each  METRETON  Tablet  contains  2.5  mg.  prednisone,  2 mg.  chlorprophenpyridamine  maleate  and  75  nig.  ascorbic  acid. 


SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


Each  cc.  of  METRETON  Ophthalmic  Suspension  con- 
tains 2 mg.  (0.2%)  prednisolone  acetate  and  3 mg. 
(0.3%)  chlorprophenpyridamine  gluconate. 

Metreton,®  brand  of  corticoid-antihistamine  compound. 
Meticortelone,®  brand  of  prednisolone. 

Meticorten,®  brand  of  prednisone. 

Chlor-Trimeton,®  brand  of  chlorprophenpyridamine 
preparations. 

Meti  — T.M.  — brand  of  corticosteroids. 
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meets  WEST 


HYf»ERTENSION  % 

RAOWOLFTA^^SERPERTmA  — used  medicinally  for  centuries  in  India  and  Malaya 

THEOMINAL  — prescritied  by  American  physicians  for  several  decades. 

■ • . ■ 

0MinALl4S  .!!  Each  tablet  contains  320  mg.  theobromine,  JO  mg.  Luminal,® 

J.5  mg.  purifi&d  Rauwolfh  serpentina  alkaloids  (alseroxylon). 


ADVANTAGES: 

1.  Gradual  but  sustained  reduction  of  blood  pressure 

2.  Diminution  of  emotional  tension,  anxiety  and  insomnia 

3.  Alleviation  of  congestive  headache,  vertigo,  dyspnea 

4.  Improvement  in  orientation  and  social  behavior  in  the  aged 


Dose:  1 tablet  two  or  three  times  daily. 
Supplied:  Bottles  of  100  and  500  tablets. 


LABORATORIES 

NEW  VOWC  IS,  N.  y. 


Theominal  and  Luminal  (brand  of  phenobarbital),  trademarks  reg.  U.  S.  Pot.  Off. 
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why  wine 

in  Diabetes? 


To  the  physician  faced  with  the  treatment  of 
diabetes,  as  well  as  to  the  diabetic  sufferer  on  a necessarily 
restricted  diet,  it  is  reassuring  that  palatable  dry  table 
wines  can  be  used  safely  to  add  a much  needed 
sparkle  and  enjoyment  to  meals. 


Wine  can  serve  as  an  excellent  and  regular  source  of 
energy,  which  does  not  require  the  participation  of  insulin. 

Wine  has  a sparing  action  on  fats  and  proteins, 
is  not  converted  into  glucose  or  fatty  acids,  and,  therefore, 
is  neither  ketogenlc  nor  anti-ketogenlc. 

Caloric  Values  of  California  Wines  — Studies 
have  shown  that  the  average  diabetic  can  oxidize  from  7 to 
10  cc.  of  alcohol  per  hour  without  producing 
any  toxic  or  other  undesirable  symptoms. 


Typical  California  table  wines  — except  for 
sweet  sauternes  — yield  from  about  90  to  100  calories 
per  100  cc.;  champagnes  and  other  dry  sparkling 
wines  yield  from  100  to  140  calories,  while  dry  sherries, 
dry  Vermouths  and  other  miscellaneous. wines  will 
yield  about  160  calories  and  up  to  250 
in  case  sweet  Vermouth  is  used. 


A table  giving  the  composition  and  energy  value  of  wines,  suitable  for  the 
calculated  diabetic  diet,  will  be  supplied  on  request. 

You  can  make  this  request  when  writing  for  your  copy  of  "Uses  of  Wine  in  Medical 
Practice"  to  Wine  Advisory  Board,  717  Market  Street, 

San  Francisco  3,  California. 
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running  noses . • . 


caused  by  pollen  allergies 


TriaminiC  stops  rhinorrhea,  congestion  and 
other  distressing  symptoms  of  summer  allergies, 
including  hay  fever.  Running  nose,  watery  eyes 
and  sneezing  are  best  relieved  by  antihistamine 
plus  decongestant  action  — systemically  — with 
Triaminic. 

This  new  approach  frequently  succeeds  where 
less  complete  therapy  has  failed.  It  isnot  enough 
merely  to  use  histamine  antagonists;  ideally, 
therapy  must  be  aimed  also  at  the  congestion  of 
the  nasal  mucosa.  Triaminic  provides  such  ef- 
fective combined  therapy  in  a single  timed- 
release  tablet. 


Triaminic  provides  around-the-clock 
freedom  from  allergic  congestion  with 
just  one  tablet  t.i.d.  because  of  the 
special  timed-release  design. 


first— ^ to  4 hours  of  relief 
from  the  outer  layer 


then—^  to  4 more  hours  of  relief 
from  the  inner  core 


Triaminic  brings  relief  in  minutes— lasts  for 
hours.  Running  noses  stop,  congested  noses 
open— and  stay  open  for  6 to  8 hours. 


Dosage:  One  tablet  in  the  morning,  mid-after- 
noon and  at  bedtime.  In  postnasal  drip,  one 
tablet  at  bedtime  is  usually  sufficient. 


Each  timed-release  TRIAMINIC  Tablet  contains: 


Phenylpropanolamine  HCl  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 


TRIAMINIC  FOR  THE  PEDIATRIC  PATIENT 


Triaminic  Juvelets*,  providing  easy-to-swal- 
low  half-dosages  for  the  6-  to  12-year-old  child, 
with  the  timed-release  construction  for  pro- 
longed relief. 

*TrademarK 


Triaminic  Syrup,  for  those  children  and 
adults  who  prefer  a liquid  medication.  Each 
5 ml.  teaspoonful  is  equivalent  to  ]4  Triaminic 
Tablet  or  '/2  Triaminic  Juvelet. 


r I A • • • @ 

1 riamimc 


SMITH-DORSEY  »a  division  of  The  Wander  Company*  Lincoln,  Nebraska  • Peterborough,  Canada 


26A 


Arizona  Medicine 


June,  1958 


(CHLOROTHIAZIDI 


FORD,  R.  V.,  Rochelle,  J.B.III,  Handley,  C.  A.,  Moyer,  J.  H.  and  Spurr,  C.  L: 
JAMA  166:129,  Jan.  11, 1958. 

. . in  premenstrual  edema,  convenience  of  therapy  points  to  the  selection  of 
chlorothiazide,  since  it  is  both  potent  and  free  from  adverse  electrolyte 
actions.”  In  the  vast  majority  of  patients,  'DIURIL'  relieves  or  prevents  the  fluid 
“build-up”  of  the  premenstrual  syndrome.  The  onset  of  relief  often  occurs 
within  two  hours  following  convenient,  oral,  once-a-day  dosage.  ’DIURIL'  is  well 
tolerated,  does  not  interfere  with  hormonal  balance  and  is  continuously 
effective— even  on  continued  daily  administration. 

DOSAGE:  one  500  mg.  tablet  ’DIURIL'  daily— beginning  the  first  morning  of 
symptoms  and  continuing  until  after  onset  of  menses.  For  optimal  therapy, 
dosage  schedule  should  be  adjusted  to  meet  the  needs  of  the  individual  patient. 

SUPPLIED:  250  mg.  and  500  mg.  scored  tablets  'DIURIL'  (chlorothiazide); 
bottles  of  100  and  1,000. 


DIURIL  is  a trade-mark  of  Merck  & Co.,  Inc. 


MERCK  SHARP  & DOHME  Division  of  MERCK  & CO.. Inc., Philadelphia l, Pa. 
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]uickly  relieves 
Distress 
Distention 
Discomfort 


ANY  INDICATION  FOR  DIURESIS  IS  AN  INDICATIOI. 


FOR  'DIURIl' 
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PASADENA,  CALIFORNIA 


Medical  Director,  Charles  W.  Thompson,  M.D.,  F.A.C.P. 
STAFF 

Clifton  H.  Briggs,  M.D.,  F.A.C.S. 


Ethel  Fanson,  M.D.,  F.A.C.P. 
Douglas  R.  Dodge,  M.D. 
Herbert  A.  Duncan,  M.D. 


Kenneth  P.  Nash,  M.D. 
Stephen  Smith  III,  M.D. 
Harriet  Hull  Smith,  M.D. 
John  W.  Little,  M.D. 


.11  '-Um  h ' Uh 
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Established  1904 


in  very  special  cases 
a very  superior  brandy... 
specify  : 

mifif  esst"  " ' 

COGNAC  BRANDY 

S4  Proof  I Schieffelin  & Co.,  New  York 




DAY  OR  NIGHT 

TWIN-ENGINE  AIR-AMBULANCE  SERVICE 

Almost  any  point  in  Arizona  is  within  one  hour  of 
Phoenix  by  our  oxygen-equipped  air-ambulance.  Twin 
engine  dependability  for  up  to  three  patients  at  your 
service  no  matter  what  the  hour. 

Motor-  ambulance  service,  too,  is  always 
instantly  available. 

A.  L.  MOORE  & SONS 

MORTUARY 

Alpine  4-4111  — Adams  St.  at  Fourth  Ave. 
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['See  ivhat  CITRA  H.F.  capsules 
do  for  hay  fever  — she  can  now 
handle  ragiveed  without  feai'"' 


NEW 


CITRA  H.F. 


with  Broadspectrum  Antihistamines  PLUS  Vasoconstrictor 

Hay  fever  is  a very  funny  subject ...  in  a cartoon ! Your  hay  fever  patients  take  their 
problem  seriously  though,  and  CITRA  H.E  is  formulated  to  help  them. 

One  Citra  H.E  capsule  every  four  hours  helps  to  relieve  such  hay  fever  symptoms  as 
sneezing,  itching  and  congestion.  Each  Citra  H.E  capsule  contains: 

Broadspectrum  Antihistamines.  . .each  in  Va  their  usual  therapeutic  dosage,  providing 
broader  coverage  and  reduced  side  effects. 


• Prophenpyridamine  Maleate 6.25  mg. 

• Methapyrilene  Hydrochloride 8.33  mg. 

• Pyrilamine  Maleate 8.33  mg. 

Vasoconstrictor. . .to  relieve  congestion. 

• Phenylephrine  Hydrochloride 10.0  mg. 


THE  CITRA  FAMILY  NOW  INCLUDES: 

New  CITRA  H.F.  . . . for  fast  relief  from  hay  fever  symptoms. 

CITRA  FORTE  (SYRUP)  . . . for  immediate  cough  control. 

CITRA  CAPSULES  . . . for  optimum  relief  of  cold  symptoms  at  any  stage. 
CITRA  COUGH  SYRUP  . . . for  relief  of  minor  coughs  and  cold  symptoms. 

& COMPANY  Los  Angeles  54,  California 


BOYLE 


Unusual  Antibacterial  and  Anti -infective  Properties.  More  rapid  ab- 
sorption . . . higher  and  better  sustained  plasma  concentrations  . . . more 
soluble  in  acid  urine  than  other  sulfonamides  . . . freedom  from  crystal- 
luria  and  absence  of  significant  accumulation  of  drug,  even  in  patients 
with  azotemia.  ^ 


Unprecedented  Low  Dosage.  Less  sulfa  for  the  kidney  to  cope  with  . . . 
yet  fully  effective.  A single  daily  dose  of  0.5  to  1.0  Gm.  (1  to  2 tablets) 
maintains  higher  plasma  levels  than  4 to  6 Gm.  daily  of  other  sulfonamides 
— a notable  asset  in  prolonged  therapy.  2 

New  Control  Over  Sulfonamide-sensitive  Organisms.  Kynex  maintains 
the  prolonged,  high  tissue  concentrations  of  primary  importance  in  treat- 
ment of  urinary  infections ...  a therapeutic  asset  toward  preventing 
manifest  pyelonephritis  as  a complication  of  persistent  bacteriuria  during 
pregnancy  and  puerperium.  Maintenance  of  sterile  urine  in  such  patients 
was  accomplished  with  1 tablet  of  Kynex  daily.  3 


Dosage:  The  recommended  adult  dose  is  1 Gm.  (2  tablets)  the  first  day, 
followed  by  0.5  Gm.  (1  tablet)  every  day  thereafter,  or  1 Gm.  every  other 
day  for  mild  to  moderate  infections.  In  severe  infections  where  prompt, 
high  blood  levels  are  indicated,  the  initial  dose  should  be  2 Gm.  followed 
by  0.5  Gm.  every  24  hours.  Dosage  in  children,  according  to  weight;  i.e.,  a 
40  lb.  child  should  receive  of  the  adult  dosage.  It  is  recommended  that 
these  dosages  not  be  exceeded. 

KYNEX -WHEREVER  SULFA  THERAPY  IS  INDICATED 


Tablets:  Each  tablet  contains  0.5  Gm.  (7)^  grains)  of  sulfamethoxypyri- 
dazine.  Bottles  of  24  and  100  tablets. 

Syrup:  Each  teaspoonful  (5  cc.)  of  caramel-flavored  syrup  contains  250 
mg.  of  sulfamethoxypyridazine.  Bottle  of  4 fi.  oz. 


References:  1.  Grieble,  H.  C.  and  Jackson,  G.  G.:  Prolonged  Treatment  of  Urinary-Tract  Infections 
with  Sulfamethoxypyridazine.  New  England  J.  Med.  258:1-7, 1958.2.  Editorial  New  England  J.  Med. 
258:48-49,1958. 3.  Jones,  W.  F.,  Jr.  and  Finland,  M.,  Sulfamethoxypyridazine  and  Sulfachloropyridazine. 
Ann.  New  York  Acad.  Sc.  60:473-483,  1957, 

*Reg.  U.  S.  Pat.  Off. 
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a Division  of 

AMERICAN  CYANAMID  COMPANY 
Pearl  River,  New  York 


BONADOXIN" 

stops  morning  sickness  but 


relief  with  bonadoxin  in  1534-  patients'^ 


good  or  excellent 87.8% 

fair  or  moderate 8.6% 

poor  or  none 3.6% 


* Sum  mary  of  'published  clinical  studies. 


BONADOXIN* 


doesn’t 

. tolerance  was  excellent, 
with  no  drowsiness  resulting.”* 

“No  side  reactions 
were  observed.  . . . 


stop 

the 


patient 


Each  pink-and-blue  tablet  contains: 

Pyridoxine  HCl  ....  50  xngf. 
Meclizine  HCl 25  mg. 

Bottles  of  25  and  100. 


Now  also  available  as 
BONADOXIN  DROPS 

1.  Weinberg,  A.,  and  Werner,  W.  E.  F.:  Am, 
Pract.  & Digest  Treat.  6:580  (April)  1955, 

2.  Codling,  J.  W.,  and  Lowden,  R.  J. : North- 
west Med.  57:331  (March)  1958. 


New  York  17,  New  York 
Division,  Chas.  Pfizer  & Co.,  Inc. 


Through  this  theme  the 
American  Dairy  Association  of 
Arizona  will  urge  Arizonans  to 
improve  their  health  . . . by 
drinking  more  ''protein- 
packed''  MILK, 


AMERICAN  DAIRY  ASSOCIATION  OF  ARIZONA 


dedicated  to  the  health  of  Arizona's  people 
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dustbin  roo^^f  Unbiased  scientific  proof  of 
purifying  efficiency  is  shown  in 
a recent%eport*  from  the  Biological  Sciences  De- 
partment of  an  eastern  university  which  states, 
'*The  Filter  Queen  cellulose  Filter  Cone  removes 
practically  all  dust  and  atmospheric  pollen?  This  is 
another  reason  why  Filter  Queen  has  been  selected 
for  use  in  many  of  America’s  leading  hospitals. 

A Filter  Queen  demonstration  in  your  home 
or  office  can  be  easily  arranged  at  no  obliga- 
tion by  writing  or  calling  your  local  Filter  Queen 
distributor. 


Filter  Queen  carries  the  seals  of  Good  Housekeeping  Magazine,  Rice  Leaders  of  the 
World,  Underwriters'  Laboratories,  and  is  advertised  in  A.M.A.'s  "Today's  Health." 


Guaranteed  by  < 
od  Housekeeping 


;_ADVtWT\StP 

*Report  on  file  in  offices  of  Health-Mor,  Inc.,  203  N.  Wabash  Ave.,  Chicago  1, 
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550  W.  THOMAS  ROAD,  PHOENIX,  ARIZONA 


mg 

PHONE  AM  6-0579 


OFFICE  EQUIPMENT 
1636  NORTH  CENTRAL 

(just  north  of  McDowell) 


WAYLAND 

PRESCRIPTION  PHARMACIES 
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North  Central  Medical  Bldg. 
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Evenly  sustain  relaxation  of  mind  and  mnscle  ’round  the  clock 


TWO  MEPROSPAN  CAPSULES  IN  THE  MORNING 
RELIEVE  ANXIETY.  TENSION  AND  SKELETAL  MUS- 
CLE SPASM  THROUGHOUT  THE  OAY. 


TWO  MEPROSPAN  CAPSULES  AT  BEDTIME 

PROVIDE  UNINTERRUPTED  SLEEP  THROUGH- 
OUT THE  NIGHT. 


Meprospan* 

MEPROBAMATE  IN  PROLONGED  RELEASE  CAPSULES 

■ maintains  constant  level  of  relaxation 

■ minimizes  the  possibility  of  side  effects 

■ simplifies  patient’s  dosage  schedule 


Dosage:  Two  Meprospan  capsules  q.  12  h. 
Supplied  : Bottles  of  30  capsules. 

Each  capsule  cmitains : 

Meprobamate  (Wallace)  200  mg. 

2-methyl -2-n-propyl- 1,3-propanediol  dicarbamate 
Literature  and  samples  on  request. 


TRAOE-MARR 


CME-659a-4a 


WALLACE  LABORATORIES,  Neiv  Brunsrvick,  N.  J. 
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BRUISES 


BUSHES 
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INDICATED; 


BACTERIA 


NEO-MAGNACORT 

TOPICAL  OINTMENT 


neomycin  and  hydrocortamate 


The  first  water-soluble  dermatologic  corticoid  plus  neomycin,  for  consistently 
outstanding  control  of  contact  dermatitis  and  other  inflammatory  dermatoses 
complicated  by  or  threatened  by  infection.* 

in  1/2-oz.  and  1/6-oz.  tubes,  0.5%  neomycin  sulfate  and  0.5%  hydrocortamate  hydrochloride  (hydro- 
cortisone diethylaminoacetate  hydrochloride)  - Magnacort. 

also  available;  Magnacort®  Topical  Ointment  - in  1/2-oz.  and  1/6-oz.  tubes,  0.5%  hydrocortamate 
hydrochloride  (hydrocortisone  diethylaminoacetate  hydrochloride). 


*Howell,  C.  M„  Jr,:Am.  Pracl,  4 Digest  Treat.  8:1928,1957. 

PFIZER  LABORATORIES  DIVISION.  CHAS.  PFIZER  & CO..  INC..  BROOKLYN  6.  NEW  YORK 


long-  day  ahead 

morning  sun  glare  ~ eyes  irritated 
can’t  read  — coach  smoky 
leave  the  work  — let’s  lunch 
back  to  work  — eyes  worse 
take  afternoon  off  — see  doctor 
pick  up  VISINE  — home  again 
let’s  try  the  drops 
nice  dinner  — read  the  paper 
eyes  comfortable  — good  TV  play 


use  VISINE  - bed  11:30 
long  day  behind  , 

turned  out  well  see  t 


BRAND  OF  TKTRAHYDKOZOUNK  mT>KO<  HLOHll>K 


excellent  ophthalmic  decongestant...”^ 


almost  immediate  relief  of  hyperemia,  soreness,  itching’,  burning,  tearing  — no  relwund 
vasodilatation,  mydriasis,  photophobia  or  systemic  effects./  n/ipplk‘<l:  hi  1/2  n.z.  hottle.^, 
0.05%  tetrahydrozoline  hpdroehloride  in,  a roiitahihip  .•sodium  chloride,  boric 

acid,  roditim  borate;  with  .‘iter He  eye,  dropper. 


'■’Trademark  1.  Grossmann,  E.  E,,  and  Lehman,  R,  H.;  Am.  J.  Ophth.  42:121,  1956. 

,PnZen  PFIZER  laboratories  Ihvhion,  Ch<,r.  P/hcr  a-  Co.,  Inc.  Urooklyh  C,  Nciv  Yorl: 
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At  the  last  accounting,!  physicians  throughout  the  coun- 
try had  administered  at  least  one  dose  of  pohomyehtis 
vaccine  to  64  miUion  Americans — all  three  doses  to  an 
estimated  34  million.  Undoubtedly,  these  inocvdations 
have  played  a major  part  in  the  dramatic  reduction  of 
paralytic  poliomyelitis  in  this  country. 


Incidence  of  polio  in  the  United  States,  1952-1957 
(data  compiled  from  U.S.P.H.S.  reports) 


vaccine  is  plentiful  for  the  job  remaining 

There  are  stUl  more  than  45  million  Americans  under 
forty  who  have  received  no  vaccine  at  all  and  many 
more  who  have  taken  only  one  or  two  doses. 

As  it  was  phrased  in  a pubhc  statement  by  the  Depart- 
ment of  Health,  Education,  and  Welfare; 

will  be  a tragedy  if,  simply  because  of  public 
apathy,  vaccine  which  might  prevent  paralysis  or  even 
death  lies  on  the  shelf  unused”^ 

Eli  Lilly  arid  Company  is  prepared  to  assist  you  and 
your  local  medical  society  to  reach  those  individuals  who 
still  lack  full  protection.  For  information  see  your  Lilly 
representative. 

1.  J.  A.  M.  A.,  165:21  (November  23) , 1957. 

2.  Department  of  Health,  Education,  and  Welfare:  News  Release,  October  10, 
1957. 

ELI  LILLY  AND  COMPANY  • 
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CORONARY  OBSTRUCTION:  MORBID  ANATOMY  IN 
CASES  OF  SUDDEN  DEATH 

By  Ian  Stewart,  M.D. 

Consultant  Pathologist,  Keighley,  England 


D URING  the  five  year  period  1953-1957  the 
writer  has  earried  out,  in  the  Craven  distriet  of 
Yorkshire,  219  autopsies  on  persons  in  whom 
bloekage  of  the  eoronary  vessels  was  eonsidered 
to  be  the  prime  eause  of  sudden  death.  In  a 
considerable  proportion  of  cases  other  morbid 
conditions  were  found,  such  as  hypertensive 
changes  and  myocardial  fibrosis,  but  in  all  the 
cases  now  quoted  the  condition  of  the  coronary 
vessels  was  incompatible  with  life. 

All  the  cases,  except  two  which  occurred  in 
hospital,  were  the  subject  of  a coroner’s  enquiry, 
the  individuals  having  died  unexpectedly  in 
bed,  in  their  homes,  or  in  some  public  place. 
With  rare  exceptions  none  of  them  had  had  re- 
cent medical  treatment,  unless  for  conditions 
other  than  cardiac. 

The  classifications  which  have  been  made 
leave  much  to  be  desired.  In  the  younger  age 
groups  a clear  distinction  can  be  made  between 
perhaps  a fully  blocked  left  coronary  artery 
and  a healthy  right  vessel.  With  advancing  age 
and  progressive  atheromatous  degeneration  of 
both  vessels  their  condition  tends  to  approximate 
so  that  eventually  the  site  of  major  blockage 
becomes  a matter  of  opinion.  Such  an  approxi- 
mation was  seen  in  21  cases  in  the  series. 

The  cases  will  be  described  under  five  head- 
ings. First,  coronary  occlusion,  which  indicates 
blockage  by  a fatty  patch,  by  calcification  or 
by  a fibrous  band,  without  thrombosis  and  with- 
out any  evidence  of  an  infarction  of  the  heart 


muscle.  Second,  the  cases  in  which  there  was 
a visible  adherent  antemortem  thrombus.  Third, 
the  occurrence  of  death  during  a bout  of  anginal 
pain  without  any  disease  being  found  in  the 
coronary  vessels.  Fourth,  the  cases  in  which 
coronary  blockage  was  followed  almost  im- 
mediately by  rupture  of  the  heart.  Fifth,  a more 
detailed  account  of  the  cases  which  occurred 
in  persons  below  the  age  of  50  years,  which  to 
the  clinician  are  quite  the  most  alarming. 

1.  Coroimnj  Occlusion:  The  age  distribution 
is  recorded  in  Table  1. 


Age  group 

Table  1 

Men 

Women 

30  - 39 

2 

0 

40  - 49 

8 

0 

50  - 59 

35 

1 

60  - 69 

39 

14 

70  - 79 

24 

17 

80  - 89 

8 

3 

90  - 99 

1 

1 

— 

— 

117 

36 

The  following  tables  (2,  3,  4,  5)  detailing  the 
anatomical  changes,  shoidd  be  accepted  only 
as  a rough  guide.  The  terms  “fatty”  and  “calci- 
fied” indicate  only  the  predominant  features  of 
the  lesions  many  of  which  were  mixed.  In  the 
same  way  the  term  “not  obstructed”  indicates 
only  that  a visible  channel  existed  and  con- 
sequently is  applied  both  to  vessels  which  were 
widely  patent  and  to  those  which  were  severely 
restricted. 
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Table  2 

Left  Coronary  artery:  men. 

Not  obstructed  Obstructed 


Age 

Fatty 

Calcified 

Fibrous 

Fatty 

Calcified 

30  - 39 

0 

0 

0 

2 

0 

40-49 

0 

0 

1 

5 

2 

50-59 

1 

0 

2 

15 

17 

60-69 

5 

0 

0 

8 

26 

70-79 

0 

0 

3 

3 

18 

80-89 

0 

0 

0 

0 

8 

90-99 

0 

0 

0 

0 

1 

Table  3 

Right  Coronary  artery:  men. 


Not  obstructed  Obstructed 


Age 

Healthy 

Fatty 

Calcified 

Fatty 

Calcified 

30  - 39 

1 

1 

0 

0 

0 

40-49 

3 

5 

0 

0 

0 

50  - 59 

3 

21 

10 

1 

0 

60-69 

1 

19 

14 

5 

0 

70-79 

0 

15 

9 

0 

0 

80-89 

0 

4 

4 

0 

0 

90-99 

0 

0 

1 

0 

0 

Table  4 

Left  Coronary  artery:  women. 


Not  obstructed  Obstructed 


Age 

Fatty 

Calcified 

Fatty 

Calcified 

50-59 

0 

0 

1 

0 

60-69 

0 

1 

4 

8 

70-79 

0 

1 

3 

14 

80-89 

0 

0 

1 

2 

Table  5 

Right  coronary  artery: 

women. 

Age 

Not  obstructed 
Fatty  Calcified 

Obstructed 
Fatty  Calcified 

50-59 

1 

0 

0 

0 

60-69 

8 

5 

1 

0 

70-79 

6 

9 

1 

1 

80-89 

1 

2 

0 

0 

It  will  be  seen  from  these  tables  that  sudden 
death  from  coronary  occlusion  was  three  times 
more  frequent  in  men  than  in  women,  that  over 
one-third  of  the  deaths  in  men  occurred  before 
the  age  of  60  and  that  only  one  case  (out  of 
36)  was  seen  in  a woman  of  less  than  60.  In 
only  6 of  the  117  men  and  in  3 of  the  36  women 
was  death  attributed  to  blockage  of  the  right 
coronary  artery. 

2.  Coronary  Thrombosis: 

The  age  incidence  is  recorded  in  Table  6. 

Coronary  Thrombosis 


Age  Men  Women 

30  - 39  1 0 

40-49  4 0 

50  - 59  7 3 

60  - 69  16  4 

70  - 79  10  6 

80-89  1 0 

90-99  1 0 

40  13 


The  ratio  of  men  to  women  is  almost  the  same 
as  in  coronary  occlusion,  there  is  the  same  much 
earlier  onset  in  men  and  roughly  the  same  dis- 
tribution in  age  groups  as  in  uncomphcated 
occlusion.  In  all  the  cases  except  one  the  throm- 
bosis was  associated  with  fatty  change  or  calci- 
fication. The  exception  was  a man  of  42  years 
in  whom  the  arteries  showed  no  sign  of  atheroma 
but  the  descending  branch  of  the  left  coronary, 
of  normal  size  in  its  first  quarter  inch,  was  re- 
duced thereafter  to  one-third  of  its  normal  size. 
The  thrombus  was  lodged  at  the  beginning  of 
the  narrow  portion.  This  man  had  studiously 
avoided  exertion  throughout  his  life  and  the 
condition  was  undoubtedly  a congenital  defect. 

The  site  of  the  thrombosis  is  given  in  Table  7. 


Coronary  Thrombosis 


Men 


Women 


Right  coronary  12  6 

Left  coronary  28  7 

Blockage  of  the  right  vessel  by  thrombus  is 
thus  much  more  frequent  than  its  blockage  by 
simple  occlusion. 

3.  Coronary  Spasm:  In  only  one  case  was  the 
cause  of  death  considered  to  be  due  to  spasm. 
A man  of  53  years,  siezed  with  retrosternal  pain 
in  the  presence  of  witnesses,  died  abruptly.  At 
autopsy  the  coronary  arteries  were  healthy  and 
the  only  cardiac  abnormality  found  was  a small 
zone  of  softening  near  the  apex  of  the  left 
ventricle.  In  view  of  the  widespread  belief  in 
the  past  that  spasm  was  an  important  factor  in 
fatal  angina  the  fact  that  only  one  case  of  this 
sort  was  encountered  in  a series  of  over  200  in- 
dicates how  erroneous  that  belief  was. 

4.  Coronary  blockage  with  cardiac  rupture: 
In  this  group  of  cases  both  occlusion  and  throm- 
bosis feature.  The  age  and  sex  are  given  in 
Table  8. 

Table  8 

Cardiac  Rupture 


Age  group 


Men 


Women 


60  - 69  1 1 

70  - 79  1 7 

80  - 89  0 2 

In  one  of  the  men  the  left  ventricle  was 
ruptured  along  its  left  border  and  in  the  other 
the  left  ventricle  had  ruptured  in  the  lower 
part  of  its  anterior  surface.  The  obstruction  was 
fatty  in  the  former,  calcareous  in  the  latter. 
Neither  showed  thrombosis. 

In  nine  of  the  women  the  tear  was  in  the 
lower  part  of  the  front  of  the  left  ventricle,  the 
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obstruction  being  a large  thrombus  in  the  left 
coronary  in  eight  instances,  one  case  being  a 
simple  occlusion.  The  tenth  woman  showed  a 
thrombus  in  the  right  coronary  and  rupture  of 
the  back  of  the  right  ventricle. 

Every  case  had  some  softening  of  the  muscle 
at  the  site  of  rupture  with  in  some  cases  small 
extravasations  of  blood.  The  preponderance  of 
women  in  this  group  contrasts  remarkably  with 
the  sex  distribution  in  occlusion  and  thrombosis 
and  is  not  easy  to  e.xplain.  It  would  seem  that 
after  full  blockage  of  the  vessel  has  occurred 
the  ventricle  has  continued  to  beat  for  some 
time,  otherwise  softening  of  the  muscle  could 
not  have  occurred.  This  argues  that  a collateral 
circulation  of  at  least  moderate  efficiency  has 
developed  and  it  may  be  that  such  a circulation 
develops  more  readily  in  women. 

5.  Cases  seen  in  individimls  aged  less  than  50: 
These  were  all  men  and  because  of  their  im- 
portance the  salient  findings  in  each  of  the  12 
cases  seen  are  reported. 

Case  1.  Age  49.  Physique  lean  and  muscular. 
Right  coronary  artery  healthy.  Left  coronary 
artery  blocked  by  signet  ring  fatty  patch  at 
one  inch.  Advanced  calcification  and  ulceration 
of  the  abdominal  aorta.  Large  active  hydatid 
cyst  of  the  liver. 

Case  2.  Age  44.  Physique  moderately  obese. 
Very  advanced  atheroma  of  the  cerebral  vessels. 
Right  coronary  artery  contained  a little  ad- 
herent thrombus.  Otherwise  healthy.  Left 
coronary  rigid,  rubbery  partly  calcified  and  with 
a pin  point  lumen.  The  aorta  showed  widespread 
caleification  and  many  large  ulcers. 

Case  3.  Age  42.  Physique  plump  and  muscu- 
lar. This  case,  a failure  of  development  of  the 
left  coronary,  has  already  been  described.  His 
aorta  showed  occasional  small  fatty  patches  only. 

Case  4.  Age  45.  Physique  spare.  Right  coronary 
showed  a few  fatty  patches  only,  the  left  was 
blocked  by  a calcareous  mass  at  one  inch.  The 
aorta  showed  a few  small  fatty  patches  only. 

Case  5.  Age  46.  Physique  spare  but  well 
nourished.  Right  coronary  artery  showed  a pin- 
hole orifice.  There  was  no  adjacent  disease  to 
account  for  it  and  it  was  probably  congenital. 
The  rest  of  the  vessel,  apart  from  small  fatty 
patches,  was  healthy. 

Case  6.  Age  49.  Physique  thin  and  muscular. 


Right  coronary  showed  a few  small  fatty 
patches.  Left  coronary  blocked  by  a fatty  signet 
ring  at  one-half  ineh.  Aorta  healthy. 

Case  7.  Age  46.  Physique  moderately  obese. 
Right  coronary  showed  moderate  general  nar- 
rowing with  no  sign  of  atheroma.  Left  blocked 
by  a fibrous  constriction  at  one  inch  and  again 
showed  no  sign  of  atheroma.  The  aorta  was 
liealthy. 

Case  8.  Age  35.  Physique  moderately  obese. 
Right  coronary  healthy.  Left  coronary  blocked 
by  signet  ring  fatty  patch  at  one-half  inch.  Aorta 
healthy. 

Case  9.  Age  39.  Physique  heavily  muscular. 
Not  obese.  Right  coronary  showed  a few  small 
fatty  patches  only.  Left  vessel  blocked  by  signet 
ring  fatty  patch  at  one  inch.  Aorta  healthy. 

Case  10.  Age  36.  Physique  obese.  Right  coro- 
nary showed  several  fatty  patches  one  showing 
a zone  of  constriction  at  one  inch.  The  left  vessel 
showed  diffuse  fatty  change,  early  calcification, 
a moderate  general  narrowing  and  blockage  by 
thrombus.  The  aorta  was  healthy. 

Case  11.  Age  43.  Physique  spare  but  well 
nourished.  Right  coronary  showed  three  small 
fatty  patches  each  with  partial  obstruction.  The 
left  vessel  was  fully  blocked  by  a lateral  fatty 
rod  about  an  inch  long.  The  aorta  showed  mas- 
sive fatty  plaques  and  early  ulcers. 

Case  12.  Age  45.  Physique  plump.  Severe  em- 
physma  of  the  lungs  with  barrel  chest.  Right 
coronary  showed  a few  fatty  flecks  only.  The 
left  vessel  was  almost  fully  blocked  by  a signet 
ring  fatty  patch  at  one-fourth  inch  and  the  ves- 
sel beyond  was  filled  with  thrombus.  The  aorta 
was  healthy. 

In  this  group  of  cases  no  particular  type  of 
physique  is  predominant.  They  can  however  be 
classed  in  three  groups  on  the  arterial  changes. 

(a)  Congenital  malformations.  Cases  3,  5 and 
7 were  almost  certainly  of  this  type. 

(b)  Those  in  which  the  coronary  changes  ap- 
peared to  be  part  of  a general  and  premature  ar- 
terial atheroma.  Cases  1,  2 and  11. 

(c)  Those  in  which  atheroma  was  restricted 
to  the  coronary  vessels.  Cases  4,  6,  8,  9,  10  and  12. 
Discussion: 

In  the  219  cases  which  have  been  quoted,  oc- 
clusion by  fibrous,  fatty  or  calcareous  change  ac- 
counted for  153  (69.8  per  cent),  thrombosis  com- 
bined with  fatty  or  calcareous  change  for  62 
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(28.3  per  cent),  thrombosis  combined  with  con- 
genital defect  for  1 (0.5  per  cent)  and  spasm 
for  1 ( 0.5  per  cent ) . This  agrees  closely  with  the 
findings  of  Newman  (1951)  who,  in  a series  of 
80  coronary  deaths  found  thrombosis  in  22  (27.5 
per  cent ) . The  distinction  between  simple  occlu- 
sion and  thrombosis  is  quite  academic  as  in  all 
the  cases  classified  here  as  thrombosis,  except 
one,  the  formation  of  a thrombus  was  a terminal 
incident  in  the  slow  progress  of  atheromatous 
degeneration. 

According  to  Gordon  ( 1955 ) practitioners  who 
are  called  upon  to  give  a death  certificate  on 
clinical  grounds  alone,  tend  to  certify  “coronary 
thrombosis.”  In  a series  of  119  such  certificates 
this  diagnosis  was  given  in  81  per  cent.  It  would 
certainly  be  more  accurate  to  label  them  all  cor- 
onary occlusion.  Similarly  when  very  old  people 
die  suddenly  the  term  “myocardial  degeneration” 
is  commonly  employed.  In  a report  on  37  per- 
sons over  the  age  of  75  who  died  suddenly 


(Stewart,  1956),  13  had  coronary  occlusion,  six 
coronary  thrombosis  and  only  five  were  due  pri- 
marily to  muscle  degeneration. 

It  would  be  out  of  place  in  a factual  report 
such  as  this  is  to  discuss  the  etiology  of  the  dis- 
ease. Statistical  and  biochemical  research  con- 
tinues at  an  ever  increasing  rate,  an  extraordi- 
nary change  from  30  years  ago,  when  athero- 
ma was  accepted  as  an  inevitable  senile  degen- 
eration. Perhaps  in  the  future  prophylaxis  and 
even  cure  of  the  established  disease  may  emerge 
and  make  our  social  and  economic  problems 
even  more  complex. 

References: 

1.  Gordon  I.  (1955)  The  Medical  Officer  94,  2.56. 

2.  Newmann  M.  (19,51)  Brit.  Med.  1.  1,  104.5. 

.3.  Stewart  I.  (1956)  The  Medical  Officer  96,  36. 

Acknowledgement: 

A summary  of  the  cases  encountered  in  the  years  19.53-19.5.5 
has  already  appeared  in  an  article  entitled  “The  Work  of  the 
Hospital  Pathologist  for  the  Coroner”  which  was  published  in 
“The  Medical  Officer”  in  April  19.57  and  I am  indebted  to 
G.  L.  C.  Elliston  Esq.  MA  for  permission  to  publish  this  expanded 
version  of  part  of  the  article. 

I am  also  indebted  to  Stephen  E.  Brown,  H.M.  Coroner  for 
the  Craven  district  of  Yorkshire,  for  permission  to  publish  the 
cases. 


VoL  15,  No.  6 


Arizona  Medicine 


415 


OCULAR  PROBLEMS  IN  CEREBRAL  PALSY 

by  John  S.  Aiello,  M.D. 

Phoenix,  Arizona 


D OCTORS  Carlson,  Miller,  Guibor  and  many 
ethers  have  found  that  ocular  defects  exist  in 
over  50  per  cent  of  patients  suffering  with  cere- 
bral palsy.  A New  York  State  survey  indicated 
that  cerebral  palsy  occurs  about  six  times  in  every 
1,000  births.  If  this  is  true  then  we  can  estimate 
that  about  1 per  300  live  births  will  have  cere- 
bral palsy  with  some  ocular  abnormalities.  These 
figures  are  somewhat  startling  to  a point  that 
Perlstein  stated  that  any  child  with  eye  abnor- 
malities at  birth  must  be  considered  to  have 
brain  damage  until  it  is  proved  otherwise  and 
deserves  a complete  neurological  examination. 
As  a crippler  of  young  people  in  the  U.  S.  today, 
cerebral  palsy  is  second  only  to  poliomyelitis. 

The  ocular  defects  often  exist  at  birth.  They 
are  not  usually  noticed  for  a period  of  from  one 
to  three  years,  and  more  important,  they  are 
rarely  treated  adequately  so  as  to  develop  good 
vision  and  adequate  motor  ability  of  the  eyes. 

In  100  unselected  cases  at  Lenox  Hill  Hospital 
Cerebral  Palsy  Clinic,  examined  over  a two  year 
period  the  eye  findings  were  as  follows:  44  per 
cent  were  normal  and  of  the  remaining  56  per 
cent,  40  per  cent  had  esotropia  ( eyes  that  turned 
in),  8 per  cent  had  exotropia  (eyes  that  turned 
out),  1 per  cent  paresis  of  upward  gaze,  3 per 
cent  optic  atrophy,  2 per  cent  congenital  cata- 
racts, 1 per  cent  coloboma  of  iris,  and  1 per  cent 
spastic  eyelids.  Concurrent  were  two  cases  of 
nystagmus  and  one  case  of  papilledema. 

With  the  existing  strabismus,  visual  loss  (am- 
blyopia ) may  occur  which  cannot  always  be 
overcome  with  treatment.  Such  anomalies  of  the 
eyes  result  in  loss  of  binocular  co-ordination  and 
depth  perception.  Therefore,  certain  of  these 
paretic  children  fail  to  develop  hand  and  eye  co- 
ordination, walking,  talking  and  reading  as  well 
as  if  normal  ocular  conditions  existed.  It  is  there- 
fore of  paramount  importance  to  insure  each 
child  the  opportunity  of  developing  the  best  pos- 
sible co-ordination  in  order  to  help  that  child 
overcome  his  motor  difficulties  that  are  associa- 
ted with  cerebral  palsy. 

Binocular  vision  and  binocular  eye  move- 
ments are  so  closely  associated  that  they  must 
be  considered  together.  Binocular  vision  is  the 


co-ordinated  use  of  the  two  eyes  to  produce  a 
single  impression,  which  is  called  fusion.  At 
birth  and  for  the  first  few  months  thereafter 
there  is  little  co-ordination  of  the  two  eyes.  Grad- 
ually, by  a process  of  learning,  an  association  be- 
tween the  two  eyes  develops  and  leads  to  the 
process  of  fusion  and  binocular  vision.  It  is  said 
that  fusion  is  developed  by  the  age  of  two  years. 

In  cases  of  strabismus  the  eye  that  deviated, 
whether  in  or  out,  develops  an  amblyopia  or 
suppression  of  vision  in  that  deviated  eye  which 
is  not  correctible  by  optical  means.  This  sup- 
pression is  a psychological  inhibition  of  retinal 
images. 

Vision  usually  is  a straight  line  from  the  sub- 
ject through  the  cornea,  pupil,  lens  to  the  macu- 
lar area.  The  macular  area  is  located  temporal 
to  the  optic  disc  and  is  the  area  that  accepts  75 
per  cent  to  80  per  cent  of  vision.  Images  that  fall 
on  both  macula  areas  are  superimposed  into  one 
image  in  the  brain.  If  the  image  does  not  fall  on 
the  macular  area  in  the  eye  that  deviated  then 
there  is  a confused  picture  and  the  brain  does 
not  accept  the  image  of  the  deviated  eye,  thus 
causing  amblyopia  and  failure  of  binocular  vis- 
ion. Since  binocular  vision  occurs  at  two  years  of 
age  it  is  therefore  most  imperative  that  the  mus- 
cle imbalance  is  taken  care  of  at  the  earliest  pos- 
sible age. 

The  main  purpose  of  this  paper  therefore,  is 
to  present  a few  simple  tests  which  aid  the  exam- 
iner to  ascertain  the  presence  of  an  ocular  motor 
defect  or  of  subnormal  vision.  When  ocular  de- 
fects are  found  and  diagnosed  by  the  specialist 
in  cerebral  palsy,  he  can  then  refer  the  patient 
to  an  eye  doctor  who  is  interested  in  children’s 
eye  diseases  and  their  associated  motor 
anomalies. 

In  examining  to  determine  the  presence  of 
ocular  motor  defects  the  corneal  reflex  test  of 
Hirschberg  and  the  rotation  test  are  helpful.  In 
performing  the  Hirschberg  corneal  reflex  test  the 
patient  fixes  on  a distant  object,  the  examiner 
uses  a small  light  held  one  foot  away  and  shines 
the  light  at  the  patient,  at  the  same  time  noting 
the  position  of  the  light  reflection  from  the  sur- 
face of  each  cornea.  If  the  reflex  is  found  to  be 
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in  the  middle  of  both  corneas,  then  the  eyes  are 
straight.  If  the  reflex  is  found  to  be  in  the  middle 
of  one  cornea  and  the  temporal  aspect  of  the 
cornea  of  the  other,  then  the  eye  that  has  the  re- 
flex on  the  temporal  aspect  is  found  to  have  an 
esotropia.  The  same  is  true  of  an  exotropia.  In 
this  case  the  reflex  is  found  to  be  on  the  medial 
aspect  of  the  cornea.  Each  mm.  of  displacement 
of  the  light  reflex  in  the  non  fixing  eye  indicates 
approximately  7 degrees  of  deviation.  Thus  in  10 
seconds  one  can  have  a fairly  good  idea  if  there 
is  a strabismus  or  not. 

A rotation  test  should  also  be  done  to  deter- 
mine conjugate  weakness.  The  examiner  watches 
the  movement  of  the  patient’s  eyes  as  the  child 
gazes  at  the  light  as  it  is  moved  slowly  from  side 
to  side,  up  and  down.  Youngsters  under  six 
months  of  age  can  gaze  up  and  down  easily  but 
usually  not  laterally.  If  the  two  eyes  cannot  move 
to  the  right  or  left  or  up  or  down  or  if  the  lateral 
position  of  gaze  cannot  be  maintained  a conju- 
gate defect  is  present,  thus  informing  us  that 
there  is  a paretic  or  spasmodic  difficulty  of  ocu- 
lar muscles. 

Visual  acuity  can  usually  be  taken  after  the 
age  of  three  with  the  illiterate  “E”  chart  or  kin- 
dergarten chart.  If  possible,  visual  acuity  is  very 
important  to  obtain  for  it  is  a yardstick  to  de- 
termine prognosis  and  type  of  treatment  needed. 

In  general,  after  the  diagnosis  of  strabismus  is 
made,  the  patient’s  vision  is  taken  if  possible  to 
determine  the  amount  of  amblyopia  present,  if 
any.  If  the  child  is  too  young  this  is  left  out.  This 
is  followed  with  an  external  examination  to  de- 


termine the  muscles  involved,  the  amount  of 
squint,  and  to  determine  the  fixing  eye  and  the 
deviating  eye.  Refraction  is  followed  under  atro- 
pine. If  there  is  a true  refractive  error  then 
glasses  are  prescribed.  The  amblyopic  eye  is 
then  given  a trial  of  orthoptic  training,  primarily 
patching  the  good  eye  and  forcing  the  patient 
to  use  the  amblyopic  eye  hoping  to  improve  vis- 
ual acuity.  If  the  child  is  too  spastic  and  patch- 
ing cannot  be  done,  atropine  is  instilled  in  the 
good  eye  thus  blurring  the  patient  enough  to 
force  his  using  the  amblyopic  eye. 

The  patching  is  done  in  order,  if  possible,  to 
establish  an  alternating  type  of  squint.  When 
this  is  obtained  then  surgery  is  performed  to  me- 
chanically establish  a new  alignment  of  visual 
acuity.  The  surgery  is  then  followed  by  orthoptic 
training.  Treatment  should  be  stopped  at  any 
point  where  the  ophthalmologist  feels  that  he 
has  accomplished  his  goal  of  establishing  good 
binocular  vision  and  fusion. 

It  is  the  duty  of  all  doctors  who  are  dealing 
with  children,  whether  cerebral  palsied  or  not,  to 
give  the  child  an  opportunity  to  develop  binocu- 
lar vision.  This  is  especially  true  in  cerebral  pal- 
sied children  whose  binocular  vision  will  help 
the  afflicted  child  to  overcome  some  of  his  other 
motor  difficulties. 
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JAUNDICE 

Philip  Thorek,  M.D. 
Chicago,  Illinois 


J AUNDICE,  or  hyperbilirubinemia,  is  an  im- 
portant subject  to  both  the  general  practitioner 
and  specialist  alike;  it  always  presents  an  inter- 
esting diagnostic  problem.  To  have  ways  and 
means  of  co-ordinating  and  simplifying  the  sub- 
ject is  imperative  so  that  with  the  diagnostic 
armamentarium  at  hand  a diagnosis  may  be 
readily  reached  and  proper  therapy  instituted.  A 
thorough  knowledge  of  the  pathologic  physiol- 
ogy involved  results  in  a more  rapid  and  accu- 
rate diagnosis  than  does  the  memorized  knowl- 
edge of  the  hundred  and  one  conditions  which 
might  be  associated  with  this  symptom.  It  is  with 
this  in  mind  that  the  subject  is  presented. 

PHYSIOLOGY 

The  fate  of  a normal  red  blood  corpuscle 
seems  to  be  the  proper  approach  to  the  under- 
standing of  icterus.  The  normal  erythrocyte 
eventually  terminates  its  existence  by  being 
broken  down  in  the  reticulo-endothelial  system 
including,  of  course,  the  spleen.  The  disintegra- 
ted red  cell  is  divided  into  an  iron-containing 
part  (hemosiderin)  and  an  iron  free  part  (hem- 
atoidin).  The  iron  free  part  is  the  precursor  or 
mother  substance  of  the  main  bile  pigment  called 
bilirubin.  After  conversion  of  hematoidin  to  bili- 
rubin by  the  reticulo-endothelial  system  it  is  de- 
livered to  the  liver  in  combination  with  a heavy 
protein  molecule  as  bilirubin-proteinate. 

The  liver  splits  the  bilirubin  proteinate  and 
excretes  pure  bilirubin  via  the  hepatic  ducts  into 
the  gallbladder.  When  the  gallbladder  contracts, 
bilirubin  is  delivered  into  the  intestinal  tract 
where  it  is  acted  upon  and  broken  down  by  bac- 
teria to  its  end  metabolite  known  as  urobilin 
(urobilinogen).  Some  of  this  urobilin  passes  out 
and  colors  the  feces;  the  remainder  is  absorbed 
from  the  intestinal  tract  and  is  carried  back  to 
the  liver  via  the  portal  system.  One  of  tlie  many 
liver  functions  is  to  reconvert  the  end  product 
urobilin  back  to  its  early  predecessor  bilirubin. 

To  thoroughly  comprehend  and  clinically 
classify  jaundice,  one  must  understand  this  phy- 


siology and  continually  keep  in  mind  the  differ- 
ence between  bilirubin  and  urobilin. 

CLINICAL  CLASSIFICATION 

Many  classifications  have  been  presented,  each 
having  their  respective  good  points  and  draw- 
backs. A classification  which  has  served  us  well 
is  one  which  divides  jaundice  into: 

1.  Prehepatic 

2.  Intrahepatic 

3.  Posthepatic 

In  this  way  we  can  place  the  lesion  as  to  its 
location  before  the  liver,  in  the  liver,  or  after  the 
liver. 

PREHEPATIC  JAUNDICE 

In  icterus  which  develops  from  a prehepatic 
lesion  the  pathology  may  be  found  in  the  red 
blood  cell.  A typical  example  of  this  is  familial 
hemolytic  icterus.  In  this  condition  the  red  cells 
are  apparently  defective  and  instead  of  being  the 
usual  normal  biconcave  disks  appear  as  “golf- 
ball”  red  cells.  They  are  also  smaller  than  the 
normal  cell,  hence  the  condition  has  been  re- 
ferred to  as  microcytic  spherocytosis.  These  cells 
have  an  increased  fragility  and  rupture  easily. 
As  a result  of  this  exaggerated  bursting  process 
;ui  excessive  amount  of  iron  free  pigment  is  ex- 
creted by  the  spleen,  resulting  in  an  excessive 
amount  of  bilirubin  proteinate,  which  is  formed 
by  the  reticulo-endothelial  system.  This  results 
in  jaundice  due  to  the  hyperbilirubinemia.  How- 
ever, since  this  bilirubin  is  in  the  form  of  a pro- 
teinate and  since  this  molecide  is  too  hea\y  to 
pass  through  the  kidney  the  urine  does  not  show 
the  color  that  one  would  expect  in  the  jaundiced 
patient  (acholuric  jaundice).  Since  an  increased 
amount  of  bilirubin  is  being  delivered  to  the 
liver,  a greater  amount  of  bilirubin  is  excreted 
into  the  intestines;  this  results  in  an  increased 
formation  of  urobilin  in  the  intestinal  tract.  This 
large  amount  of  urobilin  is  not  ouK'  excreted  in 
the  feces,  but  the  remainder  is  returned  to  tlu' 
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liver.  The  liver  converts  as  much  of  this  as  it  can 
into  bilirubin,  but  the  remainder  overflows  into 
the  urine,  resulting  in  an  increased  urobilinuria. 
Should  the  Erlich  aldehyde  test  for  urobilin  be 
applied  to  such  a urine  it  would  be  strongly  posi- 
tive; however,  liver  function  tests  would  be  neg- 
ative. The  Van  den  Bergh  test  is  of  some  value 
here,  since  a prehepatic  jaundice  gives  a positive 
indirect  and  negative  direct  test. 

Other  examples  of  prehepatic  jaundice  are 
icterus  neonatorum  and  hypersplenism.  In  the 
former,  too  many  red  blood  cells  are  destroyed 
and  in  the  latter  the  spleen  is  hyperactive. 

JNTRAHEPATIC  JAUNDICE 

In  this  type  the  pathology  is  located  in  the 
liver.  It  must  be  remembered  that  the  entire 
liver  does  not  become  involved  at  once;  if  this 
were  to  occur  death  would  promptly  ensue.  Any 
toxin  be  it  chemical  or  bacterial  or  any  organism 
may  so  injure  the  liver  that  one  or  more  of  its 
important  functions  might  be  interfered  with. 
Typical  examples  would  range  anywhere  from  a 
simple  catarrhal  jaundice  to  a fulminating  acute 
yellow  atrophy.  When  the  liver  is  damaged  one 
or  more  of  the  liver  function  tests  show  signs  of 
hepatic  dysfunction.  The  literature  is  replete 
with  various  liver  function  tests,  and  to  attempt 
to  utilize  many  of  these  is  most  impractical. 
Many  workers  in  this  field  have  their  favorite 
test  or  group  of  tests;  at  times  we  use  some  of 
them  but  for  practical  purposes  we  prefer  to 
confine  ourselves  to  the  aldehyde  test  for  uro- 
bilin, and  the  cephalin  flocculation  test  of 
Hanger. 

If  the  lesion  producing  the  jaundice  is  an  intra- 
hepatic  one,  then  both  of  these  tests  are  found 
positive. 

POSTHEPATIC  JAUNDICE 

In  jaundice  caused  by  posthepatic  pathology 
we  assume  that  the  pre-  and  intrahepatic  func- 
tions are  progressing  normally.  The  most  com- 
mon examples  of  posthepatic  jaundice  are:  com- 
mon duct  stones,  carcinoma  of  the  common  and 
hepatic  ducts,  carcinoma  of  the  head  of  the  pan- 
creas, and  metastases  to  the  porta  hepatis. 

The  obstruction  to  the  flow  of  bile  into  the 
intestinal  tract  may  be  partial  or  complete.  If 
the  obstruction  is  partial  then  some  bilirubin  gets 
into  the  intestinal  tract  and  this  would  be  con- 
verted to  urobilin.  That  urobilin  which  returns 


to  the  liver  will  be  reconverted  back  to  bilirubin 
since  the  lesion  is  not  an  intrahepatic  one,  and 
the  aldehyde  test  for  urobilin  will  be  negative. 
It,  on  the  other  hand,  the  obstruction  to  the  out- 
flow of  bile  is  complete  then  no  bilirubin  gets 
into  the  intestinal  tract  and  no  urobilin  is  formed, 
therefore,  the  aldehyde  test  will  again  be  nega- 
tive. Liver  function  tests  in  posthepatic  jaundice 
reveal  normal  functioning  livers  unless  the  jaun- 
dice has  been  present  well  over  a month  and  is 
of  a severe  degree;  a biliary  cirrhosis  then  forms. 

DIAGNOSIS 

Since  diagnosis  constitutes  the  most  important 
part  of  all  medicine,  no  detail  must  be  over- 
looked. In  evaluating  the  diagnostic  possibilities 
of  each  case  nothing  can  replace  the  recording 
of  a careful  and  accurate  history. 

A detailed  and  keen  physical  examination  is 
equally  revealing.  It  must  be  recalled  too  that 
although  most  cases  of  jaundice  can  be  catego- 
rized into  pre,  intra,  and  posthepatic  jaundice, 
there  may  still  be  an  overlapping  of  these  lesions. 
For  example:  as  Watson,  Popper  and  others  have 
emphasized,  obstructive  jaundice  may  also  be 
associated  with  intrahepatic  pathology;  such 
cases  are  assumed  to  be  “cholangiolitic”  lesions. 
By  the  same  token,  a true  posthepatic  obstructive 
jaundice  may  be  present  for  a period  of  three  to 
four  weeks  or  over,  and  result  in  liver  damage 
producing  a biliary  cirrhosis.  The  true  clinician 
and  alert  surgeon  keeps  such  possibilities  con- 
stantly in  mind.  Courvoisier’s  law  is  helpful.  It 
states  that  a large  gallbladder  in  the  absence  of 
jaundice  usually  suggests  a cystic  duct  obstruc- 
tion (mucocele  of  the  gallbladder)  a small  gall- 
bladder plus  a jaundice  usually  indicates  a stone 
in  the  common  duct,  and  finally  a jaundice  in 
the  presence  of  a large  gallbladder  speaks  for  a 
carcinoma  of  the  head  of  the  pancreas.  One  can 
also  differentiate  the  various  sites  of  carcinoma 
which  involve  the  biliary  tract.  For  example:  in 
carcinoma  of  the  gallbladder,  jaundice  is  not 
present  but  a hard  nodular  mass  which  moves 
with  respiration  is  palpable  in  the  right  upper 
abdominal  quadrant;  in  earcinoma  of  the  com- 
mon duct,  jaundice  plus  a portal  vein  complex 
( ascites,  dilated  esophageal  varices,  hemorrhoids, 
etc.)  is  present;  carcinoma  of  the  ampulla  of 
Vater  is  suspected  when  one  finds  a jaundice 
plus  signs  of  pancreatic  insufficiency;  and  final- 
ly, carcinoma  of  the  head  of  the  pancreas  can  be 
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diagnosed  when  jaundice  plus  an  inferior  vena 
cava  complex  (bilateral  dependent  edema  and 
dilated  veins  of  both  inferior  extremities)  is 
noted. 

The  differentiation  between  a stone  and  a car- 
cinoma of  the  common  duct  may  not  be  too  dif- 
ficult however,  it  should  be  remembered  that  in 
contradistinction  to  the  usual  conception,  a car- 
cinoma may  produce  colic  and  a stone  may  be 
silent.  Taking  an  icterus  index  on  five  successive 
days  might  clarify  the  diagnosis.  If  the  lesion  is 
a carcinoma  the  icterus  index  is  high  and  con- 
tinues to  rise;  however,  it  is  possible  for  an 
icterus  index  to  drop  if  there  is  some  slight  ball- 
valve  action  in  the  presence  of  a stone.  Many 
other  ways  are  available  for  differentiation  and 
some  of  these  have  been  discussed. 

Unfortunately  pruritus  (itching)  is  considered 
to  be  a symptom  of  jaundice;  this  is  erroneous. 
Pruritus  is  a symptom  of  posthepotic  (obstnic- 
tive)  joundice.  When  the  patient’s  primary  com- 
plaint is  his  itching  then  we  feel  quite  positive 
that  the  patient  is  suffering  from  either  a stone 
or  a carcinoma  which  is  involving  the  extrahepa- 
tic  biliary  passages.  Rarely  does  a patient  with 
intrahepatic  jaundice  complain  of  itching. 

The  pulse  is  usually  slow  in  cases  of  icterus. 
We  prefer  a bradycardia  in  such  cases,  because 
when  the  pulse  becomes  rapid  it  usually  fore- 
bodes an  oncoming  acute  yellow  atrophy  or 
hepatic  decompensation. 

Numerous  laboratory  tests  are  at  our  disposal, 
but  the  author  has  a preference  for  the 
Ehrlich  aldehyde  test  for  urobilinogen, 
serum  alkaline  phosphatase,  and  the  cephalin 
flocculation  test.  If  the  lesion  is  a prehe- 
patic  one  the  urobilinogen  test  is  positive  and 
the  liver  function  tests  are  negative;  if  the  lesion 
is  posthepatic,  both  of  these  tests  are  negative. 
No  tests  are  foolproof.  However,  the  statements 
just  made  are  found  to  be  true  in  the  vast  ma- 
jority of  cases.  It  may  be  safe  to  state,  however, 
that  when  a serum  alkaline  phosphatase  is  over 
15  Bodansky  units,  and  when  the  total  choles- 
terol is  above  300  mg.,  this  speaks  more  often  for 
a surgical  type  of  jaundice  than  a medical  one. 

It  seems  to  be  a waste  of  time,  effort  and 
money  to  do  a Graham-Cole  test  on  jaundiced 
patients.  The  negative  response  found  in  these 
patients  is  most  misleading.  On  the  other  hand, 
a flat  x-ray  film  of  the  abdomen  is  always  taken. 
Time  and  space  does  not  permit  a discussion  of 


the  other  tests  available  to  the  clinician;  how- 
ever, one  should  always  keep  in  mind  that  since 
no  test  is  foolproof  diagnostic  pitfalls  are  always 
present. 

TREATMENT 

There  has  been  a tendency  to  not  only  classify 
but  to  discuss  the  treatment  of  jaundice  under 
the  headings  of  medical  and  surgical  jaundice; 
this  seems  both  impractical  and  misleading. 
When  a case  of  jaundice  is  seen  one  never  knows 
whether  the  condition  will  eventually  end  up 
under  a medical  or  surgical  regime,  and  since 
both  types  of  therapy  overlap,  it  seems  prefer- 
able to  consider  them  together.  Only  the  salient 
parts  in  the  therapy  will  be  mentioned. 

Needless  to  say,  preoperative  care  is  a major 
factor  if  a case  of  jaundice  is  to  be  brought 
through  a surgical  procedure  successfully.  To 
mention  only  a few  of  the  necessary  essentials 
we  might  include  electrolyte,  water  and  protein 
balance,  vitamin  therapy,  especially  K,  B and  C, 
and  an  adequate  glycogen  supply  to  the  liver. 
The  severe  pruritus  which  may  be  associated 
with  jaundice  can  sap  much  of  the  patient’s 
strength  and  energy.  Reeently  we  have  used  in- 
travenous proeaine  in  a O.I  per  cent  concentra- 
tion and  have  found  that  this  gives  rather  rapid 
and  marked  relief  from  itching  in  most  instances. 
1000  cc.  of  this  solution  are  given,  never  exceed- 
ing the  rate  of  1000  cc.  in  one  hour.  A word  of 
caution,  however,  should  be  mentioned  since  the 
drug  is  a convulsant,  hence,  its  use  in  concen- 
trated solutions  or  rapid  injection  of  dilute  solu- 
tions may  produce  irreparable  damage.  We  feel 
that  blood  transfusions  should  not  only  be  uti- 
lized as  an  operative  or  postoperative  measure, 
liut  also  as  a method  of  supplying  many  of  the 
previously  mentioned  needs.  Preoperative  lab- 
oratory tests,  such  as  blood  counts,  icterus  in- 
dices, prothrombin,  bleeding  and  coagulating 
time,  blood  protein  determination,  A-G  ratio  etc. 
lire  all  of  value.  However,  none  of  these  replace 
ihe  clinical  impression  gained  by  the  seasoned 
diagnostician  as  he  watches  his  patient  through 
this  “build-up”  period. 

Many  operative  procedures,  both  eurati\e  and 
palliative,  have  been  described  for  the  jaimdiced 
patient;  the  type  of  lesion  determines  the  type 
of  surgery.  I am  of  the  opinion  that  metastases 
do  not  determine  operability  or  inoperiibilit>’; 
the  only  determining  factor  is  fixation  of  the  jiri- 
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mary  growth  and  surrounding  vital  structures. 
If  the  primary  lesion  is  not  fixed  to  a vital  struc- 
ture, even  in  the  presence  of  inoperable  metas- 
tases,  we  feel  that  Brunschwig’s  idea  in  attempt- 
ing to  remove  as  much  of  the  malignant  tissue  as 
is  possible  is  a valid  one.  Alexander  has  further 
stressed  this  point  by  suggesting  the  removal  of 
solitary  pulmonary  metastases.  The  monumental 
work  of  Whipple  in  carcinoma  of  the  pancreas 
has  brought  those  cases  which  were  considered 
inoperable  only  a few  years  ago  into  the  realm 
of  operability. 

One  eannot  diseuss  the  surgical  therapy  of  the 
common  duct  unless  he  is  eonversant  with  the 
surgical  anatomy  of  this  structure.  It  is  quite 
simple  and  practieal  to  consider  the  common 
duct  as  being  divided  into  four  parts,  each  being 
related  to  the  duodenum.  Therefore,  the  common 
duct  is  divided  as  follows : 

Part  I — Supraduodenal  portion 
Part  2 — Retroduodenal  portion 
Part  3 — Infraduodenal  portion  (pancreatic) 
Part  4 — Intraduodenal  portion 
Regardless  of  where  the  stone  is  located,  only 
Part  1 is  immediately  accessible  to  the  surgeon, 
therefore,  the  incision  is  placed  here.  A stone  in 
either  Part  1 or  Part  2 is  usually  easy  to  remove 
by  means  of  a supraduodenal  choledochostomy. 
I prefer  to  drain  the  common  duct  rather  than 
close  it,  because  in  the  presence  of  edema  and 
infection  one  never  knows  when  a suture  might 
cut  through.  A stone  located  in  Part  3 causes  no 
concern  if  it  is  not  imbedded  in  the  duct  wall.  If 
the  stone  is  freely  movable  it  can  be  dislocated 
into  Part  1 through  a supracholedochal  incision. 
However,  if  the  stone  has  become  firmly  fixed 
in  an  ulcerated  and  edematous  part  of  the  duct 
wall  it  cannot  be  dislodged.  Some  surgeons  ad- 
vocate mobilization  of  the  duodenum  to  remove 
such  a stone.  Since  this  part  of  the  common  duct 
passes  through  the  head  of  the  pancreas  and  not 
between  the  pancreas  and  duodenum,  and  since 
this  area  is  surrounded  by  a cage  of  vessels  (su- 
perior and  inferior  pancreaticoduodenalis  arter- 
ies) this  maneuver  seems  impractical  and  at 
times  is  impossible.  It  is  only  of  value  when  the 
stone  has  eroded  through  the  duct  and  head  of 
the  pancreas;  this  is  unusual.  A preferable  meth- 
od to  handle  such  impacted  stones  in  Part  3 is 
the  following:  The  flat  x-ray  film  which  must  be 
in  the  operating  room  is  examined;  it  is  noted 
that  this  is  a flat  film  and  no  dye  has  been  given. 


If  the  stone  is  not  seen  on  this  flat  roentgeno- 
gram we  conclude  that  it  is  a cholesterol  stone. 
If  such  be  the  case  then  a catheter,  not  a “T” 
tube,  is  placed  from  Part  1 of  the  duct  down- 
ward to  the  stone;  this  is  sutured  into  the  com- 
mon duct.  In  24  to  48  hours,  a few  drops  of 
ether  are  injected  into  this  catheter  every  morn- 
ing and  every  evening.  Since  cholesterol  is  solu- 
ble in  ether  most  of  these  stones  will  dissolve 
and  disappear  without  further  manipulation.  If, 
on  the  other  hand,  the  irnpaeted  stone  in  Part  3 
is  seen  on  the  flat  x-ray  film,  we  conclude  that 
it  is  high  in  ealcium  eontent,  and  this  usually  is 
not  affected  by  the  etherization  method  of  treat- 
ment. In  such  an  instance  a short  circuiting  op- 
eration is  done  to  relieve  the  jaundice,  which 
after  all  is  of  far  greater  and  immediate  impor- 
tance than  the  presence  of  a stone.  The  proee- 
dure  which  we  prefer  is  a eholecystojejunostomy. 
This  brings  up  the  necessity  of  determining 
whether  or  not  the  common  duct  should  be  ex- 
plored. Such  a decision  must  be  made  prior  to 
doing  a cholecystectomy,  since  if  the  gallbladder 
is  removed  and  then  one  finds  it  necessary  to  do 
a short  circuiting  procedure,  it  usually  is  more 
difficult  to  do  a choledochojejunostomy  rather 
than  a eholecystojejunostomy.  The  indications 
for  exploring  the  common  duct  are  too  well 
known  to  bear  repetition  here.  If  an  indieation  is 
present  the  common  duct  is  explored,  the  neces- 
sary procedure  carried  out,  and  the  gallbladder 
removed  if  there  is  no  need  for  its  utilization  in 
an  anastomotic  procedure.  A stone  in  Part  4 is 
also  approached  through  an  incision  in  Part  1. 
Occasionally  such  a stone  will  dilate  the  ampulla 
of  Vater  and  then  it  can  be  pushed  into  the  duo- 
denum. If  this  is  impossible,  the  middle  of  the 
deseending  portion  of  the  duodenum  is  opened 
and  the  stone  is  extracted  transduodenally.  The 
duodenum  is  then  closed. 

Drains  in  the  common  duct  can  be  removed 
when  one  is  certain  that  bile  is  flowing  freely 
into  the  duodenum.  This  can  be  determined  by 
means  of  contrast  media  with  the  x-ray,  tying  off 
the  tube  or  inspecting  the  color  of  the  feces.  Al- 
though common  duct  tubes  have  been  removed 
anywhere  from  a few^  days  to  many  months  post- 
operatively,  I am  of  the  opinion  that  the  average 
common  duct  tube  should  be  removed  some- 
where between  a two  and  four  week  period. 

There  are  cases  in  which  it  is  impossible  to 
determine  preoperatively  whether  the  condition 
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is  due  to  a stone  or  a neoplasm,  and  whether  or 
not  the  latter  is  operable.  Although  some  cases 
might  appear  inoperable  preoperatively  such  pa- 
tients should  not  be  denied  at  least  the  chance 
of  an  exploratory  operation.  Occasionally  a life 
can  be  saved  by  removing  a stone  which  was 
thought  to  be  a neoplasm,  or  by  removing  a neo- 
plasm which  was  thought  to  be  non-resectable. 

The  postoperative  management  is  as  vital  to 
a successful  result  as  is  the  operative  procedure 
itself.  This  part  of  the  treatment  is  not  relegated 
to  the  uninitiated,  but  is  preferably  handled  by 
someone  thoroughly  conversant  with  the  modern 
approach  to  this  all  important  phase  of  therapy  , 


SUMMARY 

1.  The  proper  approach  to  the  subject  of  jaun- 
dice both  diagnostically  and  therapeutically  is  a 
thorough  understanding  of  the  pathologic  physi- 
ology of  the  metabolism  of  the  bile  pigments. 

2.  It  has  been  found  advantageous  to  clinically 
classify  jaundice  into  three  groups,  namely,  pre, 
intra  and  posthepatic. 

3.  Dividing  the  common  duct  into  supra,  retro, 
infra  and  intra  duodenal  portions  aids  in  stand- 
ardizing the  various  operative  procedures  ap- 
plied to  common  duct  surgery. 
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UNITY 


The  people  of  Arizona  look  to  their  doctors  for  leadership  and  guidance  in  matters  per- 
iaining  to  health.  This,  of  course,  includes  an  understanding  of  the  physician’s  perspective  of 
the  medical  education  need. 

Recently  there  has  been  much  precipitous  and  emotional  discussion  referable  to  the  immedi- 
ate establishment  of  a medical  school  in  this  state.  Our  association,  using  data  from  its  com- 
mittee on  medical  education,  and  after  due  consideration  passed  in  the  house  of  delegates 
May  3,  1958,  a resolution  reflecting  its  stand  on  this  matter: 

WHEREAS,  at  some  time  in  the  future  the  needs  for  formal  medical  education  of  qualified 
students  in  Arizona  may  not  be  met  adequately  as  they  are  now  by  the  \\^estern  Interstate 
Compact  for  Higher  Education  “WICHE”) 

WHEREAS,  any  plans  for  meeting  a future  need  for  expansion  of  opportunities  for  such  med- 
ical education  should  embrace  the  consideration  of  the  establishment  of  a medical  school  in 
Arizona 

M'HEREAS,  the  establishment  and  maintenance  of  a medical  school  is  universally  recog- 
nized as  an  extraordinarily  expensive  undertaking  in  the  field  of  higher  education,  therefore 

RE  IT  RESOLVED,  that  The  Arizona  Medical  Association,  Inc.,  go  on  record  as  approving 
the  establishment  of  a state  supported  medical  school  in  Arizona  at  such  time  in  the  future 
as  the  unmet  need  for  such  a school  is  manifest  and  the  State  of  Arizona  is  financially  able 
to  pay  the  costs  of  a school  equipped  and  staffed  for  pre-clinical  and  clinical  education  on  a 
nationally  competitive  level  of  excellence  and 

BE  IT  FURTHER  RESOLVED,  that  the  council  of  The  Arizona  Medical  Association,  Inc., 
instruct  the  Medical  School  Investigating  Committee  to  continue  its  studies  of  the  needs  for 
the  medical  education  in  Arizona  and  to  co-operate  fully  with  all  interested  indi\4dual  and 
state  agencies  who  are  now  or  in  the  future  concerned  with  this  problem. 

If  we,  as  a group  of  physicians,  are  to  be  held  in  respect,  our  opinions  must  show  unity  of 
thought,  purpose  and  action. 

Variance  of  belief  is  a healthy  situation.  However,  after  considered  and  honest  debate,  and 
we  then  voice  our  opinion,  let  us  not  weaken  our  house  by  a divided  effort.  Diverse  action  can 
only  destroy  confidence  in  the  medical  profession. 

The  framers  of  our  articles  of  incorpation  and  by-laws  recognized  the  danger  of  dis- 
unity, a thought  clearly  shown  in  Chapter  VHI,  Section  6,  IV  ( a ) : 

“No  county  society,  group  of  members,  or  individual  members  shall  advance  any  medical 
legislation  on  a state  or  national  level  as  representative  of  the  viewpoints  of  The  Arizona 
Medical  Association,  Inc.,  or  of  any  of  its  component  societies,  without  obtaining  the  consent 
of  this  committee.” 

Unity  is  vital  to  the  strength  of  our  association  and  must  be  maintained. 

W.  R.  MANNING,  M.D.,  President 
Arizona  Medical  Association 


Vol.  15,  No.  6 


Arizona  Mepicine 


423 


ARIZONA^MEDICINE 

*r>Tr7/-xxTA  ccr^r^T  \rT^jr\T^i  TXT/"'  A SIGNIFICANT  per  cent  of  our  accidents  are 

caused  by  drivers  who  are  not  physically  and 

VOL.  15  JUNE,  1958  NO.  6 psychologically  qualified,  or  whose  faculties  are 

Darwin  W.  Neubauer,  M.D Editor,  Tucson  impaired  by  the  action  of  drugS.  It  haS  bceil 

Louis  G.  Jekel,  M.D Assistant  Editor,  Phoenix  reported  that  OnC  OUt  of  14  drivCl'S  inVOlvcd  in 

c T7  c X xr  • fatal  accidcnts  had  a physical  condition  that 

Frardf'^j^  Mdioy^M'^ PhCenix  could  liavc  been  a Contributing  factor.  (Prob- 

wiiiiain  II.  Oatway,  jq  M i) Tucson  (^qo  Conservative. ) Tlicsc  facts  immediately 

Leslie  a Smith,  M.D  Phoenix  ^all  for  a definition  of  the  doctors’  responsibility 

ASSOCIATE  EDITORS  to  socicty,  ill  the  detection  and  elimination  of 

C.  Thomas  l^ead,  M.D Chest  Surgeiy  oia  v/Aorl 

Charles  W.  Elkins,  M.D Neurosurgery  KllieiS  Oil  Hie  rOclQ. 

Ker^F.^  wldt’e,^’^^^  ' '. '. '. '. '. '. '. '. '. '. '.  ‘ '. '.  ‘ ’.  ’. '.  ’. '.  PediMrics  Education  of  tlic  public  and  the  doctors  will 

Robert^^lmodc^M  D ^Oh-Gyn^  ^omc,  but  it  caii  not  be  Sufficient.  We  have 

Donald  N.  McLeod  M.jb Gen.  Practice  .qj  tried  diligently,  but  UllSUCCeSsfully,  tO  COn- 

William  B.  McGrath,  M.D .Neuropsychiatry  vinCC  SOmC  of  OUr  paticntS  that  they  are  llOt 

L.  D.  Sprague,  Ad.D Medical  Economics 

REPORTERS  physically  qualified  to  drive  automobiles.  Hard- 

wXr°4.“San!-M.D."’!m^^^^^^^  without  cxccption,  pcoplc  consider  driving 

Norm;m^A""Rol^M^b.  :::;::::^  their  automobiles  as  a personal  right  and  not 

HoweiiTRanS  qualified  privilege.  The  greatest  number 

Nelson  c.  Bledsoe,  M.  D Historical  q£  physically  and  psycliologically  Unfit  drivcrs 

COMMITTEE  ON  PUBLISHING  jjj  j^hg  evcr-cxpanding  older  age  group,  in 

R.  Lee  Foster,  M.D wliom  tlio  aging  pi'ocesses  havo  already  impaired 

Donald  E.  Nelson,  M.D Safford  their  perspective  and  sense  of  reason.  It  is  im- 


ADVERTISING  AND  SUBSCRIPTION  OFFICES 
|.  N.  McMEEKIN,  Publisher  and  Business  Manager, 
112  N.  Central  Ave.,  Phoenix,  Arizona 
Eastern  Representative 
A.  J.  JACKSON,  President 
State  Journal  Advertising  Bureau 
510  N.  Dearborn  St.,  Chicago  10,  Illinois 


CONTRIBUTORS 

The  Editor  sincerely  solicits  conlrihutions  of  scientific 
articles  for  publication  in  ARIZONA  MEDICINE.  All  such 
contributions  are  greatly  appreciated.  All  will  be  given  equal 
consideration. 

Certain  general  rules  must  be  followed,  however,  and  the 
Editor  therefore  respectfully  submits  the  following  suggestions 
to  authors  and  contributors: 

1.  Follow  the  general  rules  of  good  English,  especially  with 
: regard,  to  construction,  diction,  spelling,  and  punctuation. 

2.  Be  guided  by  the  general  rules  of  medical  writing  as 
followed  by  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION. 

3.  Be  brief,  even  while  being  thorough  and  complete.  Avoid 
unnecessary  words.  Try  to  limit  the  article  to  1.500  words. 

. 1 4.  Read  and  re-read  the  manuscript  several  times  to  cor- 
rect it,  especially  for  .spelling  and  punctuation. 

5.  Manuscripts  should  be  typewritten,  double  spaced,  and 
the  original  and  a carbon  copy  submitted. 

6.  Articles  for  publication  should  have  been  read  before 
a controversial  body,  e.g.,  a hospital  staff  meeting,  or  a 
.county  medical  society  meeting. 

7.  Exclusive  Publication— Articles  are  accepted  for  publy 
cation  on  condition  that  they  are  contributed  solely  to  this 
Journal.  Ordinarily  contributors  will  be  notifed  within  60 
days  if  a manuscript  is  accepted  for  publication.  Every  effort 
will  be  made  to  return  unused  manuscripts. 

8.  Illustrations  — Ordinarily  publication  of  2 or  3 illustra- 
tions accompanying  an  article  will  be  paid  for  by  Arizona 
Medicine.  Any  number  beyond  this  will  have  to  be  paid  for 
by  the  aufhor. 

. 9.:  Reprints  — Reprints  must  be  paid  for  by  the  author 
at  established  standard  rates. 

The  Editor  is  i .always . ready,  willing,  and  happy  to  help 
in  any  way  possible.  

(The  Opinions  expressed  in  original  contributions  do  not  neces- 
sarily express  the  opinion  of  the  Editorial  Board.) 


possible  for  a physician  or  anyone  else  to  con- 
vince these  individuals  that  they  should  volun- 
tarily give  up  their  privilege  of  driving, 

It  has  been  properly  stated,  “The  physician 
must  realize  that  not  only  is  he  a physician,  but 
also  an  important  member  of  a community;  he 
should  exert  every  effort  he  can  to  combat  the 
motor  vehicle  accident  problem.”  Again,  this 
effort  will  not  be  sufficient. 

A headline  recently  stated,  “Reducing  Auto- 
mobile Accidents  — The  Family  Physician’s  Job.” 
If  this  be  true,  we  must  decide  how  w’e  can 
best  fulfill  this  directive. 

The  compulsory  reporting  by  physicians  of 
illnesses  in  their  patients  which  might  con- 
traindicate automobile  driving  has  been  sug- 
gested. We  must  alert  ourseK'cs  to  prevent  being 
placed  in  a position  of  becoming  \oluntary 
policemen, 

Driving  should  be  legally  defined  as  a (piali- 
fied  privilege,  and  not  as  an  accepted  personal 
right.  Carefully  planned  laws  should  be  estab- 
lished to  define  physical  and  psychological  (piali- 
fications,  and  to  (\stablish  methods  of  cU'fectiou 
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and  discrimination.  These  laws  should  be  such 
that  all  physicians  then  become  aecepted  re- 
porters, rather  than  snooping  and  infringing  in- 
formers. 

To  avoid  prejudice,  bias  and  dishonesty,  a 
board  of  physieians,  employed  full  time,  should 
be  established  to  make  final  decisions  as  to  a 
driver’s  fitness.  Yes,  this  seems  as  if  it  would 
be  expensive,  but  such  an  expense  would  be  as 
naught,  compared  to  the  cost  of  the  present 
destruction,  morbidity  and  death.  This  board 
of  examiners  might  well  be  a part  of  our  health 
department.  It  also  may  be  necessary  to  require 
that  each  applicant  for  a driver’s  license  furnish 
a certifieate  from  his  family  physician  as  to 


the  existence  of  any  of  the  specified  illnesses 
which  might  impair  his  driving.  To  make  this 
reporting  by  physicians  effective,  the  false  re- 
porting by  physicians  should  be  a breach  of  the 
law. 

We  should  all  concentrate  on  the  formulation 
of  a sound  method  which  would  keep  the  unfit 
drivers  away  from  the  controls  of  the  greatest 
killer  — the  automobile  — which  kills  over 
40,000  each  year  and  injures  another  1.5  million 
persons.  Although,  we,  as  physicians,  desire  to 
give  our  wholehearted  co-operation  in  the  pre- 
vention of  accidents,  we  must  not  permit  our- 
selves to  become  a Gestapo! 

L.B.S. 


INDUSTRIAL  COMMISSION 

ECENTLY,  your  council  voted  to  accept  a 
tentative  and  temporary  fee  schedule  with  the 
Industrial  Commission  of  Arizona.  This  follows 
18  months  of  negotiation  and  yet  it  has  been 
necessary  to  forward  the  proposal  of  an  interim 
fee  schedule  until  a final  and  satisfactory  agree- 
ment can  be  reached. 

What  prevented  a definite  agreement?  The 
lack  of  statistics  by  the  industrial  commission? 
A lack  of  knowledge  of  their  $12  million  busi- 
ness? 

They  intended  to  say  “no”  to  any  proposal 
submitted  by  the  industrial  relations  committee 
of  the  Arizona  Medical  Association,  or  to  any 
recommendations  by  the  council  of  that  or- 
ganization. One  must  ask,  is  this  negotiation? 
Or  dictation? 

An  interesting  sidelight  of  the  meeting  were 
figures  submitted  by  Dr.  Leo  L.  Tuveson  show- 
ing the  medieal  payments  by  the  industrial  com- 
mission going  back  to  the  initial  agreement  estab- 
lished in  1926.  “When  a Ford  could  be  bought 
for  $600.”  This  table  carries  through  our  most 
recent  agreement  of  1953  and  it  further  includes 
the  proposed  agreement  which  would  have  been 
considered  the  conversion  factor  of  500  per  cent 
in  deciding  a fee  schedule,  (i.e.  the  Relative 
Value  Schedule  of  the  California  Medical  As- 
sociation ) . 

DR.  TUVESON'S  SCHEDULE: 

The  recent  agreement  was  calculated  on  a 


400  per  cent  factor  and  includes  such  items 
as  an  increase  in  the  initial  visit  charge  to  $7.50 
instead  of  the  previous  charge  of  $5.  A raise 
in  the  payment  for  hospital  visits  and  follow- 
up office  visits  to  $4  from  the  previous  levels  of 
$2  and  $3.  These  minor  ehanges  will  raise  the 
payments  to  doctors  approximately  25  per  cent. 
That  is,  raise  the  expenditures  of  the  industrial 
commission  for  medical  care  from  16  per  cent 
to  approximately  20  per  cent.  However,  this 
merely  approaches  the  amount  anticipated  as  an 
expenditure  by  an  industrial  carrier  of  20  per 
cent  to  21  per  cent  of  the  premiums  collected  for 
medical  expenses. 

The  fee  schedule  is  developed  as  a satisfactory 
interim  program.  It  cannot  be  considered  a 
satisfactory  over-all  agreement.  The  sehedule 
should  be  in  accordance  with  the  cost  of  living 
index  and  show  a variation  thereto.  This  has  not 
been  approached  in  the  past,  nor  is  it  reason- 
ably considered  under  the  interim  program. 

One  is  further  forced  to  wonder  as  to  our 
ability  to  have  the  commissioners  negotiate  with 
our  society  in  good  faith.  Negotiations  have 
been  in  process  for  18  months  and  all  of  the 
medical  members  of  the  negotiating  committee 
felt  that  a satisfactory  agreement  had  been 
reached  with  the  industrial  commission  approxi- 
mately nine  months  ago,  yet  the  industrial  com- 
mission members  on  this  committee  felt  quite 
satisfactory  that  no  agreement  had  been  reached 
with  the  medical  society  during  the  past  year. 

D.W.N. 
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1926 

1933 

1934 

1947 

1953 

500 

Per  Cent 
Factor 

Eye  refraction 

$ 10 

$ 10 

$ 10 

$ 12 

$ 3-5 

$12.50-17.50 

Foreign  body,  anterior 

chamber 

50 

50 

100 

100 

Up  to  150 

150-250 

Foreign  body,  vitreous 

chamber 

100 

50 

100 

100 

Up  to  150 

150-250 

Cataract 

100 

50 

150 

150 

150 

350? 

Pterygium 

35 

25 

35 

35 

50 

100 

Fractures 

Finger 

15 

5 

15 

15-25 

Office  visit 
to  50 

15-75 

Toe 

10 

5 

15 

10-15 

Office  visit 
to  75 

15-60 

Metacarpal 

20 

10 

20 

20-30 

Office  visit 
to  75 

35-100 

Os  calcis  ( no 

displacement ) 

25 

50 

25-40 

40 

35-125? 

75 

Radius  or  ulna 

25 

15 

25-50 

50 

20-100 

75 

Tibia  and  fibula 

Psurgery 

100 

35? 

100 

100 

150 

100-150 

Humerus 

75 

50 

50-100 

75 

20-175 

75-200 

Spine  or  pelvis 

50 

50 

50 

50-100 

25-250 

50-150 

Dislocations 

Elbo\v 

15 

15 

25 

35 

15 

40 

Hip 

50-100 

35 

50-100 

75 

100 

75 

Amputations 

Finger  or  toe 

10-15 

10 

10-15 

30 

30 

50-62.50 

Arm  or  forearm 

35-75 

50 

35-75 

75 

100 

150 

Shoulder 

100 

75 

100 

100 

150 

? 

Leg 

50 

50 

50 

75 

150 

200 

Thigh 

100 

75 

100 

100 

150 

250 

Hip 

200 

100 

200 

175 

200 

400? 

Mastectomy 

100 

100 

100 

100 

150 

Initial  Report 

3 

10 

3-5 

4 

5 

10 

Office  visit 

1 

1.50 

2 

3 

3 

5 

House  visit 

2 

2.50 

3 

4 

5 

7.50 

Hospital  visit 

1 

2 

3 

2 

2 

5 

Exam  and  report 

5-10 

10 

10 

12 

12 

25 

Injection  — tetanus 

5 

1.75  + IR 

2.50  + IR 

4 

Add  cost 
to  IR 

0 

Referred  Exam 

25 

10 

10 

12 

12 

15 

Laparotomy 

150 

100 

150 

100 

125 

175 

Hernia 

100 

100 

100 

100 

125 

150 

Bilateral  hernia 

150 

150 

150 

175 

200 

Hernia,  fascia  repair 

250 

250 

Aspiration:  joints. 

abdomen  or  bladder 

10 

10-20 

3-25 

10 

10 

Operation  for  varicose 

veins 

50 

35-50 

125 

Operation  for  severed 

nerves 

50 

50-100 

50-200 

50 

100  4- 

75-200 

Trephine  of  skull 

150 

75-100 

150 

100 

100-150 

175 

Laminectomy 

200 

100 

200 

175 

200-300 

400 

Spinal  puncture 

5 

10 

10 

10 

10 

Tendoplasty 

25-100 

15-75 

25-100 

35 

40-2(K) 

50 

Arthrotomies 

Wrist  or  ankle 

25-100 

25-100 

75 

70-100 

150 

Elbow  or  shoulder 

150-200 

150-200 

175 

75-100 

150 

Knee  or  hip 

150-200 

150-200 

175 

150 

200-250 

Mandible  or  maxilla 

100 

100 

'? 

75-150 

250? 

Nephrotomy,  -ectomv 

or -nexv 

200 

100 

200 

125-200 

150-2(M) 

300-a50 

( Some  terminology 

is  inaccurate,  but  follows 

ICA  listing. ) 
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LETTER  TO  THE  EDITOR 

ENZYMES  AND  CNS 
During  the  last  few  months  we  have  been 
interested  in  the  possible  action  of  enzymes  such 
as  trypsin  and  others,  on  degenerative  and 
demyelinating  diseases  of  the  central  nervous 


system,  especially  multiple  sclerosis.  This  work 
is  now  in  process  at  the  Phoenix  Institute  of 
Neurology  and  Psychiatry. 

We  should  like  to  hear  from  physicians  in- 
terested in  this  problem. 

OTTO  L.  BENDHEIM,  M.D. 


PRINCIPLES  OF  MEDICAL  ETHICS 

Preamble: 

These  principles  are  intended  to  aid  physicians 
individually  and  collectively  in  maintaining  a 
high  level  of  ethical  conduct.  They  are  not  laws 
but  standards  by  which  a physician  may  de- 
termine the  propriety  of  his  conduct  in  his  re- 
lationship with  patients,  with  colleagues,  with 
members  of  allied  professions,  and  with  the 
public. 

Section  1 

The  principal  objective  of  the  medical  pro- 
fession is  to  render  service  to  humanity  with  full 
respect  for  the  dignity  of  man.  Physicians  should 
merit  the  confidence  of  patients  entrusted  to 
their  care,  rendering  to  each  a full  measure  of 
service  and  devotion. 

Section  2 

Physicians  should  strive  continually  to  im- 
prove medical  knowledge  and  skill,  and  should 
make  available  to  their  patients  and  colleagues 
the  benefits  of  their  professional  attainments. 
Section  3 

A physician  should  practice  a method  of 
healing  founded  on  a scientific  basis;  and  he 
should  not  voluntarily  associate  professionally 
with  anyone  who  violates  this  principle. 

Section  4 

The  medical  profession  should  safeguard  the 
public  and  itself  against  physicians  deficient  in 
moral  character  or  professional  competence. 
Physicians  should  observe  all  laws,  uphold  the 
dignity  and  honor  of  the  profession  and  accept 
its  self-imposed  disciplines.  They  should  expose, 
without  hesitation,  illegal  or  unethical  conduct 
of  fellow  members  of  the  profession. 

Section  5 

A physician  may  choose  whom  he  will  serve. 
In  an  emergency,  however,  he  should  render 
service  to  the  best  of  his  ability.  Having  under- 
taken the  care  of  a patient,  he  may  not  neglect 
him;  and  unless  he  has  been  discharged  he  may 


discontinue  his  services  only  after  giving  ade- 
quate notice.  He  should  not  solicit  patients. 
Section  6 

A physician  should  not  dispose  of  his  services 
under  terms  or  conditions  which  tend  to  interfere 
with  or  impair  the  free  and  complete  exercise 
of  his  medical  judgment  and  skill  or  tend  to 
cause  a deterioration  of  the  quality  of  medical 
care. 

Section  7 

In  the  practice  of  medicine  a physician  should 
limit  the  source  of  his  professional  income  to 
medical  services  actually  renderd  by  him,  or 
under  his  supervision,  to  his  patients.  His  fee 
should  be  commensurate  with  the  services  ren- 
dered and  the  patient’s  ability  to  pay.  He  should 
neither  pay  nor  receive  a commission  for  referral 
of  patients.  Drugs,  remedies  or  appliances  may 
be  supphed  by  the  physician  provided  it  is  in 
the  best  interests  of  the  patient. 

Section  8 

A physician  should  seek  consultation  upon 
request;  in  doubtful  or  difficult  cases;  or  when- 
ever it  appears  that  the  quality  of  medical  ser\^- 
ice  may  be  enhanced  thereby. 

Section  9 

A physician  may  not  reveal  the  confidences 
entrusted  to  him  in  the  course  of  medical  at- 
tendance, or  the  deficiencies  he  may  observe 
in  the  character  of  patients,  unless  he  is  required 
to  do  so  by  law  or  unless  it  becomes  necessary 
in  order  to  protect  the  welfare  of  the  individual 
or  of  the  community. 

Section  10 

The  honored  ideals  of  the  medical  profession 
imply  that  the  responsibilities  of  the  physician 
extend  not  only  to  the  individual,  but  also  to 
society  where  these  responsibilities  deserve  his 
interest  and  participation  in  activities  which 
have  the  purpose  of  improving  both  the  health 
and  the  well-being  of  the  individual  and  the 
community. 
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THE  ARIZONA  MEDICAL 
ASSOCIATION,  INC. 

MEDICARE  - FINAL  REPORT  FIRST 
YEAR’S  OPERATION  IN  ARIZONA: 
FUNCTIONS  OF  COMMITTEES  AND 
SOME  INSIGHT  INTO  FUTURE 


Ry  Frank  W.  Edel,  M.D.,  Chairman 
Medicare  & Medicare  Adjudication  Committees 

t T IS  APPARENT  by  any  critical  analysis,  as 
based  on  comparative  standards  and  statistics 
throughout  the  U.S.A.,  as  well  as  the  voluminous 
mass  of  correspondence  and  data  accumulated 
by  our  most  efficient  Arizona  Medical  Associa- 
tion, Inc.,  office  staff,  spearheaded  by  the  tire- 
less, and  I feel  sometimes  relentless,  Rob  Car- 
penter, that  Public  Law  569,  by  common  usage 
designated  as  Medicare,  has  functioned  extreme- 
ly successfully  in  our  Arizona.  This  writer,  too, 
as  a result  of  his  many  travels  to  other  parts  of 
the  U.S.A.  in  connection  with  this  program,  feels 
that  the  over-all  picture  in  Arizona  is  extremely 
satisfactory. 

I trust  that  most  of  you  who  are  handling 
Medicare  patients  have  read  by  now  my  pre- 
liminary report  published  in  Arizona  Medicine, 
July  1957,  pages  416-18,  inclusive,  in  which  a 
detailed  analysis  was  presented  of  the  first  six 
months’  operation  in  Arizona,  including  the  basic 
reasons  for  the  Arizona  Medical  Association’s 
going  along  with  this  program,  which  were 
enumerated,  and  a review  of  many  of  the  prob- 
lems being  encountered,  and  a word  of  warning 
as  to  future  problems  was  given,  including  some 
of  the  serious  pitfalls.  Most  of  the  difficulties 
reported  at  that  time,  even  the  most  flagrant  and 
perplexing  problems,  were  either  occasioned  by 
a complete  misunderstanding  and  lack  of  any 
concrete  knowledge  of  PL  569,  or  were  due,  if 
not  to  violation  of  the  code  of  ethics,  at  least  to 
a stretching  of  one’s  moral  ethics.  The  majority 
of  these  difficulties  have  been  resolved;  the 
methods  used  and  the  reasons  why  I shall  go 
into  later  on. 

This  present  report  covers  the  entire  interval, 
however,  from  Dec.  7,  1956  to  Dec.  31,  1957,  in- 
clusive, as  far  as  basic  statistical  and  financial 
details  are  concerned.  In  essence,  it  is  actually 
the  report  of  the  writer  as  chairman  of  both 
the  Medicare  committee  and  Medicare  adjudica- 


interest 


tion  committee  to  the  House  of  Delegates  of 
The  Arizona  Medical  Association,  Inc.,  as  well 
as  to  the  membership  at  large.  It  has  been  de- 
layed because  of  two  basic  reasons: 


(a)  Your  chairman’s  trip  to  Atlanta,  Ga.,  Jan. 
10  to  13,  1958,  at  which  time  a thorough  study 
and  evaluation  of  the  many  proposed  plans  to 
request  the  U.S.  Department  of  Army,  adminis- 
trator of  PL  569  for  the  department  of  defense, 
to  consider  changing  this  program  from  a gen- 
eral service  plan  to  an  indemnity  type  plan. 
Despite  the  apparent  satisfaction  of  most  of 
Arizona’s  participating  M.D.s  in  this  program 
with  the  service  plan,  there  was  obviously  a 
well-defined  group  of  chronic  regurgitators  who 
apparently  kept  harping  for  an  indemnity  type 
program.  The  writer,  taking  advantage  of  being 
in  print,  would  like  to  state  that  it  has  always 
seemed  just  a little  odd  to  him  that  these  mal- 
eontents  NEVER  show  up  at  scheduled  open 
forum  meetings  to  discuss  their  arguments  face 
to  face;  and 

(b)  Our  trip  to  Washington,  D.  C.,  Feb.  20 
to  23,  at  which  time  an  entirely  new  contract 
and  new  schedule  of  maximum  allowances  in 
fees  had  to  be  re-negotiated.  This,  in  turn,  neces- 
sitated the  printing  of  new  schedules  and  direc- 
tives, re-implementation,  etc.,  which  all  in  all 
required  a little  time.  This  meeting  was  attended 
by  the  same  task  force  representatives  for  the 
Arizona  Medical  Association,  Inc.,  that  had 
fairly  successfully  negotiated  the  original  con- 
tract in  1956,  namely:  Doctor  Paul  Jarrett,  Mr. 
Robert  Carpenter,  executive  secretary.  The  Ari- 
zona Medical  Association,  Inc.,  Mr.  E.  Donald 
Lau,  director,  Arizona  Rlue  Shield  (our  fiscal 
administrator),  and  this  writer.  Ry  now,  all  of 
you  have  had  the  opportunity  of  re\'ic\\  ing  the 
“New  Schedule  of  Allowances  ” and  arc  aware 
of  the  fact  that  w'e  were  again  most  fortunate 
in  obtaining  a favorable  schedule  for  our  Ari- 
zona Medical  Association  and  its  constituent 
M.D.s.  I cannot  possibly  commend  Doctor  Jar- 
rett’s  and  Mr.  Carpenter's  tireless  efforts  too 
highly,  and  if  I should  omit  the  sincere  con- 
tributions of  Don  Lau,  it  would  indeed  be  an 
unpardonable  o\  crsight. 

There  is  much  to  be  said  with  regard  to  tin* 
over-all  ]iictur('  and  opc'ratio’i  ol  this  program. 
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but  I would  like  to  re-emphasize  one  salient 
point  right  now.  This  is iTJmt  the  new  schedule 
of  allowances  is  a maximum  fee  schedule  for 
Medicare  — and  is  not  to  be  interpreted  as  the 
fee  schedule  for  all  cases  that  come  under  the 
program. 

Gentlemen  — please  don’t  let  us  kid  ourselves. 
We,  as  taxpayers,  are  paying  for  this  program 
as  we  are  for  all  governmental  programs.  With 
that  thought  in  mind,  let’s  charge  only  our 
customary  fees  that  we  would  charge  any  in- 
come group  of  $4,200  a year  and  not  take  ad- 
vantage of  a rather  liberal  maximum  fee 
schedule. 

In  a statistical  breakdown  over  the  entire 
U.S.A.,  over  63  per  cent  of  the  cases  have  been 
either  obstetrics  or  gynecology  which,  of  course, 
was  to  have  been  expected.  It  is  among  this 
group  that  our  greatest  problems  have  arisen 
and  that,  in  particular,  to  the  expenditure  of 
drugs  on  obstetric  cases.  This  matter  has  been 
one  of  utmost  confusion  from  the  very  begin- 
ning. The  congress  that  passed  PL  569  made  no 
provision  for  the  direct  payment  to  the  phar- 
macist of  these  patients’  drug  charges,  nor  did 
the  directive  that  implemented  the  act  improve 
upon  the  matter.  This  has  led  to  innumerable 
cases  of  friction  and  misunderstanding,  and,  I 
am  afraid  of  a few  of  direct  chiseling  in  apparent 
padding  of  claims,  etc.  This,  however,  has  been 
really  at  a minimum  when  we  consider  the  total 
membership  and  the  opportunities  afforded  by 
this  weak  structural  point  in  the  act.  Of  this 
fact  I am  proud.  Your  writer  pointed  out  this 
hazard  to  the  society  and  council,  after  the 
initial  meeting  in  Denver  in  1956,  when  we  were 
first  becoming  acquainted  with  PL  569.  Also,  on 
numerous  other  reports  to  council  and  to  Medi- 
care and  Medicare  adjudication  committees. 
With  the  approval  of  the  Arizona  Medicare  and 
Medicare  adjudication  committees  and  council. 
Doctor  Jarrett  and  myself,  in  our  discussions 
with  Maj.  Gen.  Paul  Robinson,  Golonel  Lowry, 
and  Major  Berry,  requested  that  no  further  drug 
charges  for  pre-natal  care  be  honored  — that 
these  people  could  at  least  afford  to  pay  this 
portion  of  their  care.  This  would  have  pre- 
vented any  question  of  the  unusual  use  of  ex- 
pensive drugs,  etc.,  from  coming  up.  The  de- 
partment of  the  army,  admitting  that  numerous 
other  states  had  made  a similar  request,  failed 
to  go  along  with  us  on  this  request.  As  a con- 
sequence, the  same  old  headache  exists,  even 


perhaps  more  so.  Some  of  the  drug  bills  for 
pre-natal  management,  as  attached  to  numerous 
current  statements  being  received  by  the  fiscal 
administrator  and  brought  to  the  adjudication 
committee’s  attention  in  this  regard,  seem  fan- 
tastic to  say  the  least.  The  members  of  the  sub- 
committee on  obstetrics  have  been  as  aghast 
at  this  as  have  been  the  regular  members  of  the 
adjudication  committee  and  your  chairman.  The 
general  feeling  is  that  “we  wouldn’t  dare  pre- 
scribe these  expensive  medications  for  pro- 
tracted usage  for  our  private  patients  of  the  usual 
run  — they  couldn’t  afford  them  and  would 
probably  seek  another  obstetrician”  — mind  you 
— by  far  the  majority  of  both  certified  obstetric 
specialists  as  well  as  general  practitioners  — 
are  not  guilty  of  this.  There  is,  however,  an  ever 
increasing  percentage  — and  this,  obviously, 
makes  things  difficult  for  the  rest. 

To  the  offenders  — why?  Don’t  you  realize 
you  are  paying  for  this  — not  only  by  taxes,  but 
sooner  or  later,  if  this  keeps  up,  by  losing  all 
these  patients? 

I would  like  temporarily  to  digress  from  the 
above  discussion  to  indicate  to  you  that  Medi- 
care has,  in  its  first  year,  turned  out  to  be  a 
fairly  large  source  of  revenue  in  Arizona,  as 
based  on  the  first  year’s  statistics,  and  will  un- 
questionably continue  to  increase  as  such,  unless 
those  who  live  only  in  the  present  month  and 
continue  to  try  to  grab  off  every  dollar  they  can, 
succeed  in  sabotaging  the  program.  A total  of 
$1,386,684.27  was  released  into  Arizona  from 
Dec.  7,  1956  to  Dec.  31,  1957.  A further  break- 


down reveals: 

Total  paid  to  M.D.s $ 661,897.34 

Total  paid  hospitals  695,106.45 

Administration  cost 

( fiscal  administrator ) 29,680.48 


Total  $1,386,684.27 

I can  assure  you  that  this  figure  will  come 


closer  to  $2  million  during  this  year.  An  industry 
of  any  type  releasing  that  much  money  into 
circulation  into  our  State  of  Arizona  — should 
be  treated  gently  — not  choked  to  death.  Let  us 
again  take  stock  . . . PL  569  is  a law  of  the 
U.S.A.  — and  whether  anyone  likes  it  or  not, 
unless  changed  by  congress,  it  is  here  to  stay 
and  we  have  to  comply  with  it  just  as  much  as 
we  have  to  pay  our  income  tax.  At  present,  the 
AMA  and  state  associations  have  definite  control 
over  the  administration  of  this  law.  In  Arizona, 
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your  Arizona  Medical  Association,  Inc.,  through 
its  committees  has  been  quite  satisfied  in  gen- 
eral operations,  fees,  etc.  Remember  that  it  is 
you  and  1,  John  Doe  — taxpayer  — who  are 
footing  the  over-all  bill. 

I implore  discretion  by  our  membership  in 
not  destroying  and  sabotaging  this  program  by 
charging  frequent  and  excessive  nuiximum  fees 
and  loophole  extra  charges.  Remember  the  state 
and  AMA  at  present  have  control.  The  program, 
however,  is  currently  under  extremely  critical 
investigation  by  the  house  appropriations  com- 
mittee — because  of  its  monthly  progressively 
increasing  and  rather  staggering  costs.  I agree 
with  what  some  of  my  readers  now  are  thinking 
— i.e.,  congress  shouldn’t  have  so  hastily  passed 
such  a law  without  more  study  as  to  its  eventual 
costs  and  to  its  methods  of  implementation.  I 
uttered  these  same  words  at  the  Denver  meeting 
in  1956,  but  was  met  with  disdainful  silence 
from  the  task  force  brass  present  at  that  time. 

The  navy  has  already  stated  that  it,  in  its  hos- 
pitals, can  provide  this  type  of  program  at  a 
terrific  reduction  in  costs  (i.e.,  taking  advan- 
tage of  centralized  governmental  buying,  etc., 
etc. ) . Operationalwise  this  may  be  true,  but  I 
am  extremely  skeptical  if  the  armed  forces  de- 
pendent personnel  would  go  for  that  type  of 
care  now.  Despite  this,  however  if  we,  as  doc- 
tors of  medicine,  do  not  show  continued  good 
faith,  this  program  could  easily  end  up  in  gov- 
ernmental bureaucracy  control  — remembering 
as  oft  stated  previously  that  it  is  a U.S.  law  — 
and,  if  we,  as  practitioners  of  medicine,  cannot 
handle  it  satisfactorily,  you  can  be  assured  that 
congress  will  rapidly  see  to  it  that  it  be  carried 
out  via  one  of  the  Washington  departments  and 
then,  my  colleagues,  we  would  indeed  have 
direct  socialization. 

Along  this  same  line  may  I positively  state 
that  to  date  we  have  had  at  no  time  any  inter- 
ference from  the  department  of  the  army,  ad- 
ministrator of  PL  569  for  the  department  of 
defense,  in  any  of  our  operations  of  this  program 
in  Arizona.  Their  entire  attitude  has  been  one  of 
intelligent  and  constructive  co-operation.  Most 
of  the  restrictions,  to  which  some  of  you  have 
voiced  criticism  and  written  complaint,  have 
resulted  from  the  actions  of  the  Arizona  Medical 
Association’s  adjudication  committee,  backed  by 
the  state  council.  These  have  been  necessitated 
in  order  that  we  can  fulfill  our  contractural  ob- 
ligations in  all  fairness  and  make  it  possible  for 


us  to  take  punitive  action  against  the  occasional 
flagrant  offender  or  to  chasten  those  border 
line  group  individuals  who  show  obvious  evi- 
dence of  following  along  similar  lines.  It  may 
seem  harsh  to  some  that  these  restrictions  and 
resolutions  have  to  be  passed,  when  they  are 
not  even  intended  to  be  directed  against  the 
majority  of  our  association’s  membership.  I am 
afraid  that  that  is  the  basis  of  laws  and  regula- 
tions in  any  societ)^  — in  order  to  protect  the 
sincere  and  to  punish  the  offenders. 

If  any  should  wish  to  question  these  decisions 
of  the  council,  adjudication  committee  or  adjudi- 
cation sub-committees  in  the  specialties  — may 
I suggest: 

(1)  First  — you  actually  read  and  understand 
Public  Law  569;  and 

(2)  Then  — read  the  directive  implementing 
PL  569  — also,  understand  it. 

Letters  of  constructive  criticism  have  always 
been  appreciated  by  your  chairman  and  his 
committee  members.  It  is  rather  disgusting,  how- 
ever, to  read  a “blood  and  thunder  letter”  filled 
with  big  words  and  phrases  and  sounding  ex- 
tremely impressive  — when  it  is  so  obvious  that 
the  writer  of  said  letter  has  no  understanding  of 
the  law  — and  frequently  makes  it  obvious  by 
his  statements  — that  he  has  never  even  read 
it  or  its  directive.  Our  statistics  prove  that  most 
misunderstandings  are  on  that  basis  — lack  of 
understanding  or  misinterpretation  or  misunder- 
standing. So,  before  going  off  half-cocked  and 
blowing  the  proverbial  fuse  — please,  at  least 
acquaint  yourself  with  ( a ) PL  569,  ( b ) its 
directive,  and  (c)  the  additional  restrictions  of 
The  Arizona  Medical  Association,  Inc. 

In  this  regard,  it  has  been  necessary  to  appoint 
subcommittees  to  the  adjudication  committee  on 
several  occasions  (when  specialty  considerations 
were  involved  — i.e.,  obstetrics,  gynecology  and 
neurology  — neurosurgery).  We  shall  likewise 
appoint  them  to  any  specialized  field  — if  the 
occasion  presents  itself. 

I would  like  to  take  this  opportunity  of  es- 
pecially thanking  those  men  who  ha\e  ser\ed 
on  these  special  subcommittees  and  for  the  many 
hours  of  time  they  have  gi\en  in  going  o\er 
the  questionable  cases  and  principles  imolved, 
to  say  nothing  of  their  attendance  at  main 
special  meetings  as  well  as  at  the  adjudication 
committee  meetings.  At  no  lime  has  there  been 
a dissenting  vote  — their  decisions  have  been 
unanimous  — which  in  itsc'If,  certainK  speaks 
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well  for  the  over-all  ethical  practice  of  medicine 
and  medical  specialties  in  Arizona.  To  further 
clarify  things  — the  right  — for  The  Arizona 
Medical  Association,  Inc.,  to  appoint  commit- 
tees and  subcommittees  to  see  that  the  standards 
of  practice  common  to  Arizona  is  not  only  guar- 
anteed but  demanded  is  in  the  signed  contract 
between  The  Arizona  Medical  Association,  Inc., 
and  the  U.S.A.  — Article  3,  Administrative  Serv- 
ices ( of  contract ) : 

“The  Society  (The  Arizona  Medical  Associa- 
tion, Inc.)”  shall:  SECTION  C:  Maintain  ap- 
propriate medical  committees  or  boards,  when 
required  to  review  and  to  consider  all  cases  in- 
volving complaints,  differences  of  professional 
opinion  and  misunderstandings,  and  to  advise 
and  assist  the  government  within  the  scope  of 
the  program.” 

Despite  the  fact  that  the  adjudication  com- 
mittee and  its  subcommittees  have  had  to  trim 
down  some  submitted  statements,  quite  a few 
of  these  were  occasioned  by  completely  honest 
misunderstanding  and  misinterpretation  of  the 
law.  May  I,  for  the  last  time,  reiterate  that  by 
reading  and  understanding  the  law,  its  directive 
and  restrictions  — one  not  only  saves  time,  but 
embarrassment  to  say  nothing  of  keeping  one’s 
blood  pressure  at  a safer  level.  There  were,  in 
all,  nine  meetings  of  the  adjudication  committee 
during  this  interval,  plus  five  special  subcom- 
mittee meetings.  Punitive  action  had  to  be  taken 
against  only  one  member  of  the  association  who 
was  placed  on  temporary  probation,  but  has 
since  been  reinstated. 

There  were  three  general  Medicare  commit- 
tee meetings  called  during  the  year,  the  last 
being  called  Feb.  9,  just  prior  to  our  trip  back 
to  Washington  for  renegotiations.  Every  M.D. 
in  good  standing  in  the  state  was  invited  to 
these  meetings  — in  order  to  express  his  opinions, 
gripes,  approval  or  criticisms  of  any  type.  Only 
17  showed  up  at  the  last  meeting,  12  of  these 
from  Maricopa  County.  So,  my  dear  colleagues, 
please  don’t  claim  if  you  are  dissatisfied  with 
our  efforts  of  controlling  this  new  program,  that 
you  haven’t  had  a chance  to  voice  your  opinions. 
“You  just  haven’t  been  interested  enough  to 
■show  your  face  as  well  as  your  voice.” 

The  meeting  in  Atlanta,  Ga.,  Jan.  11  and  12, 
referred  to  previously  at  the  beginning  of  this 
report,  was  attended  by  10  other  states  in  addi- 
tion to  Arizona,  which  was  represented  by  this 
writer.  The  matter  with  which  we  were  pri- 


marily concerned  was  to  change  Medicare  from 
the  general  service  plan  to  an  indemnity  type 
of  program.  Attending  states  were,  Alabama, 
Arizona,  Florida,  Georgia,  Kentucky,  Ohio, 
Pennsylvania,  Rhode  Island,  Texas,  Virginia  and 
West  Virginia.  Confusion  promptly  developed 
when  we  had  about  as  many  definitions  as  to 
what  constituted  an  “indemnity”  plan  as  we 
had  states  in  attendance.  All  of  us  finally  con- 
curred in  one  thing  and  that  is  that  “any  state 
has  the  right  to  negotiate  for  any  type  plan 
that  it  desires  as  long  as  it  is  compatible  and 
permissible  with  the  law  and  its  directive.” 
Our  Georgia  hosts  were  extremely  hospitable 
despite  rather  unusually  cold  weather  for  At- 
lanta — we  occasionally  get  it  in  the  neck,  too, 
here  in  Arizona  when  we  least  desire  it.  I left 
this  meeting  feeling,  however,  that  despite  their 
gracious  hospitality  in  historical  and  beautiful 
Atlanta,  I hadn’t  accomplished  much  on  my 
trip  — except  to  be  even  more  sold  on  the  gen- 
eral service  plan  as  it  is  operating  in  Arizona. 
To  my  associates  who  may  still  clamor  for  an 
indemnity  type  of  program,  I must  state  that 
(a)  in  the  first  place,  I do  not  consider  it  pos- 
sible under  the  present  wording  of  PL  569  and 
its  implementing  directive  — based  on  the  intent 
of  the  law,  and  (b)  I believe  it  better  to  have 
a service  plan  with  some  fiscal  administrator 
sending  you  your  full  check  for  services  rendered 

— when  your  claim  is  legitimate,  instead  of  hav- 
ing hundreds  of  “skip”  accounts  and  your  office 
personnel  or  collection  agency  trying  to  keep 
track  of  this  extremely  migratory  type  of  popu- 
lation. I believe  that  this  is  enough  discussion 
on  this  matter. 

In  regard  to  the  recent  re-negotiations  and  our 
trip  to  Washington,  I have  already  discussed 
the  results.  Doctor  Jarrett,  Bob  Garpenter  and 
E.  Donald  Lau  all  especially  loved  the  weather 
conditions,  especially  the  beautiful  flying  in 
blizzards  with  no  ceiling  at  times,  but  as  for  me 

— it  kinda  got  on  my  nerves.  The  army  negotiat- 
ing team  of  Golonel  Lowry  and  Major  Berry 
was  most  gracious,  going  to  every  effort  to  agree 
with  us  where  agreement  was  at  all  possible.  I 
believe  it  possibly  probale  that  the  strict  attitude 
of  the  Arizona  Medical  Association’s  adjudica- 
tion committee  throughout  the  past  year,  as  well 
as  that  of  our  fiscal  administrator  and  medical 
director.  Doctor  James  Moore,  made  these  re- 
negotiations an  easier  issue  for  us.  Golonels 
Evans  and  Hemphill,  from  the  administrative 
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side,  were  likewise  most  agreeable.  Major  Gen- 
eral Robinson  spent  considerable  time  with  us 
outlining  the  over-all  success  of  the  program, 
as  far  as  the  reports  from  the  military  personnel 
were  concerned,  but  also  pointed  out  his  ad- 
ministrative headaches  — and  believe  me  he  has 
them  — what  with  the  prima  donna  M.D.s  on 
the  one  hand,  politicians  and  congress  on  the 
other  — and,  of  course,  the  armed  forces  de- 
pendents bringing  up  a third  cudgel.  As  far  as 
I am  concerned,  all  these  career  army  M.D. 
officers  are  welcome  to  their  administrative  jobs 
on  this  program. 

This  has  been  a rather  arduous  task  which 
your  chairman  neither  asked  for  nor  had  any 


particular  desire  or  incentive  to  undertake. 
Thanks  to  the  very  sincere  co-operation  from 
my  committees,  subcommittees.  Council  of  The 
Arizona  Medical  Association,  Inc.,  Arizona  Blue 
Shield,  and  Bob  Carpenter’s  highly  efficient 
work,  I believe  that  the  program  has  functioned 
as  well  in  Arizona  as  in  any  state  of  the  U.S.A. 
or  any  territory.  Consequently  — with  this  type 
of  help  and  with  the  over-all  co-operation  of 
by  far  the  greater  majority  of  our  constituent 
membership  — it  has  been  a great  pleasure  to 
serve  you. 

But,  in  conclusion  — I sincerely  hope  that 
your  next  years  chairman  is  a tougher  guy  than 
I am. 


THE  ARIZONA  MEDICAL 
ASSOCIATION,  INC. 

1957-58  ANUAL  REPORT  OF  THE 
PROFESSIONAL  LIAISON  COMMITTEE 

The  state  bar  of  Arizona  was  approached 
as  to  the  possibility  of  a meeting  with  our  liaison 
committee  and  did  not  wish  one  at  the  present 
time. 

The  following  representatives  of  the  Arizona 
Pharmaceutical  Association  were  guests  at  the 
meeting;  O.  T.  Fountain,  Phoenix,  president  of 
the  Arizona  Pharmaceutical  Association;  Alfred 
J.  Duncan,  Phoenix,  secretary  of  the  Arizona 
Pharmaceutical  Association;  Richard  Walsh, 
Tucson,  pharmacist;  Charles  Nielsen,  Tucson, 
pharmacist. 

The  agenda  consisted  largely  in  reviewing 
items  presented  for  consideration  at  our  joint 
meeting  on  Feb.  17,  1957: 

1.  Policy  of  referral  of  patient  or  customer 
for  professional  services. 

It  was  felt  that  there  should  be  no  restriction 
in  the  matter  of  doctors  referring  patients  to 
pharmacists  or  in  the  matter  of  pharmacists  re- 
ferring customers  to  doctors. 

It  was  recommended  that  the  two  associations 
be  asked  to  consider  the  adoption  of  policy- 
forming resolutions  which  would  acquaint  their 
practitioners  with  the  ideal  situations  essential 
for  a free  choice  of  physician  and  pharmacist  by 


the  patient  and/or  customer. 

It  was  recommended  that  two  methods  be 
accepted  for  referral  of  customers  by  pharma- 
cists to  doctors: 

( a ) Give  the  customer  a list  of  doctors  in 
whom  the  pharmacist  has  confidence. 

( b ) The  use  of  a simple  doctors’  directory 
referral  method. 

It  was  recommended  that  the  physician  do 
likewise  in  giving  his  patients  a free  choice  of 
pharmacists  available  in  the  community  for  fill- 
ing of  prescriptions.  When  the  direct  telephone 
installation  is  in  existence,  the  physician  should 
determine  from  the  patient  that  such  pharmacy 
is  preferred  over  any  other  which  would  have 
been  freely  selected  by  the  patient. 

2.  Prescription  refill  approval. 

There  is  apparently  a lack  of  understanding 
among  some  of  the  practitioners  of  both  areas 
that  it  is  essential  to  the  safety  of  the  patient 
that  all  refills  for  “legend  drugs”  or  other  po- 
tentially dangerous  drugs  be  approved  by  the 
physician,  unless  he  has  already  considered  this 
matter  and  indicated  his  refilling  instructions  on 
the  original  prescription.  This  is  a legal  recpure- 
ment  in  addition  to  the  more  important  con- 
sideration of  the  public  health.  It  sliould  be 
understood  by  both  groups  that  the  approval  for 
refill  may  be  obtained  by  means  of  the  telephone 
or  by  direct  personal  contact  or  by  correspond- 
ence; but  that  if  this  is  not  done,  the  pri'scriiition 
mav  not  be  relilled  and  tlu'  patic'nt  mnst  be  in- 


ACHROMYCIN-V 

Tetracycline  and  Citric  Acid  Lederle 

A Decision  of  Physicians 

When  it  comes  to  prescribing 
broad-spectrum  antibiotics,  physicians 
today  most  frequently  specify 
Achromycin  V. 

The  reason  for  this  decided  preference 
is  simple. 

For  more  than  four  years  now,  you  and 
your  colleagues  have  had  many 
opportunities  to  observe  and  confirm 
the  clinical  efficacy  of  Achromycin 
tetracycline  and,  more  recently. 
Achromycin  V tetracycline  and 
citric  acid. 

In  patient  after  patient,  in  diseases 
caused  by  many  invading  organisms, 
Achromycin  achieves  prompt  control 
of  the  infection — and  with  few 
significant  side  effects. 

The  next  time  your  diagnosis  calls  for 
rapid  antibiotic  action,  rely  on 
Achromycin  V— the  choice  of 
physicians  in  every  field  and  specialty. 
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structed  to  consult  the  physician  for  a new  pre- 
scription. 

The  group  agreed  on  the  following  type  of 
box  to  appear  in  the  corner  of  prescriptions  with 
regard  to  refilling: 

Do  Not  Refill 

Refill  Times 

Refill  Until  (Date) 

3.  Responsibility  for  telephoned  narcotic  pre- 
scriptions. 

Arizona  agents  of  the  state  bureau  of  narcotics 
have  reported  occasional  breaches  of  the  oral 
narcotic  privilege.  Such  prescriptions  have  been 
telephoned  to  the  pharmacy  by  the  nurse  or 
receptionist  in  the  physician’s  office  — sometimes 
in  attempting  to  save  time  for  the  physician  or 
as  a result  of  an  honest  ignorance  of  the  law 
but  sometimes  in  willful  violation.  This  can 
cause  extreme  embarrassment  both  to  the  phy- 
sician and  to  the  pharmacist  involved.  The  law 
does  not  permit  anyone  the  privilege  of  sub- 
stituting for  the  physician  in  telephone  trans- 
mission of  his  oral  narcotic  prescriptions  to  the 
pharmacist. 

It  was  felt  that  all  these  points  — policy  of 
referral  of  patient  or  customer  for  professional 
services,  prescription  refill  approval,  and  re- 
sponsibility for  telephoned  narcotic  prescrip- 
tions — were  very  important  problems  in  the 
doctor-pharmacist  relationship.  It  was  the  wish 
of  this  group  that,  after  approval  by  the  council, 
either  an  article  or  an  editorial  be  written  for 
our  Journal,  Arizona  Medicine  to  bring  these 
points  before  the  doctors  of  the  state.  It  was 
also  felt  that  possibly  the  matter  might  be 
brought  directly  to  the  medical  societies. 

A number  of  other  points  were  considered: 

1.  Counter  prescribing  by  the  pharmacist.  It 
was  suggested  that  instances  of  this  kind  be 
reported  by  name  to  the  liaison  committee. 

2.  Instances  of  prescriptions  of  certain  doc- 
tors being  channeled  through  one  pharmacy.  In 

1957-58  ANNUAL  REPORT  OF  THE 
FEE  AND  CONTRACTUAL  MEDICINE 
COMMITTEE 

/I  TOTAL  of  almost  $7  million  has  been  raised 
by  AMEF  and  distributed  to  all  the  medical 
schools  in  the  United  States  since  1951.  Al- 
though total  income  of  AMEF  in  1957  was 
$87,481  less  than  it  was  in  1956,  it  is  encouraging 
to  note  that  the  number  of  contributors  has  in- 


these  particular  cases,  the  physicians  had  an 
interest  in  the  building  or  in  the  drug  business 
concerned. 

3.  Rebates  to  doctors  on  prescriptions  sent  to 
certain  pharmacists.  It  was  felt  this  was  being 
done  in  only  a few  instances. 

4.  The  matter  in  a number  of  instances  of 
trunk  lines  running  directly  from  the  doctor’s 
office  to  a certain  pharmacy. 

5.  Difficulty  encountered  as  a result  of  detail 
men  quoting  prices  to  doctors.  It  was  felt  that 
in  some  instances  detail  men  did  not  give  the 
exact  price,  but  possibly  a lower  price  than  the 
drug  store  charged  and  thereby  misunderstand- 
ing and  difficulty  developed. 

6.  One  of  the  members  of  the  committee 
raised  the  question  of  doctors  and  druggists 
being  financially  interested  in  the  same  drug 
company  and  suggested  that  an  editorial  be 
written  for  both  the  Arizona  Pharmaceutical 
Journal  and  Arizona  Medicine  about  the  evils  of 
such  relationships. 

7.  A letter  from  Dean  Rrewer  dated  Feb.  11, 
1958,  reported  p>rogress  in  the  matter  of  de- 
velopment of  a film  on  the  subjeet  of  inter- 
professional relations  between  medicine  and 
pharmacy.  The  material  has  been  gathered  and 
is  ready  to  be  outlined  and  programmed  for  the 
film.  The  film  has  been  purchased  but  unfor- 
tunately the  U.  A.  film  bureau  schedule  does 
not  permit  shooting  this  sequence  prior  to  fall 
of  this  year.  A 15-minute  black  and  white  movie 
with  sound  is  anticipated. 

Apparently  everything  is  more  or  less  set  to 
go  and  the  shooting  will  occur  this  next  fall. 
We  hope  to  cover  many  of  the  points  discussed 
in  this  report  and  others  dealing  with  physicians, 
pharmacists,  and  the  public  in  clarification  of 
these  problems  in  this  film. 

Respectfully  submitted, 

W.  R.  STEEN,  M.D. 

Chairman,  Professional  Liaison  Committee 

creased.  In  1956  a total  of  39,892  contributed 
and  in  1957,  44,155.  The  total  amount  received 
by  AMEF  from  Arizona  in  1957  was  $9,113.50 
as  compared  with  $4,897.87  in  1956.  This  rep- 
resents a contribution  averaging  approximately 
$12  per  member  of  the  Arizona  Medical  As- 
sociation. It  must  be  remembered  however  that 
the  Women’s  Auxiliary  to  The  Arizona  Medical 
Association,  contributed  approximately  $600  of 
this,  and  a number  of  doctors  contributed  over 
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the  clinical  results  are  positive  when 


restores  positive  nitrogen  balance 


The  anabolic  effects  of  Nilevar  are  quickly  manifest  both  to  the  patient 
and  to  the  attending  physician. 

When  loss  of  nitrogen  delays  postsurgical  recovery  or  stalls 
convalescence  after  acute  illness  and  in  severe  burns  and  trauma, 
Nilevar  has  been  found  to  effect  these  responses: 

• Appetite  improves  • The  patient  feels  better 

• Weight  increases  • The  patient  recovers  faster 

Similarly  Nilevar  helps  correct  the  “protein  catabolic  state”  associated 
with  prolonged  bed  rest  in  carcinomatosis,  tuberculosis,  anorexia  nervosa 
and  other  chronic  wasting  diseases. 

Nilevar  is  unique  among  anabolic  steroids  in  that 
androgenic  side  action  is  minimal  or  absent  in  appropriate  dosage. 

Nilevar  (brand  of  norethandrolone)  is  supplied  as  tablets  of  10  mg.  and 
ampuls  (1  cc.)  of  25  mg.  The  dosage  of  both  forms  is  from  10  to  50  mg.  daily. 
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and  above  the  $10  which  is  included  in  their 
dues.  In  addition  to  contributions  by  each  state 
medical  society  to  medical  education  through 
AMEF,  whether  or  not  earmarked  for  a specific 
institution,  many  graduates  of  medicine  con- 
tributed to  medical  education  directly  to  their 
alma  mater  through  the  alumni  fund.  In  the 
case  of  Arizona,  in  1956  the  figures  were  as 
follows:  Contributions  to  medical  education 

through  AMEF  $4,893.87;  to  medical  education 
direct  from  alumni  funds  $9,220.  This  made  a 
total  from  Arizona  in  1956  of  $14,113.87.  This, 
as  you  will  see,  raised  the  average  per  capita 
contribution  from  the  doctors  of  the  Arizona 
Medical  Association  from  approximately  $12  to 
approximately  $18.-30  in  1956.  Again,  in  1956 
contributions  for  medical  education  through 
AMEF  throughout  the  United  States  amounted 
to  $1,072,727  while  the  contributions  for  medical 
education  by  direct  transmission  to  the  various 
alumni  funds  was  $2,247,425.14.  By  simple  ad- 
dition we  arrive  at  the  figure  $3,320,152.14  which 
was  contributed  by  the  doctors  of  the  United 
States  to  medical  education  in  1956.  At  the 
present  writing,  the  figures  on  contributions 
through  alumni  funds  for  1957  are  not  yet  avail- 
able but  they  are  quite  comparable,  it  is  re- 
ported, to  those  in  1956. 

FEES:  Tuition  fees  for  medical  students  in 
1956-1957  averaged  $720  for  resident  students 
and  $918  for  non-resident  students.  Comparable 
figures  in  1954-1955  were  $646  and  $807.  It  is 
estimated  that  tuition  fees  cover  between  15 
per  cent  and  20  per  cent  only  of  the  over-all 
costs  of  medical  education.  The  proportion  of 
total  represented  by  tuition  and  fees  naturally 
varies  in  individual  schools  depending  upon 
the  total  resources  in  the  form  of  endowment 
income,  legislative  appropriations,  annual  gifts, 
etc. 

LOANS  AND  SCHOLARSHIPS  1956-1957: 

(a)  $11,200,000  in  capital  funds  are  held  for 
scholarship.  Thirty-six  per  cent  of  these  assets 
are  held  by  Columbia,  Harvard,  Rochester,  Uni- 
versity of  Virginia  and  Washington  University. 
Fifty-five  per  cent  of  all  scholarships  capital 
assets  are  possessed  by  10  schools,  35  per  cent 
of  the  scholarship  funds  are  possessed  by  pub- 
licly owned  schools  and  65  per  cent  of  scholarship 
funds  are  possessed  by  privat^-ly  owned  schools. 

( b ) $6,200,000  in  capital  funds  are  held  for 
medical  student  loans.  Thirty-seven  per  cent 
of  these  assets  are  held  by  the  College  of  Med- 


ical Evangelists,  Harvard,  Minnesota,  Pennsyl- 
vania and  Western  Reserve.  Fifty-two  per  cent 
of  all  these  loan  funds  capital  assets  are  pos- 
sessed by  10  schools.  Forty-seven  per  cent  of  the 
loan  fund  assets  are  possessed  by  publicly  owned 
schools  and  53  per  cent  of  the  loan  fund  assets 
are  possessed  by  privately  owned  schools. 
GENERAL: 

There  are  82  approved  medical  schools  in  the 
United  States.  In  1956,  76  were  approved  four- 
year  medical  schools  and  six  were  approved  two- 
year  schools  of  basic  medical  science.  In  1957, 
there  were  78  four-year  approved  medical 
schools  and  four  approved  two-year  schools  of 
basic  medical  science.  Of  the  four  newly  de- 
veloping schools  of  medicine,  Seton  Hall  ad- 
mitted its  first  classes  in  1956-1957.  Albert  Ein- 
stein admitted  its  second  class  1956-1957.  The 
University  of  Kentucky  and  the  University  of 
Florida  have  not  yet  admitted  medical  students. 
The  West  Virginia  University  School  of  Medi- 
cine is  undergoing  transition  from  a two-year 
basic  medical  science  school  to  a full  four-year 
program  and  will  probably  graduate  its  first 
class  of  physicians  in  1959  or  1960.  Of  the  82 
approved  schools  of  medicine,  49  are  pubhc 
(tax  supported)  and  43  are  private  (non  tax 
supported).  Of  the  four  newly  developing 
schools,  two  are  public  and  two  are  private  in- 
stitutions. Enrolled  in  the  82  approved  and  the 
newly  developing  medical  schools  are  29,130 
students.  Divided  into  years  the  enrollment  is  as 
follows:  first  9,014;  second  7,259;  third  7,023; 
and  fourth  6,834. 

AVERAGE  GRADES  PRE-MEDICAL 
OF  FIRST  YEAR  MEDICAL  STUDENTS: 

It  is  interesting  to  note  a comparative  analysis 
of  pre-medical  records  of  first  year  medical 
students,  using  the  years  1950  and  1957. 

1950  1957 

Per  Cent 


A average  

40 

16.1 

B average  

43 

69.9 

C average  

17 

14 

ATTRITION  RATES: 

The  attrition  rates  in  the  approved  medical 
schools  in  the  United  States  1956-1957  (overall 
averages ) were  as  follows : first  year  6.8  per  cent; 
second  year  2.7  per  cent;  third  year  1.1  per  cent; 
fourth  year  0.3  per  cent.  Included  in  this  at- 
trition rate  are  failures,  withdrawn  in  poor  stand- 
ing, and  withdrawn  in  good  standing. 
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FACULTY  RESPONSIBILITIES: 

With  the  exception  of  a single  institution  in 
1957,  all  medical  faculties  carried  responsibilities 
for  teaching  other  than  undergraduate  medical 
students  (dental,  pharmacy,  nurses,  technical, 
arts  and  science  majors,  other  college  majors, 
candidates  for  advanced  degrees,  internes,  resi- 
dents, fellows,  postgraduate  students,  etc.)  In 
1956-1957  such  students  enrolled  in  one  or  more 
courses  conducted  by  medical  faculties  totaled 
62,964  or  more  than  twice  the  total  number, 
29,130  undergraduate  medical  students.  This  is 
a function  of  medical  schooh  frequently  over- 
looked by  those  not  fatniliar  with  these  other 
than  undergraduate  medical  student  teaching 
activities. 

AMEF  FUNDS: 

The  unrestricted  monies  which  are  turned 
over  to  the  deans  of  the  medical  schools  by 
AMEF  without  doubt  are  the  most  helpful  thing 
which  the  National  Fund  for  Medical  Education 
and  AMEF  have  done  for  the  schools.  In  ques- 
tioning the  various  deans,  we  find  that  money 
is  variously  used.  Sometimes  it  is  for  salary  in- 
creases, sometimes  for  needed  equipment,  which 
cannot  be  included  in  the  annual  budget,  and 
also  to  help  finance  trips  to  meetings.  These  trips 
are  sorely  needed  to  boost  the  morale  of  medical^ 
school  faculty  members  who  otherwise  could 
not  afford  to  make  the  trips.  Gifts  for  medical 
schools  through  AMEF  in  no  way  affect  the 
share  of  each  school  from  AMEF  funds.  This 
is  to  say  that  if  a doctor  earmarks  a contribution 
through  AMEF  for  a specific  medical  schoo]^ 
that  medical  school  will  share  equally  in  all 
funds  which  are  contributed  to  medical  educa- 
tion without  specification  of  an  institution.  It 
is  to  be  emphasized  that  no  part  of  the  monies 
contributed  to  medical  education  through  AMEF 
is  used  in  the  administration  of  the  funds.  The 
American  Medical  Association  pays  all  expenses 
out  of  its  general  fund. 

CONTRIBUTIONS  TO  MEDICAL 
EDUCATION  THROUGH  DUES 
INCREASES: 

The  state  medical  associations  with  dues  in- 
creases for  AMEF  are  at  the  present  time;  Cali- 
fornia, Illinois,  Utah,  Nevada,  and  Arizona. 
Many  other  states  are  considering  following  their 
example.  In  most  instances  where  there  has  been 
a dues  increase  for  AMEF,  the  contributions  of 


individual  doctors  of  that  state  to  AMEF  ear- 
marked for  specific  schools  have  shown  a de- 
cided increase. 

COST  OF  MEDICAL  EDUCATION: 

The  average  cost  of  educating  a medical  stu- 
dent today  (that  is  the  cost  to  the  institution)  is 
on  an  average  between  $3,000  to  $3,500  per 
annum.  The  annual  stipends  for  full  professor- 
ships in  the  clinical  years  average  between 
$15,000  and  $18,000,  the  highest  being  approxi- 
mately $24,000  per  annum  and  the  lowest  ap- 
proximately $12,000  per  annum.  In  the  $12,000 
group  most  of  the  full  professors  are  granted 
the  privilege  to  maintain  a private  part-time 
practice  in  addition  to  their  other  duties.  The 
amount  of  income  from  private  practice  which 
they  may  retain  for  themselves  is  usually  limited 
by  the  policy  of  the  institution  concerned.  The 
excess  over  and  above  that  limit  reverts  to  the 
medical  school  general  fund,  which  may  be  ear- 
marked by  legislative  procedure  for  specific 
purposes. 

ALUMNI  ASSOCIATIONS: 

There  are  25  approved  medical  schools  in  the 
United  States  and  its  possessions  who  have  no 
alumni  associations  engaged  in  fund  raising  for 
those  schools.  Gifts  to  medical  education  through 
alumni  funds  and  not  through  AMEF,  may  either 
be  earmarked  or  not  at  the  discretion  of  the 
deans  of  the  medical  schools  and/or  the  con- 
tributors. The  legislatures  in  states  having  med- 
ical schools  which  are  tax  supported  are  being 
educated  as  rapidly  as  possible  to  the  conception 
that  AMEF  and  alumni  funds  are  not  substitutes 
but  supplements  to  the  regular  annual  budget 
of  each  tax  supported  school. 

GENERAL: 

An  example  of  what  happened  in  one  state 
(Idaho)  which  voted  dues  increases  of  $10  per 
annum  per  state  society  member  for  one  year 
and  then  dropped  it  at  tlie  end  of  that  year  is 
as  follows:  In  1956,  Idaho  doctors  totaling  469 
sent  $4,950  to  medical  education  through  AMEF 
by  reason  of  a $10  dues  increase.  The  following 
year,  1957,  (the  year  after  the  dues  increase 
was  dropped)  a total  of  40  members  of  tlu' 
state  medical  society  contributed  on  a \()lnntar\- 
basis  only  $906.25.  This  tends  to  disjirow  the 
argument  that  contributions  to  medical  educa- 
tion without  dues  increases  would  be  just  as 
great  as  if  the  state  medical  association  main- 
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tained  a dues  increase  for  that  purpose.  There 
are  many  ways  in  which  Arizona  could  increase 
its  total  contributions  to  medical  education 
through  AMEF  which  would  in  most  incidences 
be  acceptable  to  members  of  the  association  as  a 
whole  and  yet  work  no  additional  hardship  so 
far  as  contribution  on  the  part  of  the  individual 
doctors  is  concerned. 

RECOMMENDATIONS: 

Your  chairman  of  the  AMEF  committee  for 
Arizona  recommends  as  follows; 

1.  That  without  changing  the  by-laws  again, 
the  executive  secretary  of  The  Arizona  Medical 
Association,  Inc.,  be  instructed  to  notify  each 
practicing  physician  in  Arizona  who  has  been 
in  practice  five  years  or  less,  that  the  payment 
of  the  $10  dues  increase  is  purely  voluntary  on 
his  or  her  part. 

2.  That  the  doctors  of  Arizona  adopt  the 
policy  of  turning  over  all  monies  received  from 
Blue  Shield  for  the  treatment  of  doctors  of 
medicine  or  members  of  their  family  to  medical 
education  through  AMEF. 

3.  That  the  policy  be  adopted  by  each  county 
society  that  the  druggists,  funeral  directors,  etc., 
who  as  a matter  of  policy  annually  give  gifts 
such  as  calendars,  fruit  cakes,  highball  glasses, 
flip-open  desk  telephone  directories,  ball  point 
pens,  candy,  whisky,  etc.,  be  contacted  and 
asked  to  send  the  money  at  each  Christmas  sea- 
son which  would  ordinarily  be  budgeted  for 
these  sometimes  and  frequently  useless  gifts  to 
members  of  the  medical  profession  and  their 
families,  to  AMEF.  The  AMEF  in  Chicago  will 
then,  at  the  request  of  the  donor,  send  a greet- 
ing card  to  each  one  of  the  doctors  listed  by 
the  donor  with  the  imprint  that  the  donor  has 
contributed  money  in  the  name  of  that  doctor 
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1 HE  ABOVE  committee  was  created  by  the 
council  of  the  Arizona  Medical  Association  at  a 
meeting  Nov.  24,  1957. 

The  first  and  only  meeting  of  this  group  was 
held  Jan.  5,  1958.  At  this  meeting  Mr.  Frank 
Tod,  district  agent  of  Pacific  Mutual  Life  In- 
surance Company,  was  invited  to  discuss  the 
plans  of  private  insurance  companies  to  offer 
comprehensive  health  insurance.  Mr.  Tod 
pointed  out  that  many  insurance  companies  were 


to  medical  education  through  AMEF  in  lieu  of 
the  usual  Christmas  remembrance. 

4.  That  a sliding  scale  be  established  on  the 
basis  of  life  expectancy,  similar  to  the  policy  of 
the  various  specialty  colleges,  for  life  contribu- 
tions through  dues  for  each  individual  member 
of  the  state  medical  society.  On  this  basis  each 
doctor  could,  at  his  discretion,  send  a check  to 
AMEF,  when  his  budget  permitted,  to  cover  a 
life  contribution.  Thenceforth  he  would  be  re- 
lieved of  the  annual  dues  increase  of  $10.  There 
is  no  question  in  the  mind  of  your  chairman  that 
if  such  an  arrangement  were  made,  most  if  not 
all  those  who  had  paid  their  life  contribution  in 
full,  would  continue  as  their  means  allowed  to 
send  checks  either  to  AMEF  or  direct  to  their 
alumni  funds  to  aid  medical  education  in  the 
United  States. 

5.  That  The  Arizona  Medical  Association,  Inc., 
go  on  record  as  supporting  the  establishment  of 
a medical  school  in  Arizona,  but  only  at  such 
time  when  Arizona  is  financially  able  to  estab- 
lish a top-level  four-year  school,  and  staff  that 
school  with  outstanding  full-time  professors  on 
the  basis  of  salary  stipends  outlined  above.  It 
is  obvious  that  unless  such  salaries  are  offered, 
those  men  who  would  make  a top-flight  school  of 
medicine  could  not  be  obtained.  (The  trend  in 
all  medical  schools  is,  at  the  moment,  integra- 
tion of  clinical  instruction  throughout  the  entire 
four-year  educational  program. ) 

6.  That  council  formulate  resolutions  based  on 
paragraphs  2 and  5 of  these  recommendations 
to  be  presented  to  the  House  of  Delegates  of 
The  Arizona  Medical  Association,  Inc.,  during  its 
annual  meeting  April  30-May  3,  1958. 

Respectfully  submitted, 

HAROLD  W.  KOHL,  M.D.,  Chairman 
Arizona  AMEF  Committee 


interested  in  this  plan  and  that  several  such 
plans  were  already  in  operation  in  many  areas 
in  the  United  States.  Mr.  Tod  stated  that  his 
group  would  be  interested  in  working  out  a 
plan  that  would  allow  fees  compatible  with  the 
rise  and  fall  of  the  cost-of-living  scale.  It  was 
the  impression  of  the  committee  that  this  was  a 
worthwhile  discussion  and  that  approval  of  such 
plans  should  be  considered  by  the  state  and 
county  medical  association  groups. 

The  next  topic  discussed  was  the  so-called 
panel  practice  of  medicine  in  Arizona  and  tlie 
problem  of  the  Hughes  Aircraft  Company  with 
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Equipment  Is  Sometimes 
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l*ontocaine®  HCI  (10 mg.) 

— prolongs  surface  analgesia 
without  irritation. 


ANESTHETIC 


DECONGESTANT  - Wieo-Synephrine®  HCI  (5  mg.) 

— reduces  swelling  and  engorgement 
promptly — for  extended  periods. 

ANTI-INFECTIVE  - Sulfamylon®  HCI  (200mg.) 

— is  effective  against  both  gram- 
positive and  negative  bacteria. 

— Supplied  in  boxes  of  12  — 


PNS,  Pontocolne  (brand  of  tetraeome), 
NeO'Synephrine  (brond  of  phenylephrine) 
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the  Pima  County  Medical  Association  in  Tucson. 
Several  interested  members  from  Tucson  were 
present  at  this  meeting  and  expressed  their  views 
pro  and  con  on  the  problem.  Following  these 
lengthy  hearings,  the  committee  recommended 
to  the  council  that  it  ratify  the  resolution  passed 
by  the  House  of  Delegates  of  the  American 
Medical  Association  in  session  in  Philadelphia 
in  December  1957  to  the  effect  that  “there  are 
many  conditions  under  which  contract  practice 
is  not  only  legitimate  and  ethical,  but  in  fact 
the  only  way  in  which  competent  medical  serv- 
ice can  be  provided,”  but  that  a contract  prac- 
tice of  medicine  would  be  determined  to  be 
unethical  if  “a  reasonable  degree  of  free  choice 
of  physician  is  denied  those  cared  for  in  a com- 

TEXAS  DOCTORS  REJECT 
MEDICARE! 

(It  Can  Happen  Here) 

By  L.  D.  Sprague,  M.D. 

The  march  1957  issue  of  Arizona  Medicine 
carried  an  article  entitled  “It  Can’t  Happen 
Here”  commenting  upon  the  vicissitudes  of  the 
British  medical  profession  under  socialization 
and  their  plans  to  boycott  the  system  unless  de- 
mands for  increased  fees  were  forthcoming.  In 
the  same  article  in  which  the  Medicare  program 
was  stamped  as  socialized  medicine,  we  asked 
the  question,  “When  and  under  what  provoca- 
tion will  we  physicians  debate,  deny  or  oppose 
in  support  of  the  ethics  and  ideals  of  our  pro- 
fession, for  the  protection  and  benefit  of  our 
patients? ’’ 

It  is  now  evident  that  at  least  one  segment  of 
our  physician  population  agrees  with  our  phi 
losophy  that  there  is  no  such  thing  as  a “little 
socialization”  and  has  the  intestinal  fortitude  to 
do  something  constructive  about  it.  We  quote 
the  following  from  the  meeting  of  the  Texas 
Medical  Association  held  in  Houston,  Texas  in 
April  1958: 

“Texas  physicians  at  the  annual  meeting  of 
the  Texas  Medical  Association  acted  valiantly 
as  true  Americans  to  restore  a bit  of  medical 
freedom  to  themselves  and  their  patients  . . . 
The  house  of  delegates  voted  better  than  two  to 
one  instructing  the  officers  of  the  Texas  Medical 
Association  to  not  enter  into  any  contract  with  a 
governmental  agency  . . . This  means  that  effec- 
tive May  1,  1958  there  will  be  no  Medicare  con- 
tract between  the  Texas  Medical  Association 


munity  where  other  competent  physicians  are 
readily  available.” 

It  was  moved  by  Doctor  Beaton,  seconded  by 
Doctor  Edel  and  unanimously  carried  that  it 
be  the  further  recommendation  of  the  committee 
on  fee  and  contractural  medicine  to  the  Council 
of  The  Arizona  Medical  Association,  Inc.,  that 
the  physicians  throughout  Arizona  be  apprised 
that  in  accordance  with  this  principle  of  medical 
ethics  they  not  join  any  medical  program  which 
excludes  the  other  members  of  the  local  county 
medical  society  from  seeing  the  patients  em- 
ployed by  any  given  employer. 

Respectfully  submitted, 

H.  W.  CALDWELL,  M.D. 

Chairman 

and  the  government  . . . After  careful  appraisal 
and  lengthy  and  spirited  discussion,  it  was 
agreed  by  an  overwhelming  majority  that  re- 
newal of  the  Medicare  contract  would  continue 
to  give  subtle  approval  to  the  principle  of  gov- 
ernment-controlled medicine  and  government 
setting  of  fees  . . . The  Texas  delegates  voted 
unanimously  to  request  its  AMA  delegates  to 
initiate  steps  designed  to  bring  about  either  the 
repeal  of  Public  Law  569  (Medicare)  or  its 
modification  so  as  to  provide  medical  care  for 
the  dependents  of  military  personnel  through 
indemnity  programs  underwritten  by  voluntary 
prepayment  plans,  or  a pay  increase  adequate  for 
such  personnel  to  purchase  voluntary  prepaid 
insurance  . . . This  is  a notable  history-making 
step,  and  we  believe  that  it  will  be  emulated  by 
more  medical  associations  as  they  come  to  real- 
ize that  acceptance  by  the  medical  profession  of 
any  form  of  government-controlled  medical  care, 
no  matter  how  small,  is  an  open  invitation  for 
the  government  to  step  in  and  take  over  the  en- 
tire practice  of  medicine,  leading  to  the  deteri- 
oration of  medical  care  and  to  the  regimentation 
of  physicians  and  their  patients.”  (Above  quota- 
tion from  Association  of  American  Physicians 
and  Surgeons,  Inc.  letter  dated  April  25,  1958.) 

This  writer  congratulates  the  Texas  Medical 
Association  on  its  courageous  stand  and  com- 
mends such  action  as  worthy  of  serious  consid- 
eration by  other  medical  associations  both  at 
county  and  state  levels.  The  progressive  en- 
croachment of  socialization  accomplished  in  a 
piecemeal  approach  by  means  of  successive 
amendments  to  the  Social  Security  Act  and  now 
culminating  in  the  Forand  bill  should  prove  be- 
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yond  doubt  that  the  social  planners  will  not  rest 
until  they  have  accomplished  their  objective  of 
complete  socialization  of  medicine.  If  we  are  to 
stem  the  tide,  a dedicated  grass  roots  storm  of 
protest  must  be  effected.  Physicians  must  awak- 
en to  the  fact  that  for  many  years  a well-con- 
ceived and  planned  brainwashing  program  has 
been  working  against  the  principles  which  have 
made  American  medicine  the  finest  obtainable 
anywhere  in  the  world  today.  Regimentation  of 
the  physician  and  his  patient  under  socialization 
of  medicine  with  its  resultant  deterioration  of 
medical  care  must  not  be  allowed  to  proceed, 
and  the  inroads  already  accomplished  in  this  di- 
rection must  be  fought  vigorously. 

The  major  slice  of  the  taxpayers’  dollar  spent 
for  Medicare  involves  maternity  coverage  for 
dependents  of  military  personnel.  Obstetricians 
are,  therefore,  particularly  cognizant  of  the  bu- 
reaucratic regulations,  endless  red  tape,  and  dic- 
tatorial policies  of  the  Medicare  program.  Re- 
cent directives  and  memoranda  illustrate  a few 
pertinent  objections.  Memorandum  1-58,  dated 
April  9,  1958,  indicates  that  any  charge  for  drugs 
furnished  the  patient,  if  in  excess  of  $20  for  the 
entire  course  of  her  pregnancy,  must  be  “justi- 
fied” by  a written  report.  Inasmuch  as  any  com- 
rnonly-used  prenatal  supplement  alone  will  cost 
in  excess  of  $20  for  the  entire  pregnancy,  it  ap- 
pears we  will  be  writing  many  letters  of  justifi- 
cation. We  have  already  been  asked  to  justify 
the  cost  of  drugs  issued  to  the  patient  and  con- 
sumed by  her  months  before  the  directive  even 
made  its  appearance,  inasmuch  as  the  effective 
date  of  the  memorandum  apparently  predates 
the  issuance  date!  Woe  be  unto  him  who  inad- 
vertently furnished  a drug  “not  directly  related 
to  the  management  of  the  pregnancy”  and  con- 
siderable confusion  seems  to  exist  as  to  what 
drugs  are  related.  We  are  also  warned  that  the 
government  must  be  billed  and  itemized  at  ac- 
tual cost  of  drugs  given  parenterally.  “Cost”  in- 
cludes, of  course,  the  cost  of  administration  or 
injection  of  the  material.  This  can  only  result  in 
the  prescribing  of  more  expensive  medication  to 
be  taken  orally,  or  denying  needed  medication 
to  the  patient,  in  order  to  obviate  losing  money 
on  parenterally  administered  drugs  ( the  ma- 
jority of  parenterally  administered  drugs,  in  ob- 
stetrics, are  hormonal  and  the  oral  forms  run 
from  50  cents  to  60  cents  per  tablet).  Under  the 
system,  it  is  impossible  to  save  the  taxpayer 
money  by  use  of  non-prescription  drugs  which 


can  often  be  obtained  over  the  counter  for  $1.50 
less  than  the  same  drug  on  prescription.  These 
are  only  a few  of  the  headaches  and  regimenta- 
tion we  must  submit  to  aside  from  the  endless 
red  tape  and  complexity  of  forms  and  paper 
work  necessary  to  process  any  single  case. 

No  governmental  agency  — federal,  state,  or 
local  — if  all  the  true  facts  are  taken  into  con- 
sideration, can  ever  perform  any  service  (medi- 
cal or  other)  as  economically  and  as  efficiently 
as  voluntary  enterprise.  It  would  appear  that 
the  solution  to  the  problem  is  only  too  obvious- 
all  health  care  for  which  governmental  agencies 
are  in  any  manner  responsible  should  be  given 
by  contract  between  that  agency  and  private  en- 
terprise. This  statement  applies  to  the  conduct 
of  hospitals  for  the  veteran,  for  the  tuberculous, 
the  mentally  ill,  the  chronically  ill,  the  indigent 
— in  fact  all  patients  being  taken  care  of  by  any 
governmental  agency.  This  concept  would,  of 
course,  meet  with  strenuous  opposition  on  the 
part  of  those  who  hold  vested  interest  in  the 
continuation  and  expansion  of  the  present  meth- 
ods of  operation.  I am  sure  that  the  wails  from 
the  public  health  officials  and  those  in  charge 
of  governmental  institutions  would  be  particu- 
larly loud  and  long;  however,  the  poor  down- 
trodden American  taxpayer  could  be  expected 
to  respond  with  real  gratitude  once  the  true 
facts  were  presented  to  him  in  an  unbiased  man- 
ner, unvarnished  and  ungarnished  by  the  plead- 
ers of  special  interest.  The  patient  would  receive 
care  superior  to  that  now  furnished,  and  the 
taxpayer  would  find  a substantial  percentage  of 
the  burden  of  paying  for  that  care  removed  from 
his  shoulders. 

Modification  of  the  Medicare  program  so  as 
to  provide  medical  care  for  dependents  of  mili- 
tary personnel  through  a program  underwritten 
by  voluntary  prepayment  plans  is  clearly  indi- 
cated. 


DEPENDENTS  FREE  CHOICE  OF 
CARE  QUESTIONED 

(Congressional  rumblings  ami  grumblings 
against  Medicare  policies  and  expenditures 
could  erupt  into  stern  reforms.  At  recent  Iiear- 
ings,  held  behind  closed  doors,  house  members 
challenged  the  right  of  military  dependents  to 
free  choice  of  medical  care  and  expressed  doubt 
that  Medicare  is  a re-enlistment  ineenti\e. 
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LEGISLATIVE  REVIEW 

LEGISLATION  ON  PROBLEMS  OF  THE 
AGED 

P ROBLEMS  OF  THE  AGED  and  how  to  solve 
them  continue  to  occupy  the  attention  of  some 
congressmen.  One  of  the  major  bills  before  a 
house  education  and  labor  subcommittee  is  HR 
9822  by  Representative  Fogarty  (D.,  R.I.);  it 
would  provide  funds  for  state  conferences  on 
aging,  followed  by  a White  House  conference  in 
the  spring  of  1960.  Other  measures,  including 
Representative  Zablocki’s  HR  11057,  would  au- 
thorize grants  for  studies  and  projects  at  state 
and  local  levels  as  well  as  create  a bureau  of 
older  persons  in  the  department  of  health,  edu- 
cation, and  welfare.  The  subcommittee  has 
heard  the  bills’  sponsors  and  next  plans  to  hear 
Secretary  Folsom  and  interested  private  groups. 

Pending  before  the  house  ways  and  means 
committee  are  a large  number  of  bills  amend- 
ing the  Social  Security  Act,  from  lowering  bene- 
fit ages  to  increasing  benefits.  Principal  measure 
of  concern  to  the  medical  profession  is  Repre- 
sentative Forand’s  HR  9467  providing  for  hos- 
pitalization and  surgical  services  for  the  aged, 
their  dependents  and  others  who  are  entitled  to 
benefits  under  social  security.  The  AMA  feels 
that  there  are  not  enough  statistics  in  the  whole 
field  of  the  aged  and  that  the  Forand  bill  would 
encourage  over-utilization  by  social  security 
claimants,  thus  limiting  available  beds  for  the 
acutely  ill  of  all  ages  in  the  community. 
HILL-BURTON  CHANGES 

The  Hill-Burton  hospital  construction  act  will 
expire  in  mid-1959,  which  means  that  congress 
will  be  expected  to  take  some  action  this  year  in 
order  to  allow  for  orderly  planning.  Several  bills 
extend  the  act  three  to  five  years.  Other  meas- 
ures (HR  6833  and  HR  7575)  would  permit  low 
interest  loans  as  well  as  matching  grants,  an 
idea  that  has  been  pushed  by  certain  religious 
groups.  The  administration  proposed,  then 
dropped,  a plan  for  new  emphasis  on  special 
needs  rather  than  general  hospital  beds. 

Senators  Payne  of  Maine  and  Flanders  of  Ver- 
mont have  sponsored  a bill  (S.  3588)  for  Hill- 
Burton  grants  up  to  $25,000  for  rural  areas  with 
population  not  exceeding  15,000  for  unaffiliated 
non-profit  associations  or  corporations  to  build 
diagnostic  and  treatment  centers.  No  hearings 
have  been  scheduled  as  yet  on  any  of  the  pro- 
posals. Representative  Coffin  (D.,  Me.)  has  in- 


troduced a similar  bill  (HR  11826). 

PUBLIC  HEALTH  SCHOOL  GRANTS 
With  the  exception  of  appropriations,  the 
health  bill  closest  to  passage  is  HR  11414  (for- 
merly HR  6771)  by  Representative  Rhodes  (D., 
Pa. ) . It  provides  for  earmarking  $1  million  in 
grants  to  11  schools  of  public  health  for  aid  in 
their  instruction  and  other  programs.  Following 
hearings  by  the  health  subcommittee,  the  full 
house  interstate  and  foreign  commerce  commit- 
tee on  April  2 ordered  the  bill  favorably  report- 
ed to  the  house.  The  administration  is  opposed 
on  the  grounds  that  action  should  wait  for  a con- 
ference planned  next  summer  on  public  health 
education. 

HEW  APPROPRIATIONS 
The  department  of  HEW  appropriations  bill 
for  the  next  fiscal  year  breezed  through  the 
house  on  March  27,  in  sharp  contrast  to  the  days 
of  wrangling  a year  ago  when  both  house  and 
senate  were  embroiled  in  a wide-scale  economy 
drive.  The  house  actually  approved  6 per  cent 
more  health  funds  than  the  administration  had 
requested  and  the  prospects  were  good  that  the 
senate  would  go  even  further.  Hearings  are  now 
under  way  in  the  senate  appropriations  subcom- 
mittee. 

PHYSICIAN  PAY  IN  FEDERAL  SERVICE 
Two  separate  bills  involving  medical  officers 
in  the  armed  services  as  well  as  in  the  veterans’ 
administration,  are  active  at  this  time.  The  bill 
HR  11470,  which  has  passed  the  house  and  is 
pending  in  the  senate,  calls  for  a general  pay 
raise  for  the  military;  it  also  retains  the  incentive 
pay  schedule  for  physicians  in  uniform  which 
has  been  in  effect  since  1947  and  was  improved 
only  two  years  ago.  Under  a bill  sponsored  by 
the  late  Representative  Long  (D.,  La.),  the 
medical  department  of  VA  would  benefit  by  in- 
creased pay  scales.  This  measure  (HR  6719)  is 
pending  in  the  house  rules  committee. 

UNION  HEALTH  AND  WELFARE  PLANS 
Union  and  management  pension,  health  and 
welfare  plans  covering  100  or  more  employes 
would  be  required  to  register  and  make  periodic 
accounting  of  funds,  under  S.  2888.  The  senate 
labor  and  public  welfare  committee  first  started 
hearings  on  mismanagement  of  plans  three  years 
ago.  Just  before  the  Easter  recess,  after  a final 
brief  hearing,  the  commiittee  approved  the  bill. 
It  would  affect  some  4,000  plans  covering  at 
least  2 million  employes.  Bill  sponsors  are  Sena- 
tors Douglas,  Kenendy,  and  Ives. 
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FEDERAL  AID  TO  MEDICAL  SCHOOLS 
Long-standing  bills  for  one-time  construction 
grants  for  new  and  existing  medical  schools  are 
before  the  house  interstate  committee  and  the 
senate  labor  and  public  welfare  committee.  The 
senate  committee  has  been  deeply  involved  in 
hearings  on  general  education  and  has  not  got- 
ten around  to  medical  schools.  The  health  sub- 
committee of  house  interstate  may  soon  take  up 
several  versions  pending  there:  HR  6874  by 
Chairman  Harris,  and  HR  7841  by  Representa- 
tive Fogarty.  The  senate  bills  are  S.  1922  by 
Senator  Hill  and  other  Democrats  and  S.  1917 
by  Republican  Senators  Smith  of  New  Jersey 
and  Purtell. 

PUBLIC  WORKS  GRANTS 
A controversial  bill  pushed  by  the  Democratic 
leadership  is  S.  3497  which  is  promoted  as  an 
anti-recession  measure.  After  several  days  of 
hearings  in  which  there  was  no  unanimity  either 
on  the  part  of  witnesses  or  senate  banking  and 
currency  committee  members,  the  bill  was  re- 
ported to  the  senate.  Its  $2  billion  loan  fund  was 
cut  to  $1  billion  and  the  interest  rate  raised  from 
3 per  cent  to  3V2  per  cent.  Money  could  be 
loaned  for  50  years  to  states  and  communities 
for  all  sorts  of  programs,  including  public  hos- 
pitals, health  centers,  and  possibly  state  medical 
schools.  A similar  bill,  HR  11272,  is  pending  in 
the  house. 

CHEMICAL  ADDITIVES 
The  question  of  pretesting  of  chemical  addi- 
tives, a perennial  in  congress,  may  be  nearing 
an  answer.  The  house  interstate  health  subcom- 
mittee, which  has  held  extensive  hearings  on  a 
number  of  bills,  resumes  sessions  after  the  East- 
er recess  with  testimony  from  food  and  drug  ad- 
ministration officials.  Among  the  bills  are 
HR  6747  and  HR  8390,  both  by  Chairman  Har- 
ris. One  of  the  knotty  problems  is  that  of  legal 
review  for  appeal  cases. 

CAA  MEDICAL  DEPARTMENT 
A long-standing  goal  of  certain  federal  offi- 
cials is  the  creation  of  the  office  of  civil  aviation 
medicine  in  the  civil  aeronautics  administration, 
and  the  appointment  of  a civil  air  surgeon  to 
head  it.  One  version  is  S.  1045  on  which  hearings 
were  held  last  year  by  the  senate  interstate  and 
foreign  commerce  committee,  and  an  identical 
bill  is  HR  4275  in  the  house  interstate.  The  AM  A 
actively  supports  this  proposal,  maintaining  that 


only  a strong  medical  department  in  the  civil 
aeronautics  administration  can  properly  admin- 
ister examinations  of  fliers  and  decide  other  avi- 
ation issues  involving  medicine.  AMA  wants 
questions  involving  medical  determinations 
shifted  from  the  civil  aeronautics  board,  which 
has  no  qualified  medical  department,  to  CAA. 

EXTENSION  OF  UNEMPLOYMENT  COM- 
PENSATION 

Rills  before  the  house  ways  and  means  com- 
mittee, including  HR  10570,  would  broaden  the 
period  for  payment  of  unemployment  compen- 
sation benefits  under  the  federal-state  program 
and  extend  the  program  to  cover  all  employers. 
Three  days  of  hearings  were  held  on  these  meas- 
ures — described  as  emergency  plans  to  relieve 
the  unemployed  — and  action  by  the  committee 
is  expected  shortly. 

JENKINS-KEOGH  TAX  DEFERMENT 

Of  direct  interest  to  the  profession  are  the 
Jenkins-Keogh  proposals  for  deferment  of  taxes 
on  money  paid  into  retirement  plans  by  the  self- 
employed.  HR  9 and  HR  10  are  pending  before 
the  house  ways  and  means  committee.  Another 
version  is  part  of  an  omnibus  small  business  tax 
relief  measure  in  the  senate  finance  committee; 
it  would  allow  tax  deferment  on  up  to  $1,000  a 
year  (the  Jenkins-Keogh  proposals  provide  for 
up  to  $5,000);  the  companion  bill  before  the 
house  ways  and  means  committee  is  HR  10499. 
The  senate  measure  is  S.  3194.  House  hearings 
on  general  tax  bills  early  in  the  session  touched 
on  Jenkins-Keogh,  but  the  committee  has  not 
yet  reported  out  a bill. 

AID  TO  HIGHER  EDUCATION 

Under  the  impetus  of  the  race  for  outer  space, 
both  house  and  senate  committees  have  held  ex- 
tensive hearings  into  proposals  for  scholarships 
at  the  college  level,  including  pre-medical  train- 
ing. An  amount  of  $1  billion  o\er  four  years 
would  provide  1(),()()()  scholarships  annually  for 
bright  students,  with  preference  in  math  and  sci- 
ence. This  is  the  administration  plan,  embodied 
in  S.  3163  by  Senator  Smith  of  New  Jerse\'.  The 
Democrats  ))ropose  to  siiend  $3  billion  o\('r  six 
years  in  S.  3187  by  Senator  Hill  and  HH  10381 
by  Representative  Elliott.  Hills  are  still  in  com- 
mittee. In  most  of  the  bills,  pre-medical  and 
medical  students  along  with  otlu'is  would  be'  t'li- 
gible  for  their  first  four  or  six  xears  of  colU'gc'. 
depe'uding  on  tlu'  jxirticnlar  bill. 
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MISCELLANEOUS 

Other  health  bills  still  in  committee  and  on 
which  no  hearings  have  been  held  are  HR  306 
for  grants  and  scholarships  for  nursing;  HR  3764 
which  is  Representative  Dingell’s  compulsory 
health  insurance  plan  first  authored  by  his  fa- 
ther; HR  6506  and  6507,  identical  administra- 
tion-backed proposals  for  small  insurance  com- 
panies to  enter  into  pooling  arrangements  for 
experimenting  in  wider  health  insurance  cover- 
age; and  HR  6141  which  authorizes  medical  care 
for  federal  civilian  employes  and  their  depend- 
ents living  overseas  and  which  is  pending  in  the 
house. 


ARMY  ROLE  OUTLINED  IN 
CD  EMERGENCY 

Addressing  the  National  Association  of 
State  and  Territorial  Civil  Defense  Directors, 
Gen.  W.  G.  Wyman,  head  of  the  U.  S.  Continen- 
tal Army  Command,  outlined  the  civil  defense 
role  of  the  military  in  event  of  nuclear  attack. 
In  medical  planning,  he  cited  two  possibilities: 
1.  If  civil  defense  and  other  civilian  authorities 
and  organizations  are  able  to  function,  the  mili- 
tary would  assist  them  with  supplies  and  medi- 
cal personnel.  2.  If  civilian  organizations  are  un- 
able to  operate,  the  military  would  assume 
charge,  calling  for  what  civilian  help  was  avail- 
able. Explaining  this  point.  General  Wyman 
said:  “The  medical  team  that  actually  staffed  a 
hospital  under  the  first  contingency  might  now 
supervise  the  assembly  of  doctors,  nurses,  and 
medical  supplies  to  sustain  one  or  more  emer- 
gency treatment  facilities.  If  a medical  unit  was 
not  available  for  this  task,  the  mission  would  be 
given  to  troops  in  any  arm  or  service.” 


PROGRESS  REPORT  FROM  THE 
POISONING  CONTROL 
INFORMATION  CENTER  AT  THE 
UNIVERSITY  OF  ARIZONA 
COLLEGE  OF  PHARMACY 
POISONING  INFORMATION  CARD  FILES 
FOR  THE  ARIZONA  POISONING  CONTROL 
NETWORK 

The  poisoning  Gontrol  Information  Genter 
at  the  University  of  Arizona  has  completed  the 
poisoning  information  card  files  for  the  18  Ari- 
zona hospital  treatment  centers.  These  files  pro- 
vide toxicological  information  for  1,500  trade- 


name products  that  are  not  found  in  the  three 
textbooks  maintained  by  the  hospital  treatment 
center,  namely,  ( I ) Gleason,  Gosselin  and 
Hodge,  Clinical  Toxicology  of  Commercial  Prod- 
ucts, (2)  Dreisbach,  Handbook  of  Poisons,  and 
(3)  Goodman  and  Gilman,  Pharmacological 
Rasis  of  Therapeutics. 

Additional  trade-name  product  file  cards  will 
be  supplied  to  the  hospital  treatment  centers  at 
monthly  intervals.  The  poisoning  information 
files  also  contain  cards  which  provide  toxicologi- 
cal information  on  poisoning  from  chemical 
agents  which  are  not  constituents  of  trade-name 
products,  such  as  carbon  monoxide,  bromine,  ar- 
sine, acetylene,  etc.  Other  cards  present  informa- 
tion on  poisoning  from  botanicals  such  as  castor 
beans  and  oleander  as  well  as  on  poisoning  from 
venoms  of  snakes,  scorpions,  spiders,  etc. 

The  18  hospital  poisoning  control  treatment 
centers  which  have  received  the  files  are  listed 
below  according  to  the  cities  in  which  they  are 
located: 

Phelps  Dodge  Hospital 
Douglas  Hospital 
Flagstaff  Hospital 
Sage  Memorial  Hospital 
Grand  Canyon  Hospital 
Holbrook  Municipal 
Hospital 

Mohave  County  Hospital 
McNary  Hospital 

( 1 ) Good  Samaritan 

Hospital 

(2)  Maricopa  County 

General  Hospital 

(3)  Memorial  Hospital 

(4)  St.  Joseph’s  Hospital 

Prescott:  Prescott  Community 

Hospital 

Safford:  Safford  Inn  Hospital 

Tucson:  (I)  Pima  County  General 

Hospital 

(2)  St.  Mary’s  Hospital 

(3)  Tucson  Medical 

Center 

Yuma:  Yuma  County  General 

Hospital 

Each  of  the  above  hospital  poisoning  control 
treatment  centers  offers  24-hour  emergency  serv- 
ice. Physicians  are  invited  to  call  on  the  treat- 
ment center  located  nearest  to  them  for  infor- 
mation contained  in  the  poisoning  information 
card  files  and  toxicological  library  maintained 


Ajo: 

Douglas : 

Flagstaff: 

Ganado: 

Grand  Canyon: 
Holbrook: 

Kingman : 

McNary: 

Phoenix: 
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at  the  center. 

Poisoning  Case  Reports: 

The  Arizona  Poisoning  Control  Information 
Center  wishes  to  make  an  appeal  to  every  hospi- 
tal and  to  each  physician  in  Arizona  to  submit 
a report  on  the  poisoning  cases  they  treat.  It  is 
only  with  this  co-operation  that  statistics  such  as 
those  presented  at  the  end  of  this  report  can  be 
made  complete.  Report  blanks  listing  the  specific 
information  desired  for  each  poisoning  incident 
are  available  at  each  of  the  18  hospital  treatment 
centers  listed  above  or  they  may  be  obtained  by 
writing  to:  Arizona  Poisoning  Control  Informa- 
tion Center,  Pharmacy  College,  University  of 
Arizona,  Tucson.  The  completed  forms  should 
be  sent  as  soon  as  possible  to  the  latter  address. 

Financkil  Assistance  from  the  Tucson  Womens 
Club: 

On  May  6,  the  Tucson  Women’s  Club  donated 
$450  to  the  Arizona  Poisoning  Control  Informa- 
tion Center  for  use  in  connection  with  research 
in  the  College  of  Pharmacy  in  order  to  provide 
more  information  concerning  the  toxicity  of  or- 
namental plants  growing  in  Arizona.  This  stipend 
brings  the  total  to  $1,000  that  the  Tucson  Wom- 
en’s Club  has  presented  to  the  Arizona  Poisoning 
Control  Information  Center,  and  this  has  assist- 
ed the  latter  immeasurably  to  carry  out  its  func- 
tions. 

Arizona  Public  Health  News: 

The  Arizona  Public  Health  News,  April-May 
number,  published  by  the  Arizona  State  Depart- 
ment of  Health  will  present  the  development 
and  operation  of  the  Arizona  poisoning  control 
network. 

STATISTICS  OF  79  POISON  CASES  REPORT- 
ED SINCE  THE  APRIL  1,  1958  PROGRESS 
REPORT 

Percentage  of  Cases  Number  of  Cases 

AGE: 

73.4  involved  under  5 year  age  group  (58) 

5.0  involved  6 to  15  year  age  group  ( 4) 

9.0  involved  16  to  30  year  age  group  ( 7 ) 

7.6  involved  31  to  45  year  age  group  ( 6) 

2.5  involved  over  45  year  age  group  ( 2) 

2.5  not  reported  ( 2) 

NATURE  OF  INCIDENT: 

92.4  accidental  (note:  of  this  number 

10  were  overdoses) 

6.  3 intentional  ( 5) 

1.3  not  reported  ( 1 ) 


OUTCOME: 

98.7  recovery  (78) 

1.3  fatal  ( 1) 

TIME  OF  DAY: 

20.3  occurred  between  6 am  and  noon  ( 16 ) 

44.3  occurred  between  noon  and  6 pm.  (35) 

24.1  occurred  between  6 pm  and  midnight  (19) 

5.0  occurred  between  midnight  and  6 am.  ( 4) 

6.3  not  reported  ( 5) 

CAUSATIVE  AGENTS: 

24.1  aspirin  (19) 

12.7  sedatives  (barbiturates  and  tran- 
quilizers (10) 

10.2  solvents  ( lighter  fluid,  gasoline, 

brake  fluid,  turpentine)  ( 8) 

5.0  household  bleaches  and  cleaners  ( 4) 

5.0  mothballs  (4) 

3.8  lye  (3) 

3.8  insecticides  ( 3) 

3.8  cosmetics  (perfume,  hair  creme, 

suntan  lotion  ( 3) 

3.8  food  poisonings  ( 3) 

2.5  paint,  silver  enamel  ( 2) 

2.5  disinfectants  ( 2) 

2.5  laxatives  ( 2) 

1.3  ornamental  plants  (castor  bean)  ( 1) 

19.0  miscellaneous  ( boric  acid,  camphor-  ( 15 ) 

ated  oil,  teething  lotion,  thyroid,  po- 
tassium permanganate  tablets,  re- 
ducing pills,  antihistamine,  Mether- 
gine,  natural  gas) 


AERO  MEDICAL  BACKS 
CHANGE  IN  CAA 

The  aero  Medical  Association  has  called  on 
the  Civil  Aeronautics  Administration  to  strength- 
en its  medical  department  and  provide  the  de- 
partment with  funds  adequate  to  its  responsibili- 
ties, which  include  research  and  supervision  of 
fliers’  periodic  physical  examinations.  The  resolu- 
tion proposes  that  the  department  be  made  di- 
rectly responsible  to  the  administrator.  The 
group  listened  to  three  days  of  lectures  and 
panel  discussions,  mostly  on  scientific  phases 
of  aviation  medicine.  Brig.  Gen.  M.  S.  White 
of  the  air  force  moved  up  to  president  of  the 
association,  being  succeeded  by  Dr.  Ludwig 
G.  Lederer  of  Washington,  D.  C.  Elected  as 
first  vice  president,  in  line  for  the  presidenc}’  in 
I960,  was  Dr.  George  ).  Kidera  of  Chicago. 
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SAFETY  CLOSURE  FOR 
CHILDREN'S  ASPIRIN  BOTTLE 

A N EFFECTIVE  AND  practical  solution  to  the 
pressing  problem  of  accidental  ingestion  of  po- 
tentially toxic  medication  by  infants  and  young 
children,  was  presented  to  the  accident  preven- 
tion committee  of  the  American  Academy  of 
Pediatrics  at  the  group’s  recent  meeting  in  New 
York. 

The  result  of  more  than  four  years  of  develop- 
ment and  testing,  the  new  safety  device  is  a 


BLUE  CROSS  GROWTH 

Membership  in 

Blue  Cross  has 
now  reached  a fig- 
ure of  55,959,764 
people,  according 
to  information  re- 
ceived by  L.  Don- 
ald Lau,  executive 
director  of  Arizona 
Blue  Cross  - Blue 
.Shield,  from  the 

“Our  Blue  Cross  paid  up,  Hon?"  Blue  Cross  Com- 
mission, Chicago. 

The  per  cent  of  population  enrolled  in  Blue 
Cross  rose  to  30.72  per  cent  during  1957.  At  the 
same  time  Blue  Cross  showed  a numerical  net 
growth  of  2,044,317  new  members.  New  York 
City  showed  the  largest  gain  of  any  single  Blue 
Cross  plan  with  a growth  of  330,133  members 
during  the  past  year. 

Arizona  Blue  Cross  showed  a net  gain  of  15,- 
586  new  members  in  1957,  according  to  Lau. 
This  brought  the  total  state  membership  to 
188,609  members  by  the  year’s  end.  By  the  end 
of  March  it  was  over  191,000  in  Arizona.  This 
placed  Arizona  in  second  spot  in  total  member- 
ship among  the  plans  under  200,000,  being  head- 
ed only  by  Roanoke,  Va. 

Arizona  averaged  2.92  members  to  each  con- 
tract, which  is  one  of  the  highest  in  the  nation 
and  Canada.  Further  figures  reveal  that  16.98 
per  cent  of  the  state’s  eivilian  population  is  en- 
rolled in  the  plan. 

The  phenomenal  growth  of  Blue  Cross  is  fur- 
ther pointed  up  dramatically  by  these  figures. 
In  1936  there  were  606,021  members  as  com- 
pared to  the  55,959,764  as  of  Dec.  31,  1957. 


carefully  designed  plastic  closure  for  standard 
proprietary  and  prescription  product  bottles.  The 
safety  cap  can  be  conveniently  and  quickly  re- 
moved by  any  adult,  but  presents  a virtually 
fool-proof  obstacle  for  the  inquisitive  child  of 
five  years  or  less. 

“Widespread  adoption  of  such  a closure  to  all 
drug  containers  in  common  use,”  the  commit- 
tee’s report  asserted,  “could  reduce  in  great  part 
the  number  of  tragic  deaths  of  small  children 
from  the  accidental,  experimental  and  innocent 
ingestion  of  potentially  dangerous  drugs.” 


BLUE  SHIELD 

The  biggest  year  recorded  in  the  history 

of  Arizona  Blue  Gross-Blue  Shield,  according  to 
L.  Donald  Lau,  executive  director  for  the  pre- 
payment plan,  was  1957. 

Enrollment  attained  an  all-time  high  with 
188,609  Blue  Gross  members  as  of  Dec.  31,  while 
Blue  Shield  reached  156,910  members.  At  the 
end  of  the  first  year  of  operation  for  Blue  Shield 
in  1947,  just  10  years  ago.  Blue  Shield  had  1,514 
members. 

Out  of  every  Blue  Cross  dollar  taken  in,  92.9 
cents  was  used  for  present  and  future  hospital 
care  of  the  member.  Under  Blue  Shield,  87.5 
cents  for  the  surgieal  and  medical  care  of  the 
member.  Operating  expenses  for  Blue  Cross 
were  7.4  cents,  and  for  Blue  Shield,  12.5  cents. 

Lau  pointed  out  that  the  average  stay  per  pa- 
tient of  Blue  Cross-Blue  Shield  members  is  ap- 
proximately six  days. 

Total  assets  of  Blue  Cross  are  $1,092,045.08. 
Blue  Shield  assets  are  $1,029,317.41.  There  are 
presently  35  Blue  Cross  member  hospitals  in 
Arizona  and  over  900  Blue  Shield  participating 
physicians  who  are  doctors  of  medicine. 


ART'S  TV  & RADIO  SERVICE 

634  N.  1st  Avenue 
AL  3-2928 

Specialize  in  all  makes  of  Television  — Home  Radios 
Auto  Radios  — Hi  Fi  — P.  A.  Systems  Service 
All  Work  Fully  Guaranteed 
Bonded  and  Insured 


All  Types  of  Antenna  Installations  — Homes  and  Apts. 
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for  ”fhe  butterfly  stomach” 


Pavatrine^  with  Phenobarbitol 


15  mg. 


is  an  effective  dual  antispasmodic 

combining  musculotropic  and  neurotropic  action 
with  mild  central  nervous  system  sedation. 


dosage:  one  tablet  before  each  meal  and  qt  bedtime. 


THE  BIRTCHER  CORPORATION 

Department  ARM-658 

4371  Valley  Blvd.,  Los  Ar.',::elfs  32,  California 

□ Send  me  a copy  of  “Medical  Ultrasonics  in  a Nutshell” 

□ I would  like  a demonstration  in  my  office. 

Dr 

Address— 

City Zone State 


She's  Been 


She’s  just  one  of  more  than  a million  patients  who  have  been  treated  with 
Ultrasound  by  the  more  than  20,000  physicians  using  Ultrasonics  in  their 
practices.  If  you  are  thinking  of  buying  an  Ultrasonic  examine  the 

mechanical  features  : look  at  the  transducer.  Is  it  adaptable  (adjustable) 
to  all  five  of  the  recommended  treatment  positions  ? Is  the  crystal  small 

enough  (5CM-  is  the  experts’  choice)  to  treat  the  concave  areas  ? Is  the 
electronic  circuit  stable  so  that  output  remains  constant  throughout 

treatment  ? Is  the  dosage  always  what  reads  on  the  meter  ? Is  the 
manufacturer  experienced  in  producing  equipment  for  the  medical 

profession  ? Does  he  have  dealers  everywhere  to  give  you  service  when 
you  need  it?  You  owe  it  to  yourself  to  know  the  answers  to  these  questions. 

In  all  sincerity  we  believe  that  every  Birtcher  MEGASON  Ultrasonic 
(there  ai'e  four  models,  you  know)  will  meet  your  every  qualification. 


64  page  booklet 
“Medical  Ultrason- 
ics in  a Nutshell” 
answers  25  com- 
monly asked  ques- 
tions about  ultra- 
sound and  contains 
abstracts  of  several 
medical  journal 
articles. 


THE  BIRTCHER  CORPORATION 

4371  Valley  Blvd.,  Los  Angeles  32,  California 
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HOSPITAL  ASSETS 

By  L.  D.  Sprague,  M.D. 

CCORDING  TO  THE  Health  Information 
Foundation,  the  physical  assets  of  this  country’s 
hospitals  — an  estimated  $13  billion  — are  one 
impressive  measure  of  the  high  value  the  Ameri- 
can people  place  on  health  facilities.  This  esti- 
mate probably  understates  the  real  value  of  our 
hospital  resources,  since,  although  assets  are 
often  valued  at  cost,  it  is  generally  recognized 
that  replacement  costs  would  be  much  higher 
under  current  conditions. 

The  reported  value  of  assets  (without  sub- 
tracting debt)  is  the  equivalent  of  about  $8,100 
for  each  hospital  bed  in  this  country,  about 
$60,000  for  each  physician,  $590  for  each  ad- 
mission during  the  year,  or  $78  for  each  person 
in  the  continental  United  States.  Some  80  per 
cent  of  this  valuation  is  represented  in  physical 
plant  (land,  buildings,  and  equipment). 

The  mere  size  of  this  investment  is,  of  course, 
no  guarantee  that  it  is  sufficient  for  present  and 
especially  future  needs.  A recent  survey  by  the 
American  Hospital  Association  reports  a need 
for  an  additional  $1  billion  to  rehabilitate  exist- 
ing hospital  buildings.  Since  World  War  II, 
there  has  been  a sharp  increase  in  hospital  con- 
struction. The  annual  average  for  the  period 
1947-54  was  $585  million,  with  the  1951  peak 
$821  million,  the  highest  annual  volume  ever 
recorded.  After  declining  in  1955  and  1956,  con- 
struction rose  to  about  $630  million  in  1957.  This 
sizable  postwar  increase  is  partly  attributable  to 
the  Hill-Burton  Act  of  1956,  which  authorized 
federal  financial  assistance  for  a country-wide 
hospital  construction  program.  The  gap  created 
by  the  deferment  of  civilian  construction  during 
the  war,  increased  income,  and  utilization  of 
hospitals  by  the  general  population,  and  the 
growth  of  voluntary  health  insurance  represent 
other  reasons  for  this  increase. 

By  ownership,  hospital  assets  are  almost  equal- 
ly divided  between  private  and  governmental 
sectors.  Non-profit  organizations  own  47.9  per 
cent  of  the  total;  proprietary  (individual,  part- 
nership, or  corporation,  operating  for  profit)  ac- 
counts for  1.7  per  cent.  Within  the  governmental 
sector,  non-federal  units  ( state,  county,  city, 
county,  or  hospital  districts)  own  35.8  per  cent 
of  all  hospital  assets  and  the  federal  government 
owns  14.6  per  cent.  It  is  noteworthy  that  assets 


in  federal  hospitals  increased  five-fold  during 
the  1928-1956  period  and  the  number  of  beds  in 
these  hospitals,  tripled,  while  assets  per  bed 
doubled.  The  non-profit  and  non-federal  gov- 
ernment institutions  have  not  significantly  al- 
tered their  share  of  total  hospital  assets  between 
1928  and  1956,  but  have  increased  their  assets 
significantly. 

Despite  regional  variations,  assets  in  hospitals 
in  every  part  of  the  country  have  grown  sub- 
stantially since  1928,  while  simultaneously 
changes  have  occurred  in  their  sources  of  capi- 
tal and  patterns  of  ownership,  and  in  the  serv- 
ices they  offer.  This  period  has  also  been  char- 
acterized by  great  advances  in  medical  technol- 
ogy, with  resulting  far-reaching  changes  in  the 
role  of  hospitals.  More  and  more  our  hospitals 
function  as  community  health  centers  where 
both  curative  and  preventive  medical  services 
are  increasingly  utilized,  with  generally  higher 
incidences  of  admissions  to  beds  than  formerly, 
but  with  shorter  average  lengths  of  stay.  Ad- 
vances in  medical  science  have  required  more 
complex  equipment  and  more  specialized  facili- 
ties and  services. 

The  market  for  hospital  services  has  grown. 
Those  who  use  health  services  most  often  — the 
very  young  and  the  aged  — have  increased  in 
absolute  numbers  and  as  proportions  of  the  total 
population.  Tlie  health  consciousness  of  the 
American  public  has  risen;  and  higher  income 
and  living  standards,  along  with  the  growth  of 
voluntary  insurance,  have,  in  turn,  strengthened 
the  ability  of  the  average  person  to  pay  for  need- 
ed hospital  care. 

Last  year,  of  an  estimated  $505  million  spent 
on  private  hospital  construction,  three-fifths 
came  in  the  form  of  voluntary  contributions. 
Through  the  years,  contributions  have  not  only 
helped  keep  our  hospitals  running,  but  have  also 
established  a valuable  two-way  tradition  of  serv- 
ice between  the  hospitals  and  citizens.  Prepay- 
ment plans  which  now  cover  123  million  Ameri- 
cans have  done  much  to  finance  day-to-day  hos- 
pital care,  but  only  to  a small  degree  have  they 
provided  funds  for  maintaining  physical  plants. 
Prepayment  has  not  been  designed  to  finance 
hospital  bed  replacement  and  expansion;  to  do 
so,  it  has  been  felt,  would  raise  the  cost  of  pro- 
tection beyond  the  reach  of  persons  of  moderate 
income. 

If  our  hospital  assets  — already  one  of  the 
large  investments  by  the  public  — are  to  be 
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maintained  and  improved,  philantliropie  giving 
must  continue.  Public  policy  would  also  seem  to 
dictate  a re-examination  of  whether  voluntary 
health  insurance  more  generally  might  provide 
for  replacement  of  hospital  plants.  Hospitals  can 


NON-PROFIT  HOSPITALS  OFFERED 
LOANS  IN  SENATE-PASSED  BILL 

$1  BILLION  anti-recession  federal  loan  pro- 
gram for  construction  of  community  public 
works,  including  hospitals  and  medical  schools, 
has  passed  the  senate  and  gone  to  the  house. 
During  the  debate,  two  important  developments 
occurred:  1.  The  senate  adopted  an  amendment 
by  Senator  Watkins  (R.,  Utah)  that  would  make 
non-profit  as  well  as  public  hospitals  eligible. 
2.  It  was  explained  that  public  medical  schools 
also  would  be  eligible.  Money  may  be  used  for 
additions  and  renovations  as  well  as  new  con- 
struction under  this  measure,  the  Community 
Facilities  Act  (S.  3497). 


be  expected  to  remain  a vital  part  of  our  health 
picture.  As  a result,  continuation  of  the  present 
high  level  of  hospital  construction  is  a sound  in- 
vestment in  the  future. 


Senator  Watkins  told  the  senate  that  normally 
the  non-profit  hospitals  find  it  more  difficult  to 
borrow  money  from  private  sources  and  are  com- 
pelled to  pay  higher  rates  of  interest  than  the 
public  institutions.  Note:  money  would  be 

loaned  under  the  act  at  SVz  per  cent  and  for  up 
to  50  years.  Senator  Watkins  said  the  amend- 
ment has  the  support  of  the  American  Hospital 
Association  and  the  Utah  State  Hospital  Associ- 
ation. 

As  finally  voted  on,  the  Watkins  amendment 
requires  that  any  loan  to  a hospital,  public  or 
private  or  to  any  public  health  center,  be  certi- 
fied by  the  surgeon  general  of  the  public  health 
service  and  the  state  Hill-Burton  agency  as  in 
conformity  with  applicable  Hill-Burton  regula- 
tions. 


INCREASE  HILL-BURTON  FOR 
NEXT  YEAR  TO  $201  MILLION, 
AHA  ASKS 

The  need  for  more  beds  plus  renovation 
of  aging  hospitals  in  urban  areas  justifies  an  ap- 
propriation of  at  least  $201  million  for  the  next 
fiscal  year  for  the  Hill-Burton  program.  This  is 
the  position  of  the  American  Hospital  Associa- 
tion in  a letter  to  Chairman  Hill  of  the  senate 
appropriations  subcommittee  on  the  department 
of  HEW  budget.  The  house  voted  the  revised 
administration  request  for  $121.2  million.  AHA 
said  that  if  necessary,  Hill-Burton  regulations 
should  be  changed  to  take  care  of  the  renova- 
tion program.  The  association  also  advocated  the 
authorized  amount  for  research  be  raised  from 
$1.2  million  to  $3  million. 

LARRICK  EXPLAINS  PROPOSAL 
FOR  FOOD  ADDITIVES  CONTROL 

The  house  interstate  committee’s  health 
subcommittee  has  under  study  the  administra- 
tion’s bill  to  require  pre-testing  and  appraisal 
of  chemicals  added  to  foods,  after  hearing  Com- 
missioner Larrick  of  the  food  and  drug  adminis- 
tration explain  the  objectives.  The  measure 
would  not  apply  to  chemical  additives  that  ha^'e 


Other  senate  appropriation  highlights: 

1.  Surgeon  General  Burney  declared  that  hos- 
pitals and  health  facilities  must  be  geared  to 
health  problems  of  an  aging  population.  The 
whole  concept  of  institutional  care  is  being  sub- 
jected to  searching  scrutiny  and  re-evaluation. 

2.  Extra  funds  for  medical  research  voted  by 
the  house,  according  to  Dr.  Burney,  should  be 
used  for  added  overhead  costs  of  medical  schools 
and  others  doing  research.  The  house  did  not  ac- 
cept the  proposal  to  allow  up  to  25  per  cent  for 
overhead  costs  as  against  the  present  15  per  cent 
allowance. 

3.  More  funds  could  be  used  for  public  health 
training,  as  PHS  seeks  to  offer  opportunities  for 
specialized  training  to  encourage  doctors  to  re- 
main with  PHS. 

long  been  in  use  without  injurious  effects,  or  to 
non-hazardous  chemicals.  Mr.  Larrick  ga\'o  these 
provisions,  among  others: 

1.  The  bill  would  require  a manufacturer  to 
first  have  a newly-proposed  additive  tested  by 
“appropriate  scientific  means.”  Resulting  data 
would  be  submitted  to  FDA,  with  a recpiest  for 
regulations  specifying  conditions  under  which 
the  chemical  could  be  used  safely  in  food. 

2.  If  found  to  be  hazardoiis,  the  chemical 
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could  be  used  only  in  safe  amounts  and  only  if  if  the  scientific  review  and  other  procedures  fail 
it  had  functional  value.  to  resolve  a difference  of  opinion. 

3.  Manufacturers  could  move  for  court  action 


MORE  DOCTORS  IN  SMALL 
COMMUNITIES 

( Sears-Roebuck  Foundation  Program ) 
Dermont  M click,  M.D. 

I N THE  MARCH  1958  issue  of  GP,  American 
Academy  of  General  Practice  Medical  Journal, 
there  is  an  article  on  how  Sears-Roebuck  Foun- 
dation program  manages  to  locate  more  doctors 
in  small  communities. 

In  1955,  Sears-Roebuck  Foundation  became 
interested  in  the  field  of  medical  distribution. 
The  foundation  recognized  there  was  a need  for 
improving  the  distribution  of  physicians  through- 
out the  nation.  At  that  time,  the  foundation 
asked  for  assistance  from  the  American  Medical 
Association  and  there  was  appointed  a 17-mem- 
ber medical  advisory  board  to  the  foundation. 
Until  June  1957,  the  foundation  offered  a plan 
of  financial  assistance  to  the  physician  who  es- 
tablished practices  in  areas  of  medical  need. 

Recently  the  foundation  developed  a new 
medical  assistance  program.  This  program  is  to 
assist  small  communities,  principally  those  with 
populations  of  500  to  2,000,  in  getting  a doctor. 
The  foundations  will  help  these  communities  ob- 
tain doctors  by  providing  professional  consulta- 
tion services  on  community  organization  and 
fund  raising,  by  providing  architectural  plans 
for  a modern  medical  center  with  which  to  at- 
tract the  doctor,  and  by  consolidating  the  efforts 
of  the  medical  advisory  board,  the  American 
Medical  Association,  the  state  medical  society, 
and  the  foundation  to  assist  the  community  in 
obtaining  a physician.  Gommunities  participa- 
ting in  this  program  will  be  thoroughly  surveyed 
as  to  whether  they  can  financially  support  a phy- 
sician or  not.  Under  this  new  program,  the  phy- 
sical facilities  are  the  property  of  the  communi- 
ty and  are  made  available  to  the  doctor  at  nom- 
inal rental. 

The  basic  problem  was  attracting  a physician 
to  the  community.  Except  for  the  fact  that  phy- 
sicians who  went  to  the  suburbs  or  rural  com- 
munities did  financially  better  than  their  city 
counterparts  there  was  no  attraction  until  the 
Sears-Roebuck  Foundation  planned  a commun- 


ity medical  center  which  can  and  does  compete 
with  city  institutions  and  which  gives  the  com- 
munity modern,  up  to  date  medical  care.  The 
building  is  designed  to  provide  mainly  outpa- 
tient medical  care  and  it  is  not  designed  for  ma- 
jor surgery.  However  it  does  provide  for  emer- 
gency services  for  accidents  and  possible  ob- 
stetric cases.  The  equipment  is  completely  mod- 
ern, enabling  the  physieian  to  practice  the  qual- 
ity of  medicine  he  was  trained  to  practice.  Most 
important,  this  facility  will  make  of  the  com- 
munity a medical  center  for  a rural  trade  area 
that  will  enable  the  community  to  compete  with 
the  city  for  the  physician’s  services,  basically  it 
is  a building  that  is  functional,  attractive,  eco- 
nomical, easily  constructed  and  adaptable  to 
building  materials  likely  to  be  found  in  certain 
localities. 

In  the  original  article,  three  basic  floor  plans 
are  given  at  a cost  of  $12,000,  $18,000,  and 
$25,000  respectively.  The  third  floor  plan  for 
$25,00  is  for  a two-man  unit  of  either  two  phy- 
sicians or  one  physician  and  one  dentist. 

There  is  real  opportunity  for  a doctor  in  a 
rural  community  and  the  problem  of  medical 
distribution  is  a challenge  to  all  organized  med- 
icine. The  Sears-Roebuck  Foundation  desires  to 
help  meet  this  challenge,  and  feels  it  can  best 
acomplish  this  by  helping  the  community  help 
itself.  Any  community  now  without  a doctor 
that  would  like  to  have  a survey,  and  is  willing 
to  help  itself  can  obtain  the  foundation’s  serv- 
ices by  securing  applications  from  local,  state  or 
national  medical  societies.  Doctors  interested  in 
locating  areas  now  participating  in  this  program 
in  building  the  above  facilities  can  contact  the 
American  Academy  of  General  Practice  or  the 
placement  bureau  of  the  American  Medical 
Association  for  further  information. 


CANCER  CYTOLOGY  SMEARS 

Slides  evaluated  by  Ph.D.  and  M.D.  cytolog!sts. 

24  Hour  Service  All  Materials  Furnished 

Further  Information  On  Request 

DOCTORS'  CHEMISTRY  SERVICE 

901  Sixth  Street,  Santa  Monica,  Calif. 
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HOSPITAL  BENEFIT  ASSURANCE 

HOME  OFFICE:  FIRST  STREET  AT  WILLETTA  • PHOENIX,  ARIZONA  • ALpme  8-4886 


MEDICAL  DIRECTOR 
DUKE  R.GASKINS,M,  D. 


Dear  Doctor; 

"A  litle  knowledge  is  a dangerous  thing,"  so  here  at  H.B.A. 
we  are  making  every  effort  to  keep  abreast  with  the  ever- 
changing  picture  of  insurance  medicine. 

I have  just  returned  from  New  York  where  I attended  a post- 
graduate study  of  insurance  medicine  conducted  by  the 
National  Board  of  Insurance  Medical  Directors,  of  which  I 
am  a member. 

The  Research  Department  of  Insurance  Medicine  includes  some 
of  the  most  brilliant  men  in  the  medical  profession,  and 
the  ever-changing  picture  of  our  insurance  mortality  tables 
are  in  the  midst  of  a tremendous  change.  The  control  of 
acute  infections  with  antibiotics  has  lowered  our  mortality 
statistics  in  that  field,  but  they  are  in  a turmoil  as  to 
what  the  oucome  is  going  to  be  with  the  treatment  of 
Hypertension  under  present-day  hypotensive  medication. 
Symptomatically,  they  are  improved,  but  are  the  mortality 
statistics  going  to  be  altered?  The  about  face  attitude 
toward  the  hypertensive  female  past  menopause,  with  no 
weight  complications  have  been  most  interesting. 

Our  school  day  honor  system  is  coming  back  and  the  diabetic 
with  a past  history  of  well-planned  medication  and  diet 
control  is  being  looked  upon  by  the  insurance  companies 
with  much  more  favor. 

I would  like  to  report  that  our  new  Preferred  Surgical  Plan 
which  permits  us  to  pay  the  doctor  direct  for  hospital 
visits  is  enjoying  tremendous  success,  as  is  our  new 
"Security  Life  Annuity,"  Six  Pay-Twelve  Year  Endowment, 
which  is  a very  attractive  savings  plan  with  special  at- 
tractions for  some  of  your  sub-standard  insurance  risks. 
Please  call  us  if  we  can  be  of  service. 

Respectfully  yours, 

HOSPITAL  BENEFIT  ASSURANCE 


Duke  R.  Gaskins,  M.D. 
Medical  Director 
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nificant”*^ results  in  75.3%  of  cases  of  acute  skeletal 
muscle  spasm,  and  moderate  results  in  20.3%  — or 
an  over-all  beneficial  response  in  95.6%.  Other 
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''In  the  author's  cliniccn  experience,  methocarbamol 
has  afforded  greater  relief  of  muscle  spasm  and  pain 
for  a longer  period  of  time  without  undesirable  side 
effects  or  toxic  reactions  than  any  other  commonly 
used  relaxants  . . 
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"An  excellent  result,  following  methocarbamol  ad- 
ministration, was  obtained  in  all  patients  with  acute 
skeletal  muscle  spasm."^ 


"In  no  instance  was  there  any  significant  reduction 
in  voluntary  strength  or  intensity  of  simple  reflexes."^ 
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(Robaxin)  is  a superior  skeletal  muscle  relaxant  in 
acute  orthopedic  conditions."^ 
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AMA  ENDORSES  'BRICKS-AND- 
MORTAR'  AID  TO  MEDICAL 
SCHOOLS 

A MERICAN  MEDICAL  Association  has  en- 
dorsed legislation  for  federal  grants  to  help 
build  and  equip  medical  and  dental  schools,  but 
has  advised  congress  that  it  opposes  any  finan- 
cial incentive  to  increased  enrollment  that  might 
tempt  schools  to  accept  more  students  than  they 
could  properly  train.  The  association’s  views 
were  presented  to  Chairman  Oren  Harris  (D., 
Ark.)  of  the  house  committee  on  interstate  and 
foreign  commerce,  which  has  under  considera- 
tion three  bills  on  this  subject. 

AMA  General  Manager  Dr.  F.  J.  L.  Blasin- 
game’s  letter  made  these  suggestions  regarding 
amendments  : 

1.  The  association  has  no  objection  to  grants 
greater  than  50  per  cent  of  the  cost  of  a project, 
if  there  is  no  financial  incentive  to  increased  en- 
rollment. One  bill  (HR  7841)  would  limit  the 
grant  to  50  per  cent,  unless  the  school  agreed  to 
increase  its  freshmen  enrollment  by  5 per  cent, 
in  which  case  the  school  could  receive  up  to  two- 
thirds  of  the  cost. 

2.  A proposed  advisory  federal  council  should 
have  si.x  of  its  members  “from  among  leading 
medical  authorities  and  public  members  should 
include  persons  skilled  in  the  broad  aspects  of 
engineering,  education,  finance  and  architec- 
ture.” 

3.  The  definition  of  “schools  of  medicine” 
should  be  changed  to  eliminate  schools  of  oste- 
opathy from  benefits.  “Osteopathy  is  not  a part 
of  medicine,  but  rather  is  a cult,  the  tenets  of 
which  are  based  on  unscientific  principles  . . .” 


Regarding  the  broad  issue  of  aid  to  medical 
schools,  Dr.  Blasingame  declared: 

“Generally,  the  American  Medical  Association 
is  opposed  to  federal  aid  in  those  areas  where 
private  citizens  and  local  communities  are  ca- 
pable of  providing  for  themselves.  We  believe 
federal  aid  to  be  a dangerous  device  because  of 
the  degree  of  control  and  regulation  which  must 
necessarily  accompany  federal  funds. 

“We  believe,  however,  that  there  is  sufficient 
need  for  assistance  in  the  expansion,  construc- 
tion, and  remodeling  of  the  physical  facilities  of 
medical  schools  to  justify  a one-time  expenditure 
of  federal  funds,  on  a matching  basis,  provided 
of  course,  that  maximum  freedom  of  the  schools 
from  federal  control  is  assured.” 

Regarding  the  bonus  for  increasing  enroll- 
ment, Dr.  Blasingame  states: 

“There  are  a number  of  features  of  HR  7841 
which  in  our  opinion,  if  adopted,  would  be  det- 
rimental to  medical  education.  First,  we  are 
concerned  that  the  bill  would  needlessly  estab- 
lish a precedent  for  urging  or  inducing  medical 
schools  to  increase  their  enrollment  more  rapid- 
ly than  is  justified  by  their  facilities,  personnel, 
and  teaching  material. 

“Without  an  analysis  of  each  individual  school, 
it  is  quite  possible  that  a 5 per  cent  increase  in 
freshmen  enrollment  at  the  present  time  would 
be  detrimental  to  the  quality  of  medical  educa- 
tion or  that  such  an  increase  in  succeeding  years 
would  be  unwise.  We  feel  obligated  to  point  out 
the  dangerous  principle  which  would  be  estab- 
lished, and  to  urge  the  committee  to  remove  this 
unnecessary  feature  from  the  bill.  We  are  cer- 
tain that  schools  capable  of  increasing  enroll- 
ment will  do  so  without  prompting.” 


MEDICAL  EDUCATORS  URGE 
ACTION  ON  MEDICAL  SCHOOL 
AID  BILLS 

Ij  fading  medical  educators  spent  two 
days  before  the  health  subcommittee  of  the 
house  interstate  committee  this  week  to  plead 
the  case  for  federal  matching  grants  for  expan- 
sion and  construction  of  medical  schools’  teach- 
ing facilities.  They  were  joined  by  two  adminis- 
tration witnesses.  Surgeon  General  Burney  of 
the  public  health  service,  and  Dr.  Aims  McGuin- 
ness,  special  assistant  to  Secretary  Folsom.  Their 
conclusion:  Legislation  would  be  in  the  national 


interest  and  of  great  benefit. 

Before  the  subcommittee,  headed  by  Rep. 
John  Bell  Williams  (D.,  Miss.)  are  four  bills: 
HR  6874  by  Chairman  Harris  of  the  full  commit- 
tee, and  HR  6875  by  ranking  minority  member 
Charles  Wolverton,  identical  bills  sponsored  by 
the  administration;  HR  7841  by  Rep.  John  Fo- 
garty (D.,  R.  I. ),  which  is  indorsed  by  the  AFL- 
CIO,  and  HR  11913  by  Rep.  Kenneth  Roberts 
(D.,  Ala.). 

As  the  panel-type  hearing  progressed,  a key 
point  appeared  to  be  the  provision  ( Roberts  and 
Fogarty  bills)  for  allowing  schools  as  much  as 
two-thirds  in  federal  funds  if  they  increase 
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freshmen  enrollment  by  5 per  cent.  The  Ameri- 
can Medical  Association  is  opposed  to  this  pro- 
vision. Other  highlights: 

Dr.  Hugh  H.  Hussey,  dean-designate  of 
Georgetown  Medical  School  and  AMA  trustee  — 
Medical  schools  have  outgrown  their  facilities 
and  the  solution  is  one-time  brick-and-mortar 
matching  grants.  Dr.  Ward  Darley,  executive  di- 
rector, American  Association  of  Medical  Col- 
leges — Each  of  the  medical  schools  should  be 
viewed  as  a national  resource  drawn  upon  by  all 
the  states,  the  armed  forces  and  all  parts  of  the 
economy.  Dr.  Wallace  Sterling,  president,  Stan- 
ford University  — Total  money  needed  by  the 
schools  for  new  facilities  is  beyond  the  reach  of 


private  philanthropy  or  local  taxation.  Dr.  Ver- 
non Lippard,  dean,  Yale  Medical  School  — By 
1975  the  U.  S.  will  require  another  2,000  gradu- 
ates a year  compared  with  the  present  7,000. 
Without  prompt  action,  there  will  be  a reduc- 
tion in  physicians’  services,  and  a crash  program 
later. 

Among  other  deans  testifying  were  Drs.  Ho- 
mer F.  Marsh,  University  of  Miami;  Robert  Ber- 
son.  University  of  Alabama;  John  Deitrich,  Cor- 
nell; E.  L.  Stebbins,  Johns  Hopkins,  and  Francis 
Herz,  American  Dental  Association;  Harry 
Lyons,  University  of  Virginia  Dental  School, 
and  C.  V.  Rault,  Georgetown  School  of  Den- 
tistry. 


ARE  YOU  FIT  TO  DRIVE? 

Donald  McLeod,  M.D. 

I N RECENT  YEARS,  the  American  Medical 
Association  has  become  vitally  interested  in  the 
problem  of  mounting  automobile  accidents  and 
injuries  on  the  nation’s  highways.  Its  board  of 
trustees  appointed  a committee  on  medical  as- 
pects of  automobile  injuries  and  deaths  to  in- 
vestigate the  situation  and  work  out  possible  so- 
lutions. 

A pamphlet,  “Are  You  Fit  To  Drive?”  has  been 
developed  by  this  committee  in  co-operation 
with  the  Center  for  Safety  Education,  Division 
of  General  Education,  New  York  University. 

As  mentioned  in  the  opening  pages,  “You  may 
think  you  are  in  good  health”  but  “under  certain 
circumstances  it  can  be  dangerous  for  you  to  be 
in  the  driver’s  seat!”  This  pamphlet  cites  a num- 
ber of  conditions  that  should  be  taken  into  con- 
sideration before  driving,  such  as  emotional 
problems  that  may  detract  the  driver,  or  the  fact 
that  certain  medicines  can  interfere  with  driving 
skills.  The  booklet  ends  on  the  note  that  the  doc- 
tor is  the  one  to  help  answer  the  all-important 
question,  “Am  I fit  to  drive?”  Copies  have  been 
furnished  each  component  county  medical  soci- 
ety secretary  for  review. 

Commenting  thereon,  MacDonald  Wood, 
M.D.,  chairman  of  the  safety  committee  of  this 
association,  stated: 

“This  is  an  outstanding  educational  aid  to  the 
entire  present  problem  of  motor  vehicle  acci- 
dents. This  will  provide  not  only  education  to 
the  public,  but  also  to  the  medical  profession. 
This  concise,  illustrated  booklet  is  the  first  step 


toward  educating  the  public  and  the  medical 
profession  of  the  desperate  need  of  minimal 
standards  of  driver’s  licensure.  Through  this 
means,  more  people  can  be  made  aware  of  the 
problems  and  will  be  willing  to  support  legisla- 
tion when  that  time  arrives.  The  availability  and 
expense  of  the  brochure  should  be  determined 
and  distributed  to  numerous  organizations  and 
agencies  and  as  wide  a coverage  of  the  motoring 
public  as  possible.” 

Distribution  of  this  pamphlet  has  now  been 
arranged.  Orders  therefor  may  be  directed  to: 
Association  of  Casualty  and  Surety  Companies, 
60  John  Street,  New  York  38,  N.  Y.,  at  a reduced 
rate  of  $4.60  per  100  copies  regardless  of  quan- 
tity. Here  is  opportunity  for  the  individual  or 
group  member(s)  to  render  a further  public 
service  through  wide  distribution  of  this  timely 
publication  in  the  interest  of  highway  safety.  A 
limited  number  are  available  free  for  your  re- 
view. Contact  your  central  office,  826  Security 
Building,  Phoenix,  Ariz. 
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Wilkins,  R.  W.:  New  England  J.  Med.  257:1026,  Nov.  21, 1957.  i : : i - i 
^'Chlorothiazide  added  to  other  antihypertensive  drugs  reduced  the  blood 
pressure  in  19  of  23  hypertensive  patients.”  "All  of  11  hypertension 
subjects  in  whom  splanchnicectomy  had  been  performed  had  a striking 
blood  pressure  response  to  oral  administration  of  chlorothiazide.”". . . it  is 
not  hypotensive  in  normotensive  patients  with  congestive  heart  failure,  in  ! 
whom  it  is  markedly  diuretic;  it  is  hypotensive  in  both  compensated  and 
decompensated  hypertensive  patients  (in  the  former  without  congestive 
heart  failure,  it  is  not  markedly  diuretic,  whereas  in  the  latter  in  congestive 
heart  failure,  it  is  markedly  diuretic) ” 

Freis,  E.  D.,  Wanko,  A.,  Wilson,  I,  H.  and  Parrish,  A.  E.:  J.A.M.A„166:137, 
Jan.  11,  1958. 

"Chlorothiazide  (maintenance  dose,  0.5  Gm.  twice  daily)  added  to  the 
regimen  of  73  ambulatory  hypertensive  patients  who  were  receiving  ofher 
antihypertensive  drugs  as  well  caused  an  additional  reduction  [16%]  of 
blood  pressure.”  “The  advantages  of  chlorothiazide  were  (1)  significant 
anti  hypertensive  effect  in  a high  percentage  of  patients,  particularly  when 
combined  with  other  agents,  (2)  absence  of  significant  side  effects  or 
toxicity  in  the  dosages  used,  (3)  absence  of  tolerance  (at  least  thus  far),  and 
<4)  effectiveness  with -simple  ‘rule  of  thumb’  oral  dosage  schedules.” 


RtSERPINE  (0.5  mgjdoy] 


200 
BLOOD 
PRESSURE 
mm.  Hg 

150 


RETINOPATHY 


HYDRAIAZINE 


PENTOLINIUM 


(200  my  -da/l 


CHLOROTHIAZIDE 


150 


90 


0 3 5 8 12  16  20  24  28  2 4 


(n  "Chlorothiazide:  A New  Type  of  Drug  for  the  Treatment  of  Arterial  Hypertension," 

Hollander,  W.  and  Wilkins,  R.  W.:  Boston  Med.  Quart.  8: 1,  September,  1957. 

MERCK  SHARP  & DOHME  Division  of  MERCK  & CO.,  Inc.,  Philadelphia  l,  Pa. 


as  simple  as 


INITIATE  THERAPY  WITH  'DIURIL*.  'OIURIL'  is  given  in  a dosage  range  of  from  250 
mg.  twice  a day  to  500  mg.  three  times  a day. 


ADJUST  DOSAGE  OF  OTHER  AGENTS.  dosage  of  other  antihypertensive  medication 
(feserpine,  veratrum,  hydralazine,  etc.)  is  adjusted  as  indicated  by  patient  response.  If  the  patient  is 
established  on  a ganglionic  blocking  agent  (e.g.,  'inversine')  this  should  be  continued,  but  the  total 
daily  dose  should  be  immediately  reduced  by  as  much  as  25  to  50  per  cent.  This  will  reduce  the 
serious  side  effects  often  observed  with  ganglionic  blockade. 


ADJUST  DOSAGE  OF  ALL  MEDICATION.  The  patient  must  be  frequently  observed  and 
careful  adjustment  of  all  agents  should  be  made  to  determine  optimal  maintenance  dosage. 

SUPPLIED:  250  mg.  and  500  mg.  scored  tablets  'diuril'  (chlorothiazide);  bottles  of  100  and  1,000. 
'DIURIL'  is  a trade-mark  of  Merck  & Co..  Inc. 


Smooth,  more  trouble-free  management  of  hypertension  with  'DIURIU 


458 


Arizona  Medicine 


June,  1958 


13  ARIZONA  HOSPITALS  TO 
HAVE  CANCER  REGISTRIES 

ANGER  REGISTRIES  are  being  instituted  in 
13  Arizona  hospitals  through  the  combined  ef- 
forts of  county  medical  societies,  hospital  man- 
agement, and  the  Arizona  division  of  the  Ameri- 
can Gancer  Society. 

Each  hospital  participating  in  the  cancer  reg- 
istry program  will  set  up  a record-keeping  sys- 
tem for  cancer  case  histories.  Subsequent  analy- 
sis of  these  records  will  enable  the  hospitals  and 
the  medical  profession  to  evaluate  the  quality  of 
cancer  care,  measure  the  effectiveness  of  cancer 
control  programs,  and  take  any  necessary  steps 
for  improvement. 

Perliminary  organization  for  the  registries  was 
done  by  Lawrence  Garfinkel  and  Abraham  Rin- 
gel  of  the  statistical  research  section,  national 


headquarters,  American  Gancer  Society.  The 
two  men  spent  several  weeks  in  Ariozna  recent- 
ly, meeting  with  hospital  officials  and  county 
medical  societies. 

Hospital  medical  record  librarians  have  been 
trained  in  the  systems  and  procedures  involved 
in  compiling  records  for  the  register.  Steps  have 
been  taken  to  recruit  American  Gancer  Society 
volunteers  who  would  be  available  to  assist  the 
medical  record  librarians. 

Hospitals  currently  participating  in  the  regis- 
try program  in  Arizona  are; 

Maricopa  Gounty:  St.  Joseph’s,  Maricopa 

Gounty,  Memorial,  Good  Samaritan,  Veterans’ 
Administration,  St.  Luke’s,  John  G.  Lincoln  and 
Southside  in  Mesa. 

Pima  Gounty:  Pima  Gounty,  St.  Mary’s,  Tuc- 
son Medical  Genter,  and  Tucson  Veterans’  Ad- 
ministration. 

Yuma  Gounty:  The  Yuma  Gounty  Hospital. 


THE  ROLE  OF  THE  MEDICAL 
PROFESSION  IN  EYE  CARE* 

^Reprinted  from  the  Cincinnati  Journal  of  Medicine,  March  1958, 

Many  PHYSIGIANS  are  in  doubt  and  have  ex- 
pressed concern  at  the  misunderstanding  and 
confusion  of  the  public  regarding  eye  care.  Very 
little  attention  has  been  given  by  medicine  in  the 
past  to  the  subject  of  public  education  relating 
to  medical  eye  care. 

The  National  Medical  Foundation  for  Eye 
Gare  was  organized  by  nationally  recognized 
leaders  in  ophthalmology  and  is  supported  by 
American  ophthalmologists  for  the  purpose  of 
gathering,  studying  and  disseminating  informa- 
tion to  the  medical  profession  and  the  public 
concerning  the  essentials  of  scientific  eye  care. 
The  foundation  will  prepare  literature  and  lec- 
tures for  the  public  explaining  the  basic  scien- 
tific standards  of  good  medical  eye  care,  the 
qualifications  of  ophthalmologists  and  the  train- 
ing and  functions  of  related  technical  personnel 
in  the  field  of  ocular  therapy. 

It  should  be  emphasized  that  it  is  not  the  pur- 
pose of  the  foundation  to  curtail  the  activities 
of  licensed  optometrists  in  the  field  of  eye  ex- 
amination for  the  purpose  of  prescribing  and 
fitting  glasses,  either  by  legislation  or  publicity. 

It  is  unfortunate,  however,  that  there  should 


exist  so  much  misunderstiinding  in  the  public 
mind  concerning  the  terms  ophthalmologist,  opti- 
cian, and  optometrist.  For  a better  understand- 
ing of  these  terms  the  National  Medical  Foun- 
dation for  Eye  Gare  published  a pamphlet  of 
definitions  (free  copies  available  upon  request) 
which  is  quoted  as  follows: 

An  ophthalmologist  is  a physician  — a Doctor 
of  Medicine  — who  specializes  in  the  care  of 
the  eye  and  all  the  related  structures.  He  diag- 
noses and  treats  defects  of  focus,  disorders  of 
function,  and  all  other  diseases  of  the  eye,  pre- 
scribing whatever  is  required,  including  glasses. 
He  is  often  concerned,  as  a consultant  member 
of  the  medical  team,  with  diseases  of  other  sys- 
tems of  the  body  or  general  diseases  which  man- 
ifest themselves  in  the  eyes  — diabetes,  toxemia 
of  pregnancy,  cancer,  multiple  sclerosis,  tuber- 
culosis and  other  infections,  hypertension,  mus- 
cular dystrophy,  brain  tumor  and  heart  disease, 
among  others.  Opthalmology  is  a branch  of  med- 
icine and  the  opthalmologist  is  an  eye  physician 
and  usually  also  an  eye  surgeon. 

An  ophthalmologist  has  first  completed  the 
full  course  of  medical  studies,  received  the  de- 
gree of  M.D.,  (Doctor  of  Medicine),  served  an 
internship  in  general  medicine  and  surgery  in  an 
approved  hospital,  and  has  then  taken  special 
training  in  ophthalmology.  Like  the  family  phy- 
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sician,  the  ophthalmologist  and  all  other  medi- 
cal specialists  are  licensed  to  practice  all  branch- 
es of  medicine  and  surgery. 

Oculist  is  a less  commonly  used  name  for 
ophthalmologist. 

An  optician  is  a skilled  technician,  auxiliary 
to  medicine,  who  supplies  and  fits  glasses  on 
the  prescription  of  a phyiscian.  He  is  trained  to 
make  the  necessary  facial  measurements;  to  for- 
mulate the  specifications  necessary,  and  to  make 
the  glasses  or  other  appliances;  and  to  adapt 
them  to  the  patient,  placing  them  properly  in 
relation  to  the  eyes.  He  supplies  glasses  or  other 
appliances  only  on  the  doctor’s  authorization. 

Aji  optometrist  is  a person  who  has  met  cer- 
tain legal  and  educational  requirements  and 
is  licensed  by  the  state  to  engage  in  the  prac- 
tice of  optometry.  He  is  not  a physician  or  doc- 
tor of  medicine.  The  word  optometry  comes 
from  two  Greek  words  — opto,  meaning  “eye” 
and  meter,  “measure.”  The  optometrist  measures 
the  focus  of  the  eye  for  glasses.  He  is  not  quali- 
fied or  permitted  to  use  drugs  for  these  tests 
or  for  any  other  purpose.  He  is  not  qualified  or 


permitted  to  diagnose  or  to  treat  ocular  dis- 
ease. He  may  supply  glasses  on  his  own  pre- 
scription. In  most  states  he  is  also  permitted, 
like  the  optician,  to  fill  the  ophthalmologist’s 
prescription  for  glasses. 

Early  diagnosis  in  cases  of  defective  vision 
is  of  the  utmost  importance  if  we  are  to  achieve 
the  ultimate  objective  — prevention  of  blindness. 
This  can  only  be  accomplished  by  helping  the 
public  and  the  medical  profession  to  under- 
stand the  basic  professional  and  scientific 
standards  of  good  eye  care. 

Every  child  should  have  a medical  eye  ex- 
amination before  starting  school.  This  is  just 
as  important,  and  in  our  considered  opinion 
more  important,  than  the  generally  accepted 
dental  examination,  both,  however,  being  abso- 
lutely essential  for  the  child’s  future  welfare. 

Every  adult  after  the  age  of  35  should  have 
periodic  medical  eye  examinations  to  rule  out 
such  blinding  conditions  as  glaucoma  ( the  great- 
est cause  of  blindness  in  middle  age,  occur- 
ring in  2 per  cent  of  adults  over  the  age  of  40), 
retinal  disease,  cataracts,  etc. 
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FEE  CONTRACTS  WITH  VA 
YIELD  TO  SIMPLER  PLAN 

KuSINESS  relations  between  the  veterans’  ad- 
ministration and  state  medical  societies  are  made 
less  formal,  more  flexible  under  terms  of  di- 
rectives signed  recently  by  Dr.  William  S. 
Middleton,  chief  medical  director.  Circular  10-51 
does  away  with  onerous  job  of  negotiating  “home 
town  care”  fee  schedules  each  year  with  55  states 
and  other  political  subdivisions;  substitutes  a 
one-time  letter  of  agreement  for  old  year-to- 
year  contract,  decentralizes  chores  of  adminis- 
tration. 

MAIN  POINTS  OF  NEW  SYSTEM  OF  FEE 
BASIS  SERVICES  TO  VETERANS 
Aims  and  Purposes: 

The  veterans’  administration  directive  on  new 
policy  and  procedure  in  negotiation  of  schedules 
of  medical  fees  lists  these  objectives:  (1)  Ad- 
vancement of  close  professional  liaison  at  field 
station  level;  (2)  simplification  of  dealings  with 
state  professional  societies;  (3)  development 
of  effective  working  relationships  between  VA 
medical  personnel  and  members  of  constituent 
medical  and  osteopathic  associations. 
Authorization: 

Under  existing  law,  VA’s  chief  medical  officers 
in  the  several  states  “are  authorized  to  con- 
sumate  agreements  with  professional  associa- 
tions, private  or  public  organizations,  or  persons 
to  provide  essential  medical  and  ancillary  serv- 
ices of  acceptable  professional  standards  on  a 
fee  basis  in  behalf  of  eligible  veterans  under 
conditions  specifically  approved  by  the  chief 
medical  director.” 

Medical  officers  in  the  field  are  not  em- 
powered, however,  to  effect  agreements  with 
individuals  to  render  service  on  a full-  or 
part-time  basis  wherein  an  employer-employe 
relationship  would  exist.  For  this,  approval  by 
central  office  in  the  nation’s  capitol  is  neces- 
sary. 

General  provisions: 

Beginning  July  1,  VA’s  chief  medical  officers 
are  authorized  to  develop  and  revise  schedules 
of  fees  for  medical  services  within  their  re- 
spective regional  areas.  Any  upward  adjustment 
of  fees  will  be  subject  to  approval  by  the  chief 
medical  director. 

“In  lieu  of  formal  contracts  currently  in  effect 
to  which  fee  schedules  are  attached,  arrange- 
ments will  be  made  by  chief  medical  officers  by 


agreement  with  the  constituent  associations  to 
develop  a mutually  acceptable  schedule  of  fees 
which  will  apply  in  authorizing  services  for  the 
fiscal  year  beginning  July  1,  1958.  It  will  be 
understood  that  such  arrangements  which  con- 
stitute a basis  of  understanding  involve  no  pay- 
ments to  the  associations  by  the  VA.” 

Authorizations  will  be  issued  direct  to  par- 
ticipating physicians  by  the  appropriate  VA  field 
office.  Fee  schedules  will  be  executed  on  a 
standardized  format  furnished  by  VA. 

In  any  state,  VA  may  negotiate  fee  schedules 
separately  with  the  medical  and  osteopathic 
societies.  If  an  osteopathic  association  concurs 
in  a schedule  agreed  to  by  the  medical  society 
in  same  state,  a single-schedule  plan  will  be 
adopted  for  joint  use.  “In  the  interest  of  uni- 
formity,” says  the  directive,  “central  office  de- 
sires to  encourage  this  approach  to  the  fullest 
extent  possible.” 

In  states  having  two  or  more  VA  ehief  medical 
officers,  those  attached  to  the  following  regional 
offices  will  be  responsible  for  carrying  out  ne- 
gotiations with  professional  groups;  California, 
San  Francisco  (osteopathic  only,  medical  un- 
decided); Louisiana,  New  Orleans;  Missouri, 
St.  Louis;  New  York,  N.Y.C.  (osteopathic  only); 
Ohio,  Cleveland;  Pennsylvania,  Philadelphia; 
Texas,  Dallas. 

Fee  Schedules: 

“All  fee  schedules,  negotiated  on  the  standard- 
ized format,  will  be  uniform  with  respect  to 
numerical  codes  and  descriptions  of  services 
listed  therein.  The  content  of  the  schedule  will 
reflect  those  services  generally  authorized  by 
field  stations  in  the  regional  area  and  required 
by  participating  physicians  to  provide  appropri- 
ate care  and  treatment  to  veterans. 

“New  items  of  service  not  previously  listed 
in  the  schedule  and  for  which  there  is  a sus- 
tained demand  may  be  introduced  into  the 
schedule  as  required  at  the  option  of  the  chief 
medical  officer  or  the  professional  assoeiation. 

“In  the  future,  adjustments  to  fees  listed  in 
the  schedule  may  be  proposed.  If  increased  al- 
lowances are  solicited  by  the  professional  as- 
sociation, the  proposal  with  supporting  justi- 
fication will  be  transmitted  by  that  organization 
to  the  field  station  of  jurisdiction  prior  to  Jan. 
1 of  each  year.  . . . Those  proposed  adjustments 
which  are  approved  by  the  chief  medical  direc- 
tor will  become  effective  at  the  beginning  of 
the  next  fiscal  year.” 
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Negotiations: 

To  date,  a dozen  or  more  state  medical  socie- 
ties have  signed  letters  of  agreement  and  ap- 
proved fee  schedules.  Heretofore  15  states  have 
had  no  contracts  with  VA  and  it  is  with  reference 
to  them  that  the  new  directive  states:  “In  those 
regional  areas  where  formal  agreements  are 
not  in  force  . . . chief  medical  officers  will  con- 
tact these  organizations  upon  receipt  of  this 
circular  to  determine  whether  or  not  the  associ- 
ation desires  to  arrange  for  a negotiated  sched- 
ule.” 

Distribution: 

“Copies  of  approved  fee  schedules  will  be 
reproduced  locally  by  the  field  station  of  juris- 
diction. Distribution  will  be  made  to  each  active 
participating  physician,  all  VA  hospitals  within 
the  regional  area,  other  interested  VA  installa- 
tions, the  professional  association  and  the 
ACMD-operations,  central  office. 

“Where  negotiated  fee  schedules  have  not 
been  established  covering  operations  in  fiscal 
year  1959,  Appendix  A will  govern  fee  al- 


FOGARTY FAVORS  CUSTODIAL  CARE 
CHANGE  IN  HILL-BURTON  LAW 

W HEN  it  comes  time  to  extend  the  Hill-Burton 
hospital  construction  law.  Rep.  John  Fogarty 
(D.,  R.  I.),  chairman  of  the  subcommittee  on 
the  HEW  budget,  would  like  to  see  it  provide 
for  construction  of  custodial  facilities  for  the 
aged.  Hill-Burton  Act  expires  in  June  1959,  but 
this  congress  is  expected  to  extend  it.  The  Rhode 
Island  congressman  also  favors  enlarging  the 
staffs  dealing  with  problems  of  the  aged. 

These  views  were  expressed  during  his  ap- 
pearance before  a house  education  and  labor 
subcommittee  on  HR  9822.  This  is  Mr.  Fogarty’s 
plan  for  grants  to  the  states  to  help  them  sponsor 
state  conferences  on  the  aging,  leading  up  to 
a White  House  conference  on  aging.  His  origi- 
nal idea  was  that  the  states  would  hold  their 
meetings  this  year  and  the  President  would  call 
the  national  conference  before  the  close  of  1958. 
However,  states  want  more  time  to  plan,  and 
Mr.  Fogarty  has  suggested  the  White  House 
meeting  be  held  off  until  the  spring  of  1960. 
Other  congressmen  appeared  in  support  of  bills 
on  the  aging,  most  of  which  would  set  up  new 
bureaus  or  offices  in  HEW. 


lowances.  Chief  medical  officers  are  responsible 
for  reproducing  and  distributing  copies  of  the 
appendix  to  each  participating  physician  within 
the  regional  area.” 

Accreditation: 

“Physicians  already  certified  to  the  VA  under 
terms  of  existing  contracts  with  professional  or- 
ganizations as  meeting  eligibility  criteria,  i.e., 
U.  S.  citizenship  and  licensure  to  practice  in 
the  state,  may  continue  to  be  utilized  subsequent 
to  July  1,  1958,  without  the  need  for  redesigna- 
tion. Member  physicians  in  the  intermediary 
states  will  continue  to  be  utilized  in  accordance 
with  contract  provisions  whereby  listings  of 
eligible  physicians  who  have  elected  to  render 
service  through  the  contractor  are  submitted  to 
the  VA  field  station  of  jurisdiction. 

“All  physicians  not  covered  in  the  foregoing 
subparagraph  desiring  to  participate  in  the  VA 
medical  program  on  a fee  basis  for  the  first 
time  following  the  beginning  of  fiscal  year  1959, 
will  be  appointed  pursuant  to  the  provisions  of 
paragraph  2.13,  DM&S  supplement.  Part  II, 
MP-5.” 


PHS  WORKING  ON  'PROGRESSIVE 
CARE'  PROGRAM  FOR  HOSPITALS 

T HE  PUBLIC  health  service  hopes  to  have 
available  by  fall  a report  that  will  serve  as  a 
guide  for  the  nation’s  hospitals  interested  in  a 
new  concept  of  patient  care  in  hospitals.  De- 
scribed by  one  PHS  official  as  a “radical  de- 
parture” from  the  present  organization  of  patient 
service,  the  program  is  known  as  “progressive 
medical  care.”  According  to  Dr.  Jack  C.  Halde- 
man,  deputy  chief  of  the  PHS  division  of  hos- 
pital and  medical  facilities,  there  would  be  five 
types  of  programs  patterned  to  fit  the  needs  of 
the  individual  patient  as  he  progressed  in  his 
illness  — intensive  care,  intermediate  care,  self 
care,  long-term  care  and  home  care. 

“As  the  patient  progresses  and  no  longer 
requires  intensive  type  therapy,  he  is  moved 
to  an  intermediate  care  type  of  \\ard  which 
does  not  have  to  be  equipped  for  the  really 
life-saving  measures,  where  the  need  of  this  t>  pe 
of  patient  can  be  better  met.  As  tliey  recover 
further  and  can  do  things  for  themselves  . . . they 
can  be  put  in  a self-care  unit.  . . . Also  there 
would  be  an  adjoining  unit  for  long-term  care 
patients.  . . 
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REGULATION,  STATE  BOARD  OF 
PHARMACY 

T HE  ARIZONA  State  Board  of  Pharmacy  at  a 
meeting  in  Phoenix,  Ariz.,  on  Jan.  14,  1958, 
adopted  the  following  regulation: 

Section  II-6:  Drugs,  medicines,  sick-room 
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THE  AMERICAN  PHYSICIAN  AND 
THE  WORLD  MEDICAL 
ASSOCIATION 

T 

1 HE  WOBLD  Medical  Association  is  protect- 
ing the  professional  interests  of  the  medical  pro- 
fession and  promoting  the  cause  of  world  peace. 

Now  in  its  11th  year,  the  World  Medical 
Association  is  a federation  of  the  most  repre- 
sentative national  medical  associations  in  53 
nations,  representing  more  than  700,000  phy- 
sicians. The  American  Medical  Association  is  a 
leading  member  of  WMA. 

Doctors  of  medicine  everywhere  cherish  the 
same  ideals  of  conduct  and  the  same  devotion 
to  human  welfare.  The  World  Medical  Associ- 
ation cultivates  the  common  purposes  of  the 
profession  and  is  a source  of  strength  to  phy- 
sicians in  every  land. 

Already,  by  solid  accomplishments,  the  World 
Medical  Association  has  earned  the  right  to 
call  itself  “the  international  voice  of  organized 
medicine.”  Thanks  largely  to  the  United  States 
committee  and  similar  supporting  committees 
of  physicians  in  other  leading  nations,  the  World 
Medical  Association  has  a well-tried  constitu- 
tional structure,  a small  but  efficient  secretariat, 
and  a trilingual  journal  of  growing  influence. 
The  permanent  office  of  the  secretariat,  serving 
both  the  association  and  the  United  States  com- 
mittee, is  located  in  the  United  States. 

In  1955,  the  United  States  committee  reached 
its  first  important  milestone:  a membership  of 
5,000  American  physicians. 

Even  with  this  modest  membership,  repre- 
senting scarcely  3 per  cent  of  American  medi- 
cine, important  achievements  have  been  regis- 
tered, many  of  which  would  have  been  impos- 
sible if  the  American  pharmaceutical  and  related 
industries  had  not  consistently  matched  the 
financial  support  given  the  United  States  com- 
mittee by  its  physician  members. 

In  1956,  128  members  of  the  committee  at- 


Tularemia Diagnosed  by  Boutine  Blood  Cul- 
ture. Journal  of  Laboratory  and  Clinical  Medi- 
cine, 1937,  22:346. 

Use  of  Sulfasuxidine,  Streptothricin  and  Strep- 
tomycin in  Nutritional  Studies  with  the  Chick. 
Journal  of  Biological  Chemistry,  1946,  165:437. 

( To  be  continued  in  the  July  issue ) 


tended  the  10th  general  assembly  in  Havana  as 
official  observers.  There  is  unique  inspiration 
and  enjoyment  in  meeting  our  collagues  from 
many  lands,  and  in  helping  to  formulate  pro- 
grams for  the  good  of  the  profession  and  the 
welfare  of  the  world. 

The  World  Medical  Association  provides 
traveling  physicians  with  introductions  to  col- 
leagues in  other  countries,  arranges  speaking 
engagements  for  them  abroad,  and  acquaints 
them  with  visiting  doctors  from  other  countries. 
The  World  Medical  Journal  is  sent  to  members 
of  all  national  supporting  committees. 

In  1953,  the  World  Medical  Association  spon- 
sored the  first  world  conference  on  medical  edu- 
cation, held  in  London.  A second  world  con- 
ference on  medical  education  is  planned  for 
1959,  to  be  held  in  the  United  States. 

Two  other  World  Medical  Association  ac- 
complishments that  have  strengthened  its  soli- 
darity throughout  the  world  were  the  promulga- 
tion in  1948  of  the  Declaration  of  Geneva,  com- 
prising a modern  re-statement  of  the  Hippocratic 
Oath,  and  the  adoption  in  1949  of  an  interna- 
tional code  of  medical  ethics. 

The  activities  of  the  World  Medical  Associa- 
tion in  the  field  of  social  security  are  of  par- 
ticular interest  to  American  physicians.  They 
have  revealed  unmistakably  the  physician’s  uni- 
versal need  for  freedom  from  third-part}'  inter- 
ference with  the  practice  of  medicine.  These 
activities  fortify  and  inspire  the  efforts  of  Ameri- 
can medicine  to  solve  our  socio-economic  prob- 
lems by  voluntary  methods. 

On  the  international  stage,  WMA  has  en- 
deavored to  counter  efforts  of  the  International 
Social  Security  Association  and  the  International 
Labor  Organization  to  promote  state  medicine 
under  social  security  programs.  The  World  Med- 
ical Association  has  earned  the  respect  of  the 
International  Labor  Organization  for  its  defense 
of  the  interests  of  medicine  against  the  Inter- 
national Labor  Organization  convention  for  med- 
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ical  socialization  in  1952.  Now  WMA  is  attempt- 
ing to  wrest  from  the  International  Labor  Or- 
ganization the  recognized  world  leadership  in 
occupational  medicine. 

The  World  Medical  Association  is  working  to 
protect  medical  research  and  to  safeguard  the 
national  pharmacopoeias  and  the  rights  of  in- 
dividuals discovering  new  drugs  and  agents  to 
name  them. 

The  World  Medical  Association  has  repre- 
sented the  profession  in  relation  to  the  World 
Health  Organization  — the  official  health  agency 
of  the  United  Nations.  In  the  face  of  an  at- 
tempt by  various  non-medical  agencies  to  draft 
an  international  code  of  medical  law,  WAIA  has 
insisted  that  such  a code  be  based  upon  ethieal 
principles  acceptable  to  the  profession. 

WMA  is  now  developing  two  new  projects  of 
direct  benefit  to  the  profession.  The  first  is  to 
establish  a central  repository  for  medical  records 
in  which  physicians  everywhere  in  the  world 
may  deposit  identifieation  papers  and  copies 
of  their  educational  and  legal  credentials.  Past 
wars  and  natural  disasters  have  spotlighted  the 
need  for  such  a safe  repository. 

Another  new  project  is  to  get  universal  ac- 
ceptance of  an  international  emblem  for  phy- 


CATASTROPHIC  INSURANCE  UP 
20-FOLD,  FOLSOM  TESTIFIES 

CCORDING  to  Secretary  Folsom,  major  medi- 
cal insurance  coverage  has  increased  almost  20- 
fold  in  five  years.  He  told  a house  appropria- 
tions subcommittee,  in  testimony  just  released, 
that  700,000  persons  had  such  coverage  in  1952, 
but  that  by  1957  the  total  had  reached  an  esti- 
mated 13  million.  “We  still  are  putting  our 
emphasis  on  the  voluntary  programs,”  he  said, 
“but  the  only  thing  I can  report  is  progress.” 
Chairman  Fogarty  commented:  “I  think  we 
could  do  more  in  this  field  than  we  are  doing.” 
Other  developments  in  the  testimony: 


INCOME  OF  RUSSIAN  DOCTORS 

V 

13  ENATOR  Thye  (R.,  Minn.),  quoting  reports 
received  by  him  from  an  engineering  professor 
who  visited  Russia,  says  in  the  Congressional 
Record  that  the  medical  doctor  or  attorney  in 
that  country  can  expect  to  kirn  the  equivalent 


sicians  and  their  fellow  workers  in  medical  civil 
defense  services.  The  Red  Cross  — whose  em- 
blem can  identify  and  protect  medical  services 
only  if  they  are  part  of  the  military  — has  co- 
operated with  WMA  in  this  project. 

For  all  these  activities,  and  for  many  more, 
additional  funds  are  needed.  Each  new  member 
not  only  contributes  his  nominal  membership 
dues,  but  he  lends  his  influence  to  the  program 
of  the  World  Medical  Association  and  its  United 
States  committee. 

America’s  world  leadership  challenges  Ameri- 
ca’s physicians  to  make  the  United  States  com- 
mittee a truly  representative  body  of  American 
physicians. 

Every  physician  in  the  U.  S.  A.  is  eligible  for 
membership  in  the  United  States  committee. 
Annual  membership  dues  are  $10.  Many  of  our 
members  regularly  make  contributions  to  the 
U.  S.  committee,  in  addition  to  their  dues.  Such 
contributions  are  tax  deductible. 

As  the  international  voice  of  organized  medi- 
cine, the  World  Medical  Association  is  speaking 
for  you.  It  is  seeking  to  promote  and  protect 
your  interests.  You  are  urgently  invited  to  join 
the  United  States  committee,  and  to  participate 
in  its  work. 

1.  Greater  use  of  co-insurance  would  help 
keep  down  hospitaliation  costs,  in  the  opinion 
of  Mr.  Fogarty.  “They  could  reduce  the  rates 
were  the  person  to  pay  for  the  first  day  or  two, 
rather  than  have  the  plan  pay  for  the  entire 
costs  from  the  very  beginning.”  Secretary  Fol- 
som agreed  that  with  a deductible  feature  “there 
would  be  a dropping  off  in  the  proportion  of 
those  in  hospitals  who  should  not  be  there.” 

2.  The  secretary  said  more  money  should  be 
spent  on  nursing  homes  for  the  aged  and  chronic 
disease  hospitals,  because  they  cost  less  to  build 
and  operate  than  regular  hospitals,  but  that 
communities  were  slow  to  take  advantage  of 
Hill-Rurton  funds  offered  them  for  such  in- 
stitutions. 

of  between  $325  and  $450  per  month,  while  a 
university  professor  will  be  getting  $1,500  to 
$2,750  plus  such  extra  benefits  as  autos  at  no 
cost.  Experienced  engineers  are  paid  about  what 
doctors  are,  high  school  teachers  $300  to  $325, 
common  labor  about  $125.  Ordinary  li\  ing  costs 
in  Russia  are  reflected  in  the  price  of  shoes: 
ordinary,  $25;  good  ipiality,  $75  to  $100. 
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"SOLDIERS  IN  WHITE" 

T 

1 HE  LIFE  story  of  an  army  medical  officer 
who  came  to  be  regarded  as  America’s  greatest 
bacteriologist  is  soon  to  appear  in  book  stores 
and  libraries,  according  to  announcement  by 
Duke  University  Press. 

“Soldiers  in  White,”  the  life  of  Gen.  George 
Miller  Sternberg,  is  expected  to  be  published 
in  June.  Its  author  is  John  M.  Gibson,  of  the 
North  Carolina  State  Board  of  Health,  Raleigh. 
Mr.  Gibson  is  also  author  of  “Physician  to  the 
World,”  the  life  of  Gen.  William  C.  Gorgas, 
published  by  Duke  University  Press  in  1950, 
and  contributor  to  a number  of  national  maga- 
zines. 

General  Sternberg,  a native  of  upstate  New 
York,  was  graduated  from  the  College  of  Phy- 
sicians and  Surgeons  of  Columbia  University. 
He  joined  the  Union  army  as  a medical  officer 
at  the  outbreak  of  the  Civil  War,  was  captured 
after  the  battle  of  Bull  Run  when  he  refused 


to  leave  the  battlefield  in  order  to  treat  the 
wounded  of  both  armies,  escaped  from  a prisoner 
of  war  camp  and  rejoined  his  outfit  in  Wash- 
ington, serving  with  it  throughout  the  war. 
Remaining  in  the  army  after  the  war,  he  took 
part  in  numerous  campaigns  against  the  In- 
dians and  devoted  as  much  spare  time  as  pos- 
sible to  medical  research.  He  was  one  of  the 
first,  if  not  the  first,  to  demonstrate  the  tubercle 
bacillus  in  this  country  after  its  discovery  by 
Koch  in  Germany  and  pioneered  in  many  other 
fields  of  medical  discovery.  As  surgeon  general 
of  the  army  during  the  Spanish-American  war, 
he  carried  on  the  task  of  protecting  the  health 
of  American  soldiers  under  extremely  difficult 
circumstances.  Long  interested  in  yellow  fever 
research,  he  sent  Walter  Reed  and  the  other 
members  of  the  yellow  fever  commission  to 
Havana  after  the  war  to  carry  on  the  research 
which  resulted  in  the  identification  of  the  Stego- 
myia  mosquito  as  the  vector  of  that  disease. 
General  Sternberg  was  elected  president  of  the 
American  Medical  Association  in  1897. 


WMA  — THE  INTERNATIONAL 
VOICE  OF  ORGANIZED  MEDICINE 
— IS  SPEAKING  FOR  YOU 

T 

1 HE  WORLD  Medical  Association  is  the  only 
world-wide  non-governmental  association  dedi- 
cated to  free  enterprise  in  medicine. 

Membership  in  the  United  States  committee 
of  the  World  Medical  Association  will  bring 
you  the  opportunity  to: 

Protect  and  promote  the  freedoms  essential 
to  good  medical  practice. 

Raise  the  standards  of  medical  service  and 


health  throughout  the  world. 

Associate  with  physicians  from  all  over  the 
world  in  sharing  professional  knowledge  and 
understanding. 

Join  in  a world  forum  for  solution  of  problems 
common  to  medicine  the  world  over. 

Read  the  World  Medical  Journal  — the  only 
world-wide  medium  for  dissemination  of  medical 
information. 

Join  now  — with  more  than  700,000  phy- 
sicians from  nearly  60  countries. 

WMA  is  approved  by  the  American  Medical 
Association. 


Dr.  Louis  H.  Bauer,  Secretary-Treasurer 

U.  S.  Gommittee,  Inc.,  World  Medical  Association 

10  Golumbus  Gircle,  New  York  19,  N.  Y. 

I desire  to  become  an  individual  member  of  the  World  Medical  Association,  United  States 

Committee,  Inc.,  and  enclose  check  for  $ my  subscription  as  a : 

Member  $10  a year 

Patron  Member  $100  or  more  per  year 

Life  Member  $250  ( no  further  assessments ) 

Signature 

Address 


( Contributions  are  deductible  for  income  tax  purposes) 

Please  make  checks  payable  to  the  U.  S.  committee,  the  World  Medical  Association. 
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when  eating  moves  outdoors . . . 


CREMOSUXIDINE 


SULFASUX  (DIN  SUSPENSION  WITH  KAOLIN  AND  PECTIN 


CONTROLS  “SUMMER  COMPLAINT  ” 


For  people  at  work  or  on  vacation,  “summer  complaint”  is  an  annoying:  hazard  of 
warm  weather.  Changes  in  routine  or  in  eating  or  drinking  habits  can  cause  diarrhea 
and  ruin  summer  days. 

CREMOSUXIDINE  gives  prompt  control  of  seasonal  diarrhea  by  providing  antibac- 
terial and  antidiarrheal  benefit.  It  detoxifies  intestinal  irritants  and  soothes  inflamed 
mucosa. 


Chocolate-mint  flavored  CREMOSUXIDINE  is  so  pleasant  to  take  too ! 


CREMOSUXIDINE  and  SUI.FASUXIDINR 
are  trade-marks  of  Merck  & Co.,  Inc. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1,  PA. 
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NEW  DATA  ON  FREQUENCY  OF 
PHYSICIAN  VISITS^ 

A NATIONAL  health  survey  report  published 
by  the  U.  S.  public  health  service  reveals  a 
wealth  of  statistics,  many  of  them  quite  interest- 
ing, on  the  place,  time  and  wherefore  of  calls 
upon  doctors.  The  information  came  from  per- 
sonal interviews  conducted  in  some  9,000  house- 
holds in  all  parts  of  the  country,  covering  about 
28,500  men,  women  and  children  of  different 
economic  and  social  strata.  A few  of  the  find- 
ings: 

It  is  estimated  that  there  were  199  million 
physician  visits  in  the  U.  S.  between  July  1 and 
Sept.  29,  1957.  This  is  at  annual  rate  of  4.8 
visits  per  year.  For  males,  of  all  ages,  the  rate 
is  3.9  and  for  females,  5.5. 

Two-thirds  of  all  visits  were  in  the  phy- 
sician’s office.  Only  8 per  cent  were  in  the  home; 
13  per  cent  were  in  the  hospital,  and  most  of 
remainder  were  telephone  consultations. 


ACADEMY  OF  GENERAL  PRACTICE 
ANNOUNCES  NEW  OFFICERS 

Officers: 

President,  Holland  T.  Jackson,  M.D.,  Medi- 
cal Arts  Building,  Fort  Worth,  Texas;  vice  presi- 
dent, Charles  C.  Cooper,  M.D.,  332  Hamm 
Building,  St.  Paul,  Minn.;  president-elect.  Fount 
Richardson,  M.D.,  316  W.  Dickson,  Fayetville, 
Ark.;  chairman  of  the  board,  John  G.  Walsh, 
M.D.,  2901  Capitol  Ave.,  Sacramento,  Calif.; 
treasurer,  Albert  E.  Ritt,  M.D.,  490  N.  Snelling 
Ave.,  St.  Paul,  Minn.;  executive  director  and 
general  counsel,  Mac  F.  Cahal,  J.D.,  Volker 
Boulevard  at  Brookside,  Kansas  City,  Mo.; 
speaker  of  the  congress  of  delegates,  James  D. 
Murphy,  M.D.,  1556  W.  Magnolia,  Fort  Worth, 
Texas.,  vice  speaker  of  the  congress  of  delegates, 
Horace  W.  Eshbach,  M.D.,  4450  State  Rd., 
Drexel  Hill,  Pa. 

Directors: 

James  M.  Perkins,  M.D.,  (Term  expires  1961), 
227  16th  St.,  Denver,  Colo.;  Paul  S.  Read,  M.D., 
(Term  expires  1961),  2415  Fort  St.,  Omaha,  Neb.; 
John  Paul  Lindsay,  M.D.,  (Term  expires  1961), 
5207  Harding  Rd.,  Nashville,  Tenn.;  Norman  R. 
Booher,  M.D.,  (Term  expires  1960),  447  E.  38th 
St.,  Indianapolis,  Ind.;  M.  C.  Wiginton,  M.D., 
(Term  expires  1960),  310  W.  Thomas  St.,  Ham- 


mond, La.;  Mary  E.  Johnston,  M.D.,  (Term  ex- 
pires 1960),  Tazewell,  Va.;  John  G.  Walsh,  M.D., 
(Term  expires  1959),  2901  Capitol  Ave.,  Sacra- 
mento, Calif.;  Carleton  R.  Smith,  M.D.,  (Term 
expires  1959),  1101  Main  St.,  Peoria,  111.;  Eloyd 
C.  Bratt,  M.D.,  (Term  expires  1959),  833  South 
Ave.,  Rochester,  N.  Y.,  and  Malcom  E.  Phelps, 
M.D.,  (ex-officio),  203  S.  Macomb,  El  Reno, 
Okla. 


No  more  late  billing... 


All-Electric  machine  makes  itemized  statement 
in  4 seconds  . . . right  from  your  account  cards 


No  more  late  billing  when  you  send  itemized  statements  made  in  just  4 
seconds.  With  the  new  THERMO-FAX  "Secretary”  Copying  Machine, 
your  nurse  or  receptionist  copies  office  account  cards  for  only  2^  per  copy. 
This  copy  is  the  bill.  You  save  rime,  simplify  your  billing  . . . and  your 
patients  get  the  itemized  statements  they  want.  New  AlI-EIectric  copy 
maker  costs  jast  $299*.  Dry  process  eliminates  chemicals  or  special 
installations.  *SuggejtfJ  rtlail price. 


HUGHESCALIHAN 


COKPOKATION 


r 


1311  N.  Central  417  E.  3rd  St. 

Phoenix,  Arizona  Tucson,  Arizona 


AL  8-3461 


MA  4-4372 


DRIVE-IN  PRESCRIPTION  WINDOW 

PEOPLE'S  DRUG  STORE 


111  E.  Dunlap 
WE  3-9152  - WI  3-9964 
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\2th  ANNUAL  ROCKY  MOUNTAIN 
CANCER  CONFERENCE 
Denver,  July  9,  10,  1958 

835  Republic  Building  • Denver  2,  Colo. 


PRELIMINARY  PROGRAM 


WEDNESDAY,  JULY  9 
Morning  Session: 


Symposium  — Lumps  and  Bumps.  Participat- 
ing physicians:  R.  H.  Chamberlain,  radiologist, 
Philadelphia;  Ian  G.  MacDonald,  surgeon,  Los 
Angeles;  Henry  Rappaport,  pathologist,  Chicago, 
and  Robert  J.  Samp,  surgeon.  Madison,  Wis. 
Noon: 

Round  table  discussion. 

Afternoon  Session: 

Hugh  J.  Jewett,  urologist,  Baltimore,  “Car- 
cinoma of  the  Bladder:  Problems  in  Manage- 
ment.” 

Norman  F.  Miller,  Ob-Gyn,  Ann  Arbor,  Mich., 
“Garcinoma  of  the  Endometrium.” 

William  A.  Altemeier,  surgeon,  Cincinnati, 
“Carcinoma  of  the  Biliary  Tract.” 

David  A.  Karnofsky,  internist.  New  York, 
“Cancer  Chemotherapy:  Drugs  Available  and 
Indications  of  Therapy.” 

Evening: 

Social  hour  and  banquet.  Speaker,  Dr.  William 
H.  Alexander,  sponsored  by  General  Motors, 
“The  Power  To  Become.” 


THURSDAY,  JULY  10 
Morning  Session: 

Symposium  — Optimistic  Palliation  of  Incur- 
able Gancer.  Participating  physicians:  R.  H. 
Ghamberlain,  Norman  Miller,  Hugh  J.  Jewett, 
David  A.  Karnofsky,  and  William  A.  Altemeier. 
Noon: 

Round  table  discussion. 

Afternoon  Session: 

Ian  G.  MacDonald,  “Biological  Gonsiderations 
in  Treatment  of  Mammary  Garcinoma.” 

Henry  Rappaport,  “Myeloproliferative  Dis- 
eases.” 

Robert  J.  Samp,  “Gancer  Gontrol  Obstacles: 
The  Frightened,  The  Evasive,  and  The  Difficult- 
to-Reach  Patient  and  Public.” 

ALEXIS  E.  LUBCHENGO,  M.D. 

Ghairman 

Headquarters  • Sliirley-Savoy  Hotel 
Sponsored  by  the  Colorado  State  Medical  Society  and  the  Colo- 
rado Division  of  the  American  Cancer  Society 


UNIVERSITY  OF  COLORADO 
MEDICAL  CENTER 

FUTURE  POSTGRADU./VTE  GOURSES 

Ophthalmology,  July  21-24,  1958. 

Seventh  annual  Western  cardiac  conference, 
Aug.  1 1-16,  1958. 

Athletic  injuries,  Aug.  25-27,  1958. 

Pediatries,  Sept.  4-9,  1958. 

General  practice  review,  Jan.  19-24,  1959. 

SUMMER  CLASSES  — UNIVERSITY 
OF  CALIFORNIA  AT  LOS  ANGELES 

June  16-18  — 15  hrs.  — Techniques  of  Hypnosis 
(enrollment  limited).  Small  group  instruction. 

June  18-20  — 15  hrs.  — Advanced  Techniques 
and  Application  of  Hypnosis  ( enrollment 
limited).  Demonstration  on  patients. 

June  27  and  28  — 12  hrs.  — Dissection  of  the 
Thorax,  Abdomen  and  Pelvis  ( enrollment 
limited  to  32;  four  students  to  a cadaver). 

July  17-19  — 18  hrs.  — Obstetrics  and  Gyne- 
cology. 

July  28-Aug.  1—40  hrs.  — Techniques  of 
Surgery  (enrollment  limited  to  14). 

Aug.  20-24  — 16  hrs.  — Internal  Medicine 
(enrollment  limited).  To  be  held  from  Wednes- 
day afternoon  through  Sunday  morning  at  the 
University  of  California  Residential  Conference 
Center  at  Lake  Arrowhead. 

Aug.  27-29  — 18  hrs.  Anesthesiology. 

For  detailed  program  please  write:  Medical  Extension,  Uni- 
versity of  California  Medical  Center,  Los  Angeles  24,  Calif.,  or 
telephone  GRanite  8-9711  or  BRadshaw  2-8911,  extension  7il4. 

CONFERENCE  ON  MENTAL  HEALTH 

T HE  DATE  for  the  Fifth  Annual  Conference 
of  Mental  Health  Representatives  of  the  State 
Medical  Associations  sponsored  by  the  Ameri- 
can Medical  Association’s  Council  on  Mental 
Health  has  been  set  for  Nov.  21  and  22,  1958, 
at  the  Drake  Hotel,  Chicago. 

The  conference  will  start  with  registration  at 
9:15  a.m.  on  Nov.  21,  and  a first  plenary  session 
at  10  a.m.  It  will  then  break  up  into  discussion 
groups  for  a morning  session  and  a second  group 
discussion  period  for  the  afternoon  of  Nov.  21, 
and  will  terminate  about  12  noon  on  Now  22. 

The  group  discussion  topics  selected  for  this 
year  are  as  follows: 

1.  Emotional  block  \ersus  brain  damage  in 
the  diagnostic  categories  of  mental  retardation 
or  mental  deficiency  in  school  children. 

2.  Conununicabilit\'  of  mental  disorders. 
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3.  Education  for  psychiatric  medicine. 

4.  The  joint  commission  on  mental  illness  and 

OTOLARYNGOLOGY  — UNIVERSITY 
OF  ILLINOIS 

The  department  of  Otolaryngology,  Uni- 
versity of  Illinois  College  of  Medicine,  announces 
its  annual  assembly  in  otolaryngology  from  Sept. 
29  through  Oct.  5,  1958.  The  assembly  will  con- 
sist of  an  intensive  series  of  lectures  and  panels 

CHARITY— KINDNESS 

D OCTORS  ought  to  quit  calling  “charity  cases” 
by  that  name.  Instead,  they  ought  to  call  them 
kindness  cases  — and  make  it  perfectly  clear  that 
such  service  implies  an  obligation.  Every  patient 
thus  served  should  be  made  to  understand  that 
he  is  expected  to  pay  for  it  — not  with  money  — 
but  by  means  of  a comparable  kindness,  done 
in  his  own  way  for  somebody  else. 

Charity  inflicted  on  one  who  is  financially 
unable  to  defend  himself  often  does  more  harm 
than  good.  However  tactfully  done,  it  robs  a 
person  of  some  of  his  self-respect,  makes  him  feel 
inferior.  Rut  if  you  do  what  you  do  for  him 
as  a kindness  and  let  him  pay  for  it  in  similar 
terms,  you  give  him  a chance  to  hold  his  head 
higher.  And  you  feel  a lot  different  about  the 
matter  vourself.  Robins  Reader 


FDA  SEIZES  MEDICAL  DEVICES 

T OOD  and  drug  administration  has  made  a 
roundup  of  six  medical  devices  it  describes  as 
worthless.  Two  were  cabinets  wired  for  low 
voltage  electric  circuits  and  set  up  with  elabor- 
ate dials  and  controls.  Seized  in  the  office  of 
an  operator  who  had  both  medical  and  chiro- 
practic degrees,  the  devices  were  said  to  help 
in  “body  areas  of  congestion,  inflammation  and 
irritation,”  and  to  be  valuable  in  treating  un- 
dulant  fever,  cancer,  tuberculosis,  metallic  pois- 
ons and  serious  infections.  Another  gadget  was 
advertised  as  correcting  or  preventing  disease 
by  “measuring  nerve  interference.”  The  other 
three  devices  were  a rubber  massage  brush,  an 
arrangement  of  colored  lights,  and  an  “infra 
red”  generator  seat,  all  advertised  as  helpful  in 
treating  a wide  variety  of  diseases  and  con- 
ditions. 


health  — progress  and  problems. 

5.  Mental  illness  and  health  in  the  aged. 

concerning  advancements  in  otolaryngology,  and 
evening  sessions  devoted  to  surgical  anatomy  of 
the  head  and  neck,  and  histopathology  of  the 
ear,  nose  and  throat. 

Interested  physicians  should  write  direct  to 
the  Department  of  Otolaryngology,  1853  West 
Polk  St.,  Chicago  12,  111. 


HOW  MUCH  CASH  WILL  BE 
NEEDED  TO  SETTLE  YOUR  ESTATE? 

r 

L*  ASH  will  be  needed  to  pay  administration 
costs,  debts,  federal  and  state  taxes.  Edwin  H. 
White,  C.L.U.,  has  worked  out  figures  on  estate 
settlement  cost  based  on  treasury  department’s 
statistics  for  the  years  1947  to  1950  covering 
more  than  72,000  estates.  Using  current  federal 
tax  rates,  assuming  maximum  ■ use  of  marital 
deduction  and  a widow  and  two  children  sur- 
viving, here  are  average  cash  needs  for  estates 


different  sizes. 

Per  Cent 

Estate 

Cash  Needed 

of  Estate 

$ 100,000 

$ 12,000 

11.9 

250,000 

38,000 

15.2 

500,000 

103,000 

20.6 

750,000 

169,000 

22.5 

1,000,000 

238,000 

23.8 

5,000,000 

1,550,000 

31.0 

PROGRESS  TOWARD  CANCER 
VACCINE 

P HYSICIANS  doing  research  at  the  McKinney, 
Texas,  veterans’  administration  hospital  report 
that  they  uncovered  evidence  “that  could  point 
the  way  toward  development  of  a vaccine  for 
treatment  of  some  types  of  cancer.”  Their  work, 
they  say,  indicates  the  existence  of  a natural 
defense  mechanism  of  the  body  against  cancer, 
the  same  type  of  reaction  that  makes  vaccine 
against  polio  and  other  diseases  possible.  The 
researchers  now  are  looking  for  a way  to  acti- 
vate this  reaction  to  the  extent  it  would  be 
useful  in  destroying  some  types  of  malignant 
growth.  Work  is  now  under  way  with  tissue 
cultures  and  volunteer  patients.  Participating 
are  Drs.  Russell  H.  Wilson,  Dale  A.  Clark  and 
William  L.  DeGinder. 
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^^Pliocnix  (Clinical  ^^luL 


The  -Case  History  in  this  discussion  is  selected 
from  the  Case  Records  of  the  Massachusetts  Gen- 
eral Hospital,  and  reprinted  from  the  New  England 
Journal  of  Medicine.  The  discussant  under  Differ- 
ential Diagnosis  is  a member  of  the  staff  of  the 
Massachusetts  General  Hospital.  The  other  dis- 
cussants are  members  of  the  Phoenix  Clinical  Club. 


MASSACHUSETTS  GENERAL 
HOSPITAL 

PRESENTATION  OF  CASE  43141 

A 34-YEAR-OLD  housewife  entered  the  hospi- 
tal because  of  diarrhea. 

During  the  two  previous  years,  she  noted  in- 
termittent episodes  of  dull  pain  in  the  upper 
abdomen  that  occurred  about  an  hour  after 
meals.  The  pain  was  made  worse  by  fried  food 
and  was  not  relieved  by  antacids.  During  the  11 
months  before  entry,  her  weight  fell  from  110 
to  71  pounds.  The  abdominal  pain  subsided 
spontaneously  seven  months  before  admission. 
At  this  time,  an  upper  gastrointestinal  series,  a 
cholecystogram  and  a barium-enema  examina- 
tion were  reported  as  negative.  She  began  to 
have  diarrhea,  with  putty  colored,  foamy,  loose, 
foul-smelling  stools.  The  diarrhea  gradually  be- 
came more  persistent,  and  a month  before  ad- 
mission she  passed  one  to  six  stools  daily.  The 
diarrhea  was  associated  with  weakness  and  some 
exertional  dyspnea.  Mild  crampy  pain  in  the 
lower  abdomen  was  noted  before  and  was  re- 
lieved by  the  passage  of  a stool.  No  blood  or 
mucus  was  noted  in  the  stools.  Because  of  ane- 
mia, her  physician  treated  her  with  injections  of 
“crude  liver  extract  combined  with  vitamin 
R12.”  Six  days  before  entry  the  hemoglobin 
was  9.7  gm.  per  100  ml. 

Four  years  before  admission,  she  was  admit- 
ted to  another  hospital  for  10  days  because  of 
pain  in  the  left  wrist  and  knee  joints,  a high  fe- 
ver and  a streptococcal  infection  of  the  throat. 
She  was  treated  suecessfully  with  chlortetracy- 
cline.  There  was  an  episode  of  “bursitis”  three  or 
four  years  before  admission.  Pigmentation  of 
the  skin  that  she  attributed  to  exposure  to  the 
sun  was  present  during  the  several  months  be- 
fore entry. 

Physical  examination  revealed  an  emaciated 
woman  with  a gray-tan  pigmentation  of  the  skin 


over  exposed  areas.  Two  movable,  nontender 
lymph  nodes  were  palpable  in  the  right  axilla. 
Similar  lymph  nodes  that  measured  1 cm.  in  di- 
ameter were  noted  in  each  inguinal  region. 
Smaller  similar  cervical  lymph  nodes  were  pal- 
pable. Examination  of  the  chest  was  negative. 
The  abdomen  was  doughy,  nontender  and  mark- 
edly distended.  The  upper  edge  of  liver  dullness 
was  low.  The  edge  of  the  liver  was  palpable  two 
or  three  finger-breadths  below  the  right  costal 
margin.  The  spleen  was  not  felt.  The  bowel 
sounds  were  decreased.  Rectal  examination  was 
negative. 

The  temperature  was  98°F,  the  pulse  124,  and 
the  respirations  20.  The  blood  pressure  was  110 
systolic,  78  diastolic. 

The  urine  gave  a green  test  for  sugar.  Exam- 
ination of  the  blood  revealed  a hemoglobin  of 
8.7  gm.  per  100  ml.  and  a white-cell  count  of 
7,600.  The  reticulocyte  count  was  1.4  per  cent. 
The  erythrocytes  were  normocytic  and  moder- 
ately hypochromic,  with  moderate  anisocytosis 
and  poikilocytosis.  Platelets  were  abundant.  The 
nonprotein  nitrogen  was  21  mg.,  the  calcium  8.2 
mg.,  the  phosphorus  3.7  mg.,  the  total  protein 
6.1  gm.,  the  albumin  3.6  gm,  the  globulin  2.5 
gm.,  the  iron  80  micogm.,  and  the  fasting  blood 
sugar  81  mg.  per  100  ml.  The  sodium  was  135 
milliequiv.,  the  potassium  4.3  milliequiv.,  and 
the  chloride  105  milliequiv.  per  liter.  The  alka- 
line phosphatase  was  3.3  units.  The  prothrombin 
content  was  32  per  cent.  The  serum  carotene  was 
0.  The  protein-bound  iodine  was  7.1  micogm. 
per  100  ml.,  and  the  radioactive-iodine  uptake 
was  42.3  per  cent  in  48  hours.  The  d-xylose  ab- 
sorption test  showed  a urinary  excretion  of  1.3 
gm.  In  five  hours  (normal,  6.5  plus-minus  1.2 
gm).  Cytologic  examination  of  gastric  fluid  for 
malignant  cells  was  negative.  Drainage  of  duo- 
denal contents  showed  normal  duodenal  en- 
zymes and  an  alkaline  pH;  cytologic  examina- 
tion for  malignant  cells  was  unsatisfactory.  Stool 
specimens  were  gray  brown  to  putty  colored  and 
gave  three-plus  and  four-plus  guiaic  tests;  the> 
contained  a normal  amount  of  neutral  fat,  four- 
plus  soaps  and  other  fat  combinations,  and  no 
undigested  muscle  fibers;  a culture  was  nega- 
tive for  entreric  pathogens.  X-ray  films  of  the 
chest  were  normal.  Films  of  the  lumbar  spine 
and  pelvis  demonstrated  moderate  dcmincrali- 
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zation.  An  upper  gastrointestinal  series  showed 
a normal  esophagus,  stomach  and  duodenum; 
the  barium  passed  through  the  small  intestine 
in  less  than  three  hours;  in  the  upper  portion  of 
the  small  intestine  the  plicae  circulares  appeared 
prominent;  the  spleen  was  not  enlarged.  A bari- 
um-enema examination  showed  no  obstruction. 
Proctoscopic  examination  was  negative. 

Shortly  after  admission,  the  diarrhea  ceased, 
and  most  stool  specimens  were  obtained  only 
after  non-oily  laxatives  were  given.  Biopsy  of  an 
axillary  lymph  node  showed  chronic  lymphade- 
nitis. Under  anesthesia  an  oval,  rubbery,  mova- 
ble mass  that  measured  3 cm.  in  diameter  was 
felt  below  and  to  the  right  of  the  umbilicus.  The 
temperature  ranged  between  normal  and 
100.2°F.  With  transfusions  of  blood  and  Hyki- 
none  given  simultaneously,  the  hemoglobin  rose 
to  12.8  gm.  per  100  ml.,  and  the  prothrombin 
content  ranged  between  43  and  60  per  cent. 

On  the  13th  hospital  day  an  operation  was 
performed. 

JAMES  R.  MOORE,  M.D.: 

The  outstanding  features  of  this  34-year-old 
woman’s  illness  were: 

1.  A chronic  diarrhea  with  foul,  frothy,  putty 
colored  stools. 

2.  Marked  weight  loss  from  110  to  71  pounds. 

3.  A grey-tan  skin  pigmentation  of  several 
months  duration. 

4.  Moderate  liver  enlargement. 

5.  Normal  temperature  and  laboratory  find- 
ings, except  for  a normocytic  and  moderate  hy- 
pochromic anemia  with  moderate  anisocytosis 
and  poikilocytosis. 

6.  A poorly  described  movable,  rubbery  mass 
3 cms.  in  diameter  to  the  right  and  below  the 
umbilicus.  Whether  or  not  this  was  in  the  ab- 
dominal wall  or  within  the  peritoneal  cavity  is 
not  stated,  but  presumably  it  was  thought  to  be 
the  latter. 

7.  A history  of  an  attack  of  some  form  of  mul- 
tiple arthritis  and  “bursitis”  four  years  previous 
to  this  admission. 

With  the  above  combination  of  findings,  par- 
ticularly the  diarrhea,  skin  pigmentation  and 
weight  loss,  the  following  diverse  conditions  may 
be  considered: 

1.  Abdominal  tuberculosis,  carcinoma,  lymph- 
oma and  tubercular  peritonitis.  Tuberculosis  ap- 
pears unlikely  in  view  of  the  afebrile  course  and 
absence  of  pulmonary  or  other  tubercular  in- 
volvement. Carcinoma  would  not  likely  give  as 


long  and  chronic  a course  or  produce  the  type 
of  diarrhea  seen. 

2.  Pregnancy  may  be  accompanied  by  skin 
pigmentation,  but  there  is  no  history  here  to  in- 
dicate such  a condition  and  the  condition  has 
extended  over  too  long  a period. 

Other  conditions  showing  these  findings,  in  a 
greater  combination,  would  be: 

3.  Pernicious  anemia,  which  we  choose  to  rule 
out  on  the  absence  of  glossitis,  neurological  ab- 
normalities (perpheral  paresthesias,  etc.)  and 
the  characteristic  blood  picture  which  is  not 
that  of  pernicious  anemia. 

4.  Addisons  disease:  The  asthenia,  anorexia, 
abdominal  pain,  diarrhea  and  skin  pigmentation 
suggest  this  condition.  The  blood  pressure,  how- 
ever, was  not  low  and  there  were  no  reported 
adrenal  crises,  vertigo  or  syncopal  attacks. 

The  sodium  potassium  ratio  was  normal  (a 
ratio  below  30  is  significant  for  adrenal  insuffi- 
ciency ) . 

5.  Hemacliromatosis:  The  characteristic  triad 
of  skin  pigmentation,  liver  disease  and  diabetes 
is  questionable  in  this  case. 

1.  The  serum  iron  was  normal,  namely,  81 
micg.  and  no  iron  deposits  are  described  as  being 
found  in  the  tissues,  including  the  lymph  nodes, 
which  were  examined  microscopically. 

2.  Although  the  liver  was  enlarged,  no  labora- 
tory tests,  indicating  liver  dysfunction,  are  given. 

3.  Although  one  urinalysis  gave  a green  test 
for  sugar,  the  blood  sugar  was  low  normal. 

6.  Sprue:  The  persistent  frothy,  foul  smelling 
diarrhea,  general  weakness  of  long  duration, 
skin  pigmentation,  distended,  doughy  abdomen 
and  weight  loss  would  be  consistent  for  sprue. 
As  in  pernicious  anemia,  however,  the  blood  pic- 
ture of  a macrocytic,  hyperchromic  anemia,  as 
well  as  the  stomatitis,  is  absent. 

7.  Regional  Ileitis:  This  condition  could  ac- 
count for  abdominal  symptoms  but  is  ruled  out 
on  the  basis  of  normal  x-ray  findings  in  the  in- 
testinal tract,  absence  of  obstructive  symptoms 
and  eosinophilia. 

8.  Lipodystrophy  Intestinalis  or  Whipple’s 
Disease:  This  is  a rare,  debilitating  disease  in 
which  there  is  a marked  deposit  of  intra-  and 
extra-cellular  fat  in  the  small  intestines  with  fi- 
brosis of  the  lacteals  and  draining  lymphatics, 
which  interferes  with  absorption  and  precipitates 
a diarrhea.  It  occurs  mainly  in  males  35  to  70 
years  of  age  and  is  characterized  by  a gradual 
loss  of  weight  and  strength  with  frothy,  foul 
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smelling  diarrhea,  showing  periods  of  spontane- 
ous remission  and  exacerbation.  An  Addison- 
like  skin  pigmentation  is  also  very  common.  This 
disease  is  frequently  preceded  by  a peculiar, 
multiple,  migratory  form  of  joint  pain  and  swell- 
ing. It  will  be  noted  in  our  case  that  four  years 
before  admission,  the  patient  did  have  such  a 
picture  which  was  diagnosed  as  an  infection. 
The  fact  that  it  was  easily  controlled  could  sig- 
nify that  the  arthritis  would  fit  the  category  of 
“peculiar.” 

In  summary,  pernicious  anemia  and  sprue  are 
being  ruled  out  on  the  basis  of  the  blood  pic- 
ture; Addison’s  disease  because  of  the  normal 
blood  pressure,  absent  paresthesias  and  crises 
and  the  normal  sodium  potassium  ratio. 

The  choice  now  lies  between  hemochromatosis 
and  Whipple’s  disease.  Hemachromatosis  is  re- 
jected because  of  the  normal  iron  content  of  the 
serum,  absence  of  iron  pigment  in  the  examined 
tissues  and  probable  absent  diabetes. 

On  the  basis  of  the  following  combination  of 
findings,  a diagnosis  of  Whipple’s  disease  is  be- 
ing made; 

1.  The  diarrhea  and  its  character. 

2.  The  skin  pigmentation. 

3.  Weight  loss. 

4.  The  essentially  normal  laboratory  findings, 
except  for  a normocytic,  hypochromic  anemia 
and  above  all . . . 

5.  Because  of  the  antecedent  history  of  a form 
of  arthritis  which  is  a frequent  procursor  of  this 
disease. 

Operation  was  probably  either  a liver  biopsy 
or  laparotomy  for  biopsy  or  removal  of  the  small, 
rubbery,  movable  mass,  which  — if  the  above 
diagnosis  is  correct  — may  have  been  found  to 
be  an  enlarged,  dilated  or  cystic  lacteal  duct. 

As  an  auxiliary  reason,  but  one  which  is  not 
being  formally  or  officially  presented,  this  is  just 
the  type  of  case  which  the  judges  would  consid- 
er interesting  and  instructive  for  the  club.  The 
only  mistake  he  or  they  made  was  chosing  me 
to  discuss  it. 

My  diagnosis  is  Whipple’s  disease. 

CLINICAL  DIAGNOSIS: 

1.  Whipple’s  disease. 

2.  Malignant  lymphoma. 

ANATOMICAL  DIAGNOSIS: 

Whipple’s  disease. 

DIFFERENTIAL  DIAGNOSIS: 

Dr.  Thomas  A.  Warthin:  (Addressing  the  pa- 
tient) “How  much  do  you  weigh?” 


The  patient;  “Seventy-one  and  a half  pounds.” 

Dr.  Warthin;  “She  has  gained  half  a pound; 
she  has  good  color;  she  has  no  clubbing;  her 
forehead  is  almost  as  light  as  mine.  The  skin 
shows  some  atrophic  changes.  There  is  good  pa- 
pillation  of  the  tongue.  Have  you  had  any  arthri- 
tis or  aches  or  pains  in  the  muscles?” 

The  patient;  “Not  while  I have  been  in  the 
hospital.” 

Dr.  Warthin;  “Except  for  the  episode  four 
years  ago,  have  you  had  any  arthritis?” 

The  patient;  “No.” 

Dr.  Warthin;  “Have  any  of  your  family  had 
similar  trouble?” 

The  patient;  “No.” 

Dr.  Warthin;  “Do  you  know  how  much  you 
weighed  when  you  were  born?” 

The  patient;  “No.” 

Dr.  Warthin;  “Do  you  know  whether  you 
were  a feeding  problem  in  the  first  year  or  two 
of  your  life?” 

The  patient;  “No;  I could  not  eat  very  well 
when  I was  a child.” 

Dr.  Warthin;  “Do  you  remember  whether  as 
a little  girl  your  stomach  stuck  out  more  than 
usual?” 

The  patient;  “No.” 

Dr.  Warthin;  “This  34-year-old  housewife, 
four  years  before  admission,  had  joint  pains  and 
high  fever,  probably  associated  with  a streptoc- 
cal  infection.  Then,  two  years  before  admission, 
she  began  to  have  abdominal  pain  and,  13 
months  later,  diarrhea.  During  the  several 
months  before  admission,  pigmentation  of  the 
skin  developed.  The  laboratory  findings  give 
good  evidence  that  except  for  the  prothrombin 
time  there  was  nothing  strikingly  wrong  with  the 
liver  or  biliary  system,  so  that  I can  discount 
this  nutritional  disorder  as  having  a hepatobili- 
ary background.  Similarly,  disease  of  the  pan- 
creas can  be  discarded.  The  duodenal  drainage 
was  normal.  There  were  no  muscle  fibers  in  the 
stool,  and  the  type  and  amount  of  fecal  fat  were 
not  in  keeping  with  those  found  in  fundamental 
pancreatic  disease  or  insufficiency. 

“1  am  left,  therefore,  with  the  so-ealled  mal- 
absorption syndromes.  \\’e  should  first  i('\ie\\ 
the  x-ray  films.  I am  particularh'  iuterestc'd  in 
knowing  whether  there  were'  widening  of  (he 
mediastinum  and  distortion  in  the  esophagus  or 
the  duodenal  loop,  and  w'hether  tlu'ii'  were 
changes  suggestive  of  arthritis,  particularly  iu 
the  sacroiliac  joint.” 
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Dr.  Paul  M.  G.  St.  Aubin:  “The  chest  film  is 
within  normal  limits;  there  is  no  evidence  of  en- 
larged mediastinal  lymph  nodes.  The  spleen  is 
within  normal  limits  of  size.  The  films  of  the 
lower  spine  show  minimal  demineralization,  par- 
ticularly in  the  lumbar  area  and  in  the  pelvis, 
and  the  sacroiliac  joints  are  sharply  defined.  The 
gastrointestinal  studies  demonstrate  a normal 
esophagus  and  stomach.  The  transit  time  through 
the  colon  and  small  bowel  was  normal,  being 
slightly  less  than  three  hours.  Particularly  distal 
to  the  ligament  of  Treitz  the  mucosa  of  the  small 
bowel  is  somewhat  edematous,  but  there  is  no 
evidence  of  alteration  of  small-bowel  caliber. 
The  findings  in  the  small  bowel  are  consistent 
with  an  early  deficiency  state,  but  they  are  not 
sufficient  to  cause  any  apparent  change  in  the 
motor  function  of  the  small  bowel.  Unfortunate- 
ly, there  is  a great  deal  of  fecal  material  in  the 
colon,  which  precludes  any  opinion  about  it.” 

Dr.  Warthin;  “Are  there  any  polyps?” 

Dr.  St.  Aubin:  “I  cannot  exclude  polyps  be- 
cause of  the  presence  of  the  fecal  material  in 
the  colon.” 

Dr.  Warthin:  “What  are  the  differential  diag- 
noses in  a patient  who  appears  to  have  a malab- 
sorption syndrome?  The  first  is  so-called  tropi- 
cal or  nontropical  sprue.  I did  not  ask  the  pa- 
tient if  she  had  been  born  in  an  exotic  clime, 
but  I am  sure  that  Dr.  Castleman  would  not 
have  withheld  that  information  from  me.  I ques- 
tioned her  about  her  early  youth,  because  the 
physicians  at  the  Children’s  Hospital  have  fol- 
lowed a few  of  their  patients  with  celiac  disease 
through  adult  life;  a number  of  those  patients  in 
middle  age  have  acquired  what  appears  to  be 
non-tropical  sprue.  I assume  that  she  had  never 
been  stocky  or  obese.  The  laboratory  studies  are 
against  the  so-called  idiopathic  sprue.  In  the 
first  place,  she  had  a hypochromic,  rather  than  a 
macrocytic  anemia,  which  had  not  responded  to 
the  injections  of  vitamin  B12  and  crude  liver 
extract.  The  distortion  of  the  fat-soluble  vita- 
mins, although  complete,  is  not  disturbing.  The 
results  of  the  stool  examinations  are  not  diag- 
nc<itic,  and  the  guaiac-positive  stools  are  most 
unusual.  Furthermore,  the  diarrhea  was  of  short 
duration  and  was  preceded  first  by  pain  and 
then  by  the  other  complaints.  I shall  say  that  she 
did  not  have  nontropical  idiopathic  sprue  and 
must  consider  the  so-called  secondary  types  of 
malabsorption  syndrome. 

“First,  we  shall  eonsider  malabsorption  related 


to  altered  anatomy  of  the  intestinal  traet,  such 
as  occurs  with  a radical  gastric  resection,  with 
obstruction,  a gastrocolic  fistula,  the  blind-loop 
syndrome  and  so  forth.  There  is  nothing  in  the 
history  or  the  x-ray  examinations  to  substantiate 
such  changes  in  anatomy. 

“The  next  possibility,  which  has  received  a 
great  deal  of  attention  reeently,  is  a carcinoid. 
The  patient  had  a mass  in  the  middle  right  low- 
er quadrant  and  diarrhea;  therefore,  one  always 
has  to  consider  it.  When  one  reviews  the  old 
cases  of  carinoid,  one  is  surprised  at  the  number 
in  which  diarrhea  occurred,  particularly  in  the 
patients  who  did  not  have  the  full-blown  syn- 
drome with  metastases  to  the  liver.  I have  re- 
cently seen  a patient  who  had  a malignant  carci- 
noid that  had  not  metastasized  and  had  severe 
symptoms  suggestive  of  sprue.  In  the  proceed- 
ings of  the  staff  meetings  of  the  Mayo  Clinic,  a 
case  of  steatorrhea  due  to  carcinoid  has  been 
reported.  The  patient  under  discussion,  however, 
lacked  the  typical  vasomotor  and  bronchospas- 
tic  attacks.  I think  that  these  would  have  to  be 
present  in  some  form  before  a diagnosis  of  ear- 
cinoid  syndrome  could  be  made.  Furthermore, 
x-ray  films  gave  no  evidence  of  it,  although  a 
small  tumor  may  be  present  in  the  small  bowel 
and  the  radiologist  may  not  be  able  to  demon- 
strate it. 

“Lymphoma  of  the  small  bowel  ean  give  a typi- 
cal picture  of  sprue.  Frequently,  it  is  only  when 
an  abdominal  catastrophe  oeeurs  that  an  explor- 
atory operation  is  done  and  lymphoma  of  the 
small  bowel,  rather  than  nontropical  sprue,  is 
found.  However,  such  a situation  is  extremely 
rare.  Sleisenger  et  al.,  of  Cornell,  reported  the 
collected  cases  that  had  produced  the  symptoms 
of  sprue,  and  they  were  very  few  in  number.  In 
this  patient,  the  biopsy  did  not  substantiate  that 
diagnosis. 

“Regional  enteritis  is  the  commonest  condition 
that  produces  a malabsorption  syndrome,  partic- 
ularly if  the  upper  portion  of  the  bowel  is  ex- 
tensively involved.  The  x-ray  films  were  normal, 
so  that  I find  it  difficult  to  make  the  diagnosis 
in  a patient  who  had  had  symptoms  for  two 
years. 

“Cronkhite  and  Canada,  of  this  hospital,  re- 
ported interesting  pigmentation  and  nutritional 
disturbances  in  some  patients  who  had  general- 
ized intestinal  polyposis.  The  patient  under  dis- 
cussion clearly  did  not  have  that. 

“Adrenocortical  insufficiency  produces  gastro- 
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intestinal  difficulty  with  diarrhea,  pigmentation 
and  weight  loss.  There  is  a paucity  of  chemical 
evidence  for  this,  and  the  general  picture  is  not 
that  of  adrenocortical  insufficiency. 

“One  always  has  to  suspect  the  possibility  of 
a collagen  disease.  In  a similar  patient  with  pig- 
mentation and  a malabsorption  syndrome  that 
Dr.  Franz  Ingelfinger  discussed  here  four  years 
ago,  the  discussion  centered  upon  the  collagen 
diseases  and  the  possibility  that  Whipple’s  dis- 
ease was  a form  of  collagen  disease.  In  a recent 
issue  of  the  New  England  Journal  of  Medicine, 
a case  of  collagen  disease  of  the  small  bowel  in 
a woman  with  typical  malabsorption  syndrome 
was  reported.  The  other  cases  in  that  article  were 
less  typical.  The  changes  of  scleroderma  in  the 
esophagus  or  elsewhere  and  of  Raynaud’s  phe- 
nomenon are  characteristic;  the  patient  under 
discussion  had  none  of  these.  I am  not  qualified 
to  discuss  whether  or  not  Whipple’s  disease  is  a 
collagen  disorder. 

“Tuberculosis  cannot  be  regarded  in  a cava- 
lier fashion,  because  it  may  be  treated  effective- 
ly by  antibiotics.  I think  one  must  lean  over 
backward  when  a disorder  may  conceivably  be 
tuberculosis  to  rule  that  in  or  out.  The  x-ray 
films  of  the  chest  were  normal,  but  as  far  as  I 
can  tell,  that  was  the  only  study  specifically  ap- 
plicable to  tuberculosis.  Mitchell  and  Bristol  re- 
ported the  cases  of  tuberculous  enteritis  or  en- 
terocolitis from  Trudeau  Hospital  a number  of 
years  ago  and  pointed  out  that  in  1 per  cent  the 
pulmonary  disease  was  minimal  or  absent,  so 
that  in  the  adult  form  of  the  nonbovine  variety 
there  may  be  either  tabes  mesenterica  or  tuber- 
culosis of  the  lymph  nodes  without  striking  pul- 
monary disease.  I do  not  think  one  should  ever 
rest  on  the  normal  x-ray  film  of  the  chest  alone. 
I cannot  rule  out  tuberculosis  here.  I think,  in 
view  of  other  possibilities,  a diagnosis  must  be 
established  before  treatment,  particularly  with 
the  steroids,  is  undertaken. 

“Whipple’s  disease,  originally  described  as  be- 
ing almost  exclusively  in  males,  presents  a his- 
tory of  arthritis,  generalized  lymphadenopathy, 
abdominal  pain,  serositis,  guaiac-positive  stools, 
hypocromic  or  normocytic  anemia  and  the  pres- 
ence of  small  masses  in  the  abdomen.  That  fits 
this  patient  very  well,  except  for  two  major 
points:  serositis,  which  this  patient  did  not  have; 
and  the  fact  that  she  is  a female.  I am  arriving 
at  the  age  when  sex  does  not  bother  me  as  much 
as  it  used  to.  I think  she  had  Whipple’s  disease. 


( Applause ) 

Dr.  Benjamin  Castleman;  “Dr.  Kranes,  should 
you  like  to  question  Dr.  Warthin  on  any  of  his 
statements?” 

Dr.  Alfred  Kranes:  “His  diagnosis  seems  rea- 
sonable. I do  not  think  that  Dr.  Warthin  men- 
tioned the  pigmentation  as  part  of  the  Whipple 
syndrome.” 

Dr.  Warthin:  “I  intended  to  mention  it.” 

Dr.  Kranes:  “It  was  not  very  apparent  on  the 
patient,  but  it  was  mentioned  in  the  history,  so 
that  it  must  have  impressed  the  physicians  who 
saw  her.” 

Dr.  Warren  Point:  “How  do  you  explain  the 
two  guaiac-positive  stools?” 

Dr.  Warthin:  “They  have  been  reported  in 
patients  with  Whipple’s  disease.  I do  not  think 
the  exact  explanation  is  clear.  In  the  case  report- 
ed by  Jones  et  al.,  they  were  repeatedly  present, 
and  in  those  whom  I personally  have  treated, 
they  have  been  noted.” 

Dr.  Bernard  M.  Jacobson:  “Our  working  diag- 
nosis, in  view  of  the  blood-loss  anemia,  the  gen- 
eralized lymphadenopathy  and  the  daily  fever, 
was  an  ulcerated  lymphoma  of  the  small  bowel, 
with  secondary  sprue.  That  picture  can  certainly 
be  missed  in  x-ray  films  of  the  small  bowel.  It 
was  for  that  reason  that  the  biopsy  of  the  lymph 
node  was  done.” 

Dr.  Warthin:  “I,  too,  thought  that  the  fever 
was  in  favor  of  lymphoma  until  I read  a number 
of  case  reports  of  Whipple’s  disease  and  w^as 
surprised  to  find  that  fever  was  often  present 
intermittently  in  the  course  of  the  disease.” 
CLINICAL  DIAGNOSIS: 

? Lymphoma. 

? Whipple’s  disease. 

DR.  THOMAS  A.  WARTHIN’S  DIAGNOSIS: 

Whipple’s  disease. 

ANATOMICAL  DIAGNOSIS: 

Whipple’s  disease. 

PATHOLOGICAL  DISCUSSION: 

Dr.  Gordon  A.  Donaldson:  “I  think  that  what 
convinced  us  that  w'c  ought  to  explore  this  wom- 
an's abdomen  w'as  the  disco\  cr\-  of  a mass  w hen 
she  w'as  under  anesthesia  for  the  liiopsx  of  llu' 
axillary  lymjih  node.  few  days  later,  w c>  jk'!  - 
formed  a laparotonn’.  The  disc'ase  was  eoutiiu'd 
to  the  small  bowel.  Tlu'  lixx'r  was  ol  normal  te'x- 
ture  and  shape'.  Tlu'  pauerc'as  was  earc'lulK  p;d 
pated;  it  w'as  soft  and  normal.  W('  ('xaminc'd  tiu' 
large  bowx'l,  looking  for  a cause'  leir  the'  guaiae- 
pe)siti\'e'  steieils,  but  lenmel  iiolhiug.  'I'he'  small 
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bowel  was  diffusely  involved  in  a process  that 
has  been  well  depicted  in  the  discussion.  The 
bowel  was  covered  with  a gelatinous,  mucoid, 
almost  sticky  substance  and  was  somewhat  in- 
jected. The  loops  could  be  easily  separated.  An 
outstanding  finding  was  dilated  lymphatics, 
which,  to  my  surprise,  ran  in  a longitudinal  rath- 
er than  a transverse  direction.  The  process  was 
most  severe  near  the  ligament  of  Treitz  and  grad- 
ually lessened  in  the  lower  portions  of  the  bowel 
until  it  petered  out  at  the  ileocecal  valve.  We 
examined  the  entire  small  bowel,  opened  a por- 
tion of  the  jejunum  and  took  a biopsy.” 

Dr.  Castleman : “Before  the  bowel  was  opened, 
a tube  that  was  developed  in  England  to  take 
biopsies  of  small  bowel  was  passed  by  Dr. 
Strauss.  The  tube  was  used  for  the  first  time  in 
this  hospital  under  his  observation.  A good  biop- 
sy of  the  jejunum  was  obtained  via  this  tube.  It 
measured  about  5 by  4 by  3 mm.  Microscopical- 
ly, the  lining  epithelial  cells  were  normal  and 
full  of  mucoid  secretion.  The  important  finding, 
and  the  one  that  confirms  the  diagnosis  of  Whip- 
ple’s disease,  was  the  presence  in  the  tunica 
propria  of  macrophages  containing  PAS-(Peri- 
odic-acid-Schiff  )-positive  material.  All  the  large 
lymphatic  spaces  were  filled  with  fat;  the  ma- 
crophages did  not  contain  fat.  A lymph  node 
from  the  region  of  the  mesentery  of  the  small 
bowel  also  contained  these  PAS-positive  cells. 
Fat  cells  were  also  quite  prominent  in  the  lymph 
node.  I should  like  to  ask  Dr.  Cohen  to  say  a 
few  words  about  the  significance  of  this  PAS- 
positive  material.” 

Dr.  Richard  B.  Cohen:  “Back  in  1907,  when 
Whipple  first  described  this  entity,  he  men- 
tioned that  he  was  unable  to  stain  any  lipid  in 
these  large  macrophages  that  were  so  common 
in  this  disease.  Although  his  observation  was  not 
ignored,  it  was  taken  lightly  for  42  years,  and 
the  disease  was  referred  to  as  intestinal  lipodys- 
trophy, which  implied  that  there  was  a disturb- 
ance of  the  lipid  metabolism  or  of  the  lipid  ab- 
sorption in  the  intestines.  In  1949,  Black-Schaf- 
fer  found  that  these  cells,  though  they  did  not 
contain  stainable  lipid,  did  contain  PAS-positive 
material.  The  intracellular  substance  was  found 
to  be  metachromatic  as  well.  These  reactions 
are  considered  to  indicate  carbohydrate  histo- 
chemically.  It  could  be  one  of  a number  of  car- 
bohydrates, including  perhaps  one  of  the  acid 
mucopolysaccharides  of  connective  tissue.  A 
number  of  theories  about  the  etiology  of  the  dis- 


ease have  been  advanced,  one  being  that  the 
substance  in  these  cells  is  a breakdown  product 
of  connective  tissue.  Another  is  that  there  is  a 
disturbance  of  mucoprotein  with  the  production 
of  the  abnormal  substance  in  the  intestinal  tract. 
There  are  some  difficulties,  however.  Unfortu- 
nately, the  PAS  and  the  metachromatic  reactions 
are  not  specific.  The  former  depends  on  the  oxi- 
dation of  1,2  glycol  groups  in  carbohydrates  to 
aldehydes,  which  in  turn  combine  with  the 
Schiff  reagent  to  form  a purple  dye.  Although 
these  reactions  are  characteristic  of  the  carbohy- 
drate molecule,  they  are  not  specific  for  it;  un- 
saturated lipids  may  give  the  PAS  reaction  under 
certain  circumstances.  On  the  basis  of  our  knowl- 
edge of  the  histochemistry,  I believe  that  the 
material  in  the  macrophages  is  probably  in  part 
a carbohydrate,  but  I cannot  exclude  the  possi- 
bility that  a lipid  or  lipoprotein  component  is 
present.  More  detailed  chemical  study  of  the 
substance  must  be  done  before  concepts  of  path- 
ogenesis can  be  elevated,  using  the  chemistry 
as  a basis.” 

Dr.  Castleman:  “Dr.  Strauss,  will  you  tell  us 
about  the  tube  through  which  the  biopsy  was 
taken?” 

Dr.  Elliott  W.  Strauss:  “This  tube  was  devised 
by  Dr.  Margot  Shiner,  of  the  Post  Graduate 
Medical  School  of  London,  England.  To  date  I 
believe  she  has  employed  it  in  over  100  cases 
without  any  untoward  incidents.  Many  of  these 
patients  had  sprue,  and  definite  changes  were 
found  in  the  jejunal  mucosa.  I have  used  the 
tube  in  only  three  cases  here.  There  have  been 
no  unusual  incidents,  and  the  biopsies  have  been 
adequate.  The  tube  is  made  of  a plastic  material 
with  an  inner-spring  winding  and  contains  just 
one  lumen  through  which  carefully  calibrated 
negative  pressure  is  transmitted  to  the  distal  bi- 
opsy aperture.  Then,  the  mucosal  knuckle  is 
sheared  across  by  a cylindrical  blade.  The  blade 
is  controlled  by  a wire  that  runs  the  length  of 
the  tube  within  the  lumen.  The  balloon  on  the 
very  distal  end  of  the  tube  has  been  regarded 
as  most  necessary  for  the  progress  of  the  tube  to 
the  jejunum  once  it  has  passed  through  the  py- 
lorus.” 

Dr.  Castleman:  “In  this  particular  case,  the 
biopsy  obtained  through  that  tube  would  have 
been  sufficient  to  make  the  diagnosis.  Dr.  Ben- 
son, should  you  like  to  say  a word  about  treat- 
ment?” 

Dr.  John  A.  Benson  Jr.:  “I  should  go  along 
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with  all  the  comments  that  Dr.  Warthin  made 
about  bleeding  and  fever.  About  two-thirds  of 
the  patients  have  arthritis  before  gastrointestinal 
symptoms,  as  long  as  six  years  in  one  case,  and 
some  have  erythema  nodosa  and  rheumatic  nod- 
ules as  well  as  polyserositis. 

“This  case  demonstrates  the  importance  of  ex- 
ploring selected  patients  with  malabsorption 
syndromes.  We  do  not  know  much  about  what 
is  going  on  in  the  intestines  in  nontropical  or  idi- 
opathic sprue.  This  tube  may  give  us  some  an- 
swers. The  exploration  was  considered  neces- 
sary here  because  of  the  mass,  the  fever,  the 
bleeding  and  the  absence  of  focal  lesions  in  x-ray 
films.  It  is  true  that  about  half  the  patients  have 
peripheral  lymphadenopathy.  In  recent  years, 
since  the  introduction  of  the  PAS  reaction,  the 
peripheral  lymph  nodes  at  times  have  shown  this 
material  so  that  the  biopsy  of  the  axillary  lymph 
node  was  not  done  just  for  lymphoma.  It  is  also 
true  that  PAS-positive  cells  have  been  found  in 
the  lymph  nodes  of  the  mesentery  of  the  bowel 
before  gastrointestinal  symptoms  and  steatorrhea 
occurred,  and  even  before  the  bowel  itself  ap- 
peared abnormal. 

“The  disease  apparently  is  present  before  any 
clinical  manifestations  occur,  and  a remission 
has  been  induced  before  the  disappearance  of 
the  lesion.  The  patient,  whom  Dr.  Jones  and  his 
associates  described  four  years  ago,  had  made  a 
good  response  to  ACTH  and  cortisone,  and  yet 
the  biopsy  showed  a liberal  quantity  of  the  same 
material  through  the  same  areas  in  the  bowel 
and  the  lymph  nodes.  There  was  little  obstruc- 
tion of  the  lacteal  system  in  this  case,  which 
makes  one  wonder  whether  the  steroids  in  some 
way  were  responsible  for  the  alleviation  of  the 
obstruction. 

“About  the  treatment,  there  are  several  cases 
that  are  described  in  the  literature,  three  from 
the  Mayo  Clinic,  which  are  fairly  well  docu- 
mented, in  which  the  patients  have  had  remis- 
sions of  up  to  six  months  after  the  stress  of  lap- 
arotomy alone.  The  patient  feels  better,  has  a 
better  appetite  and  has  gained  weight,  and  the 
physicians  think  the  pigmentation  is  less.  We 
do  not  know  whether  the  patient  under  discus- 
sion will  require  steroids,  but  they  have  been  the 
treatment  of  choice  in  the  cases  that  have  shown 
remissions.  The  natural  course  of  Whipple’s  dis- 
ease is  relentless  debilitation  to  death,  despite 
temporary  remissions.  In  the  five  cases  that  have 
been  treated  with  steroids  in  adequate  dosages 


for  an  adequate  length  of  time,  not  just  three 
day  before  death,  about  which  I know,  clinical 
remissions  have  been  induced  with  return  of  ab- 
sorption tests  to  normal,  the  longest  one  being 
four  years  (Jones’s  case),  with  no  relapse.  All 
the  cases  have  reacted  strongly  to  repeated 
courses  of  steroid  treatment,  just  as  the  patient 
with  sprue  has  responded  to  these  agents.” 

A physician:  “How  many  of  the  patients  were 
females?” 

Dr.  Benson:  “About  nine.” 

A physician:  “What  was  the  mass  that  was 
felt?” 

Dr.  Benson:  “Enlarged  mesenteric  lymph 

nodes.” 

Dr.  Evan  Calkins:  “I  approve  heartily  of  Dr. 
Cohen’s  restraint  in  making  deductions  from  the 
histologic  reactions.  The  PAS  reaction  suggests, 
but  does  not  prove,  that  a carbohydrate  is  pres- 
ent. The  property  of  metachromasia  suggests 
that  an  acid  radical  is  present.  These  properties 
may  reflect  a single  compound  or  a mixture  of 
substances.  It  certainly  seems  premature  to  con- 
clude that  the  substance  accumulating  in  this 
disease  is  a glycoprotein.  Although  this  sub- 
stance may  be  a connective-tissue  component,  I 
do  not  think  we  gain  much  by  including  this  dis- 
ease in  the  group  of  so-called  “connective-tis- 
sue” diseases.  I look  forward  to  better  chemical 
definition  of  this  material  as  a good  way  to  learn 
more  about  the  disease.” 

Dr.  Chester  M.  Jones:  “Dr.  Whipple’s  com- 
ment about  this  disease  is  interesting.  Up  to  a 
short  time  ago,  Whipple’s  disease,  or  so-called 
lipodystrophy  intestinalis,  has  been  frequently 
described  as  being  primarily  caused  by  a block- 
age of  the  lymphatics.  The  emphasis  has  been 
laid  on  the  faulty  delivery  of  lipoid  material  once 
it  has  been  absorbed;  the  actual  anatomical 
proof  of  that  does  not  exist.  In  some  cases,  exam- 
ination of  the  gastrointestinal  tract  reveals  no 
blockage  whatsoever;  the  lymphatics  are  full  of 
lipoid  material.  Nor  is  there  real  evidence  of  in- 
fection. Whipple  himself  said  he  never  intended 
any  such  concept;  he  always  belie\ed  that  this 
represented  some  queer  form  of  metabolic  dis- 
turbance with  poor  fat  absorption.  I think,  if  1 
may  be  a little  critical,  that  there  is  pk'ut\  ol 
evidence  of  faulty  fat  absorption.  Wlu'u  a stool 
report  comes  back  from  the  laboratoiA  saying 
four-plus  for  fats,  fatty  acids  or  lipoid  luattaial, 
that  means  e\t('usi\e  amounts  ol  tat  arc'  prc'sc'ut 
— actually,  15  or  20  gm.  of  fat  in  a da\  s stool. 
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Of  course,  the  earotene  figure  of  0 is  mueh  more 
important  than  vitamin  A values  and  means  that 
there  is  very  inadequate  absorption  of  the  pre- 
cursor of  vitamin  A and  probably  of  other  lipids 
as  well.  Although  this  is  not  an  absolute  index 
of  fat  absorption,  it  is  a good  clue  that  there  was 
inadequate  lipid  absorption.  Finally,  the  pro- 
thrombin values  of  32  per  cent  also  suggest  ab- 
sorption of  fats. 

“Comments  were  made  on  the  pigmentation 
of  this  pattern.  It  was  not  obvious  today,  and  I 
gather  that  it  had  not  been  deep.  The  patient  we 
had  a few  years  ago  was  so  pigmented  that  she 
was  dark  brown.  The  pigmentation  was  not  like 
the  pigmentation  of  Addison’s  disease;  it  was 
deeper  and  was  diffusely  and  homogeneously 
seattered  over  the  skin  of  the  entire  body  exeept 
for  the  soles  of  the  feet.  This  had  appeared  in  a 
few  months,  subsequently  disappearing  with 
clinieal  improvement,  whieh  almost  certainly 
was  associated  with  eorticosteroid  therapy. 

“The  outcome  in  the  60  or  more  patients  with 
Whipple’s  disease  in  the  literature  has  been  very 
poor.  The  length  of  life  in  the  men  with  Whip- 
ple’s disease  has  been  very  short,  although  the 
symptoms  may  have  been  present  for  many  years 
before  the  diagnosis  was  suspected  or  estab- 
lished at  times  by  autopsy  or  biopsy. 

“Our  patient  with  Whipple’s  disease  has  had 
an  exeellent  remission  of  four  years.  She  gained 
weight  until  she  was  obese.  She  over-ate  and 
was  apparently  absorbing  everything  very  well. 
We  put  her  on  a diet  to  lose  weight.  She  has 
gone  baek,  not  only  to  full-time  work,  but  to 
housework  as  well,  so  that  she  was  working  12 
hours  a day  and  felt  perfectly  well. 

“The  point  was  made  by  Dr.  Benson  and  Dr. 
Warthin  that  when  one  is  dealing  with  the  mal- 
absorption syndrome,  it  is  important  to  establish 
the  exaet  diagnosis,  if  possible.  Our  patient  four 
years  ago  nearly  died  before  a remission  was 
produced.  These  malabsorptive  states  can  result 
in  extreme  intestinal  distention  or  other  emer- 
geneies.  Under  these  eircumstances,  it  is  ex- 
tremely important  to  make  sure  that  one  is  not 
dealing  with  a mechanical  affair  caused  by  in- 
filtrative disease  or  local  obstruction.  If  the  diag- 
nosis can  be  made  on  a biopsy  of  a peripheral 
lymph  node,  the  exploration  of  the  abdomen  is 
not  necessary.  I suppose,  too,  that  we  shall  get 
more  and  more  information  from  mueosal  biop- 
sies, not  only  about  the  histologic  changes  and 


histochemieal  changes,  but  also  about  cell  func- 
tion, enzyme  reaetions  in  the  cells  and  so  forth. 

“I  think  the  disease  in  the  patient  under  dis- 
cussion had  been  present  for  15  or  20  years  and 
has  been  gradually  developing  into  the  full- 
blown pieture.  She  may  have  a spontaneous  re- 
mission, but  if  she  does  not,  it  seems  to  me  well 
worth  eonsidering  Meticorten  therapy.” 


ODDS  THAT  A WIFE  WILL 
OUTLIVE  HER  HUSBAND 

Age  of  Wife  Wife  5 Years  Wife  10  Years 
Husband  Same  Age  Younger  Younger 
50  14  to  10  21  to  10  32  to  10 

35  11  to  10  17  to  10  24  to  10 


THE  PHYSIOLOGIC  BASIS  OF  GASTROINTESTINAL 
THERAPY 

by  Heinrich  Necheles,  M.D.,  and  Martin  M.  Kirshen,  M.D.  330 
pages.  (1957)  Grune  & Stratton.  $8.75. 

A eomprehensive  review  of  the  basic  and 
applied  physiology  of  the  gastrointestinal  tract, 
with  extensive  bibliographies,  gives  particular 
attention  to  the  authors’  pet  subjeets:  secretion, 
funetion  of  the  liver  and  panereas,  peptic  ulcer, 
eonstipation  and  diarrhea,  and  ulcerative  colitis. 

Stacey’s  Medical  Books,  San  Francisco,  California. 

THE  CLINICAL  APPLICATION  OF  HORMONE  ASSAY 
by  John  A.  Loraine,  M.R.C.P.  368  pages.  (1958)  Williams  & 
Wilkins.  $7. 

The  pituitary,  plaeental,  adrenak  and  gonadal 
hormones  are  ehiefly  emphasized  in  this 
thorough  monograph  from  Edinburgh.  Insulin 
is  also  mentioned.  The  work  diseusses  far  more 
biologie  methods  of  testing  than  biochemical 
but  the  shift  to  chemical  methods  is  indicated. 
Although  the  primary  interest  is  in  method,  the 
links  are  usually  made  moderately  clear.  The 
book  is  a conscientious  effort  by  a man  who 
loves  his  work,  always  a help. 

Stacey’s  Medical  Books,  San  Francisco,  California. 
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The  non-narcotic  analgesic  with  the  potency  of  codeine- 


DARVON  (Dextro  Propoxyphene  DARVON  COMPOUND  (Dextro 
Hydrochloride,  Lilly)  is  equally  as  Propoxyphene  and  Acetylsalicylic 
potent  as  codeine  yet  is  much  better  Acid  Compound,  Lilly)  combines  the 
tolerated.  Side-effects,  such  as  nau-  antipyretic  and  anti-inflammatory 
sea  or  constipation,  are  minimal.  benefits  of  'A.S.A.  Compound’*  with 
You  will  find  'Darvon’  helpful  in  the  analgesic  properties  of  'Darvon.’ 

any  condition  associated  with  pain.  Thus,  it  is  useful  in  relieving  pain  as- 

The  usual  adult  dose  is  32  mg.  sociated  with  recurrent  or  chronic  dis- 

every  four  hours  or  65  mg.  every  ease,  such  as  neuralgia,  neuritis.  Or 

six  hours  as  needed.  Available  in  arthritis,  as  well  as  acute  pain  of  trau- 
32  and  65-mg.  pulvules.  matic  origin.  The  usual  is  1 

or  2 pulvules  every_§jx4lmrs  as  ne\ded. 

Each  Pulvule  ‘Darvon  Compound’  ^ 

Darvon' 

Acetophenetidin 

A.S.A’  {Acetylsalicylic  Acid,  Lilly)  .Q  im 

Caffeine \ • 3^L»4^g. 

*'A.S.A.  Compound'  (Acetylsalicylic  Acid  and  Acetophenetidin  Compound,  Lilly)  \ 

. INDIAN  A IS  6 , INDIANA,  U.  S.  A. 


ELI  LILLY  AND  COMPANY 
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HEALTH  IS  A JOINT  ENDEAVOR 

0 UR  PERSONALITIES  are  composed  of  many 
facets,  each  differing  greatly  from  the  others. 
Our  interpretations  of  various  topics,  therefore 
differ  accordingly.  Our  auxiliary  meetings  are 
basically  the  same  year  after  year.  However, 
with  new  personalities  interpreting  our  basic  ob- 
jectives, the  methods  of  attaining  these  objec- 
tives will  probably  differ.  All  of  us  can  find  our 
niche  and  participate  in  our  county  auxiliaries  to 
make  our  programs  fill  a real  and  vital  need. 

The  auxiliary  is  an  important  organization. 
However,  it  is  not  essential  that  your  projects  be 
on  a large  scale.  Each  chairman  should  keep  in 
mind  the  limitations  and  potentialities  of  her 
own  group  and  then  choose  from  the  suggested 
topics  those  which  fit  the  needs  of  her  commun- 
ity and  the  interests  of  her  auxiliary.  A one  page 
summary  of  three  suggested  meeting  plans  has 
been  sent  to  each  auxiliary.  Also  included  on  this 
sheet  are  the  priority  projects  which  the  national 
auxiliary  wishes  us  to  emphasize.  Added  to  these 
is  our  own  state  priority  project,  recruitment, 
which  we  would  like  stressed  during  the  year. 

Plan  programs  for  meetings  which  will  help 
members  understand  the  overall  program  of  our 
national  auxiliary.  What  better  way  than  includ- 
ing a meeting  devoted  to  “Resolutions  and  Poli- 
cies,” a new  pamphlet  already  sent  to  each  state 
president?  A copy  of  the  talk,  “The  Glamour  of 
Auxiliary  Fundamentals,”  by  Mrs.  George  Tur- 
ner of  El  Paso,  national  past  president,  is  avail- 
able from  the  central  office.  It  tells  of  the  de- 
velopment of  the  national  auxiliary  by  conven- 
tion action  through  the  years.  When  we  are  fa- 
miliar with  the  history  of  an  organization,  we 
all  feel  more  a part  of  it. 

Programs  should  not  be  entirely  devoted  to 


learning  and  education.  A portion  of  the  pro- 
gram should  be  devoted  to  social  good  fellow- 
ship. Friendliness  is  very  important  in  an  organi- 
zation such  as  ours. 

We  should  try  to  build  a closer  relationship 
with  the  medieal  society  and  truly  be  an  auxil- 
iary — a helper  — to  them.  Plan  a joint  meeting 
showing  one  or  both  of  the  films  available  which 
tell  the  story  of  the  American  Medical  Associa- 
tion — “The  Gase  of  the  Doubting  Doctor,”  and 
“Whitehall  4-1500.”  Suggest  that  officers  or  com- 
mittee chairmen  of  the  society  be  invited  to  at- 
tend some  of  your  auxiliary’s  important  meetings 
so  they  may  know  what  your  group  is  doing.  In 
this  way  we  can  help  to  carry  out  our  theme, 
“Health  Is  a Joint  Endeavor.” 

Our  meetings  should,  of  course,  have  some 
formality.  However,  there  is  no  need  to  have 
them  stiff,  boring,  or  uninteresting.  It  is  well  to 
have  a well-conducted  business  meeting  — one 
that  is  not  too  long.  Allow  time  for  your  program 
and  time  for  getting  acquainted. 

The  ultimate  goal  of  all  activities  is  to  prepare 
our  members  as  informed  leaders  in  health.  We 
will  want  to  study  and  know  about  local  health 
agencies,  what  they  do,  their  needs,  and  where 
we  as  partners  to  the  medical  profession  can 
render  service. 

However  broad  or  limited  the  scope  of  your 
programs,  try  to  be  an  active  participant  in  your 
county  auxiliary.  Let  us  always  keep  in  mind 
the  basic  objectives  of  our  auxiliary  to  assist  the 
American  Medical  Association  in  its  program 
for  the  advancement  of  health  and  to  cultivate 
friendly  relations  among  physicians  and  their 
families. 

MRS.  RORERT  A.  STRATTON, 
1913  6th  Ave., 
Yuma,  Ariz. 
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with  new 


* 


CfET3ST+  O •> 

(PENTAERYTHRITOL  TETRANITRATE)  (BRAND  OF  HYDROXYZINE) 


why  PETN^  cardiac  effect:  petn  is  . the  most  effective  drug- 
* currently  available  for  prolonged  prophylactic  treatment 
of  angina  pectoris.’”  Prevents  about  80%  of  anginal  attacks- 


why  ATARAX? 


why  combine  the  tivo  ? 


NEW  YORK  17,  NEW  YORK 
Division.  Chas.  Pfizer  & Co.,  Inc. 


*Trademark 


For  ataractic  effect:  One  of  the  most  effective— and  probably 
the  safest— of  tranquilizers,  atarax  frees  the  angina  patient 
of  his  constant  tension  and  anxiety.  Ideal  for  the  on-the-job 
patient.  And  atarax  has  a unique  advantage  in  cardiac 
therapy;  it  is  anti-arrhythmic  and  non-hypotensive. 

For  greater  therapeutic  success:  In  clinical  trials,  cartrax 
was  demonstrably  superior  to  previous  therapy,  includin.g 
PETN  alone.  Specifically,  87%  of  angina  patients  did  better. 
They  were  shown  to  suffer  fewer  attacks  . . . require  less 
nitroglycerin  . . . have  increased  tolerance  to  physical  effort 
. . . and  be  freed  of  cardiac  fixation. 

1.  Russek,  H.  I.:  Postgrad.  Med.  7.9:502  (June)  1950. 

Dosage  (Did  Supplied:  Hegin  with  1 to  2 yellow  I'.MtTU \x  “10" 
tablets  (10  mg.  IMCTN  plii.s  10  mg.  atahax)  0 to  I times  daily. 
When  indicated  this  may  be  increased  by  switching  to  j>ink  cautuax 
“20”  tablets  (20  mg.  I’ETN  p'lus  10  mg.  atauax.)  For  convenience, 
write  “CAliTUAX  10”  or  “cautuax  20.”  In  bottles  of  100. 

CAUTUAX  should  bo  t.aken  30  to  00  minutes  before  meals,  on  a 
continuous  dosage  schedule.  Use  petn  preparations  with  caution 
in  glaucoma. 


Gastric  distress  accompanying  "predni-steroid" 
therapy  is  a definite  clinical  problem  — well 
documented  in  a growing  body  of  literature. 


Hc“In  view  of  the  beneficial  re- 
sponses observed  when  antacids 
and  bland  diets  were  used  concom- 
itantly with  prednisone  and  predni- 
solone, we  feel  that  these  measures 
should  be  employed  prophylacti- 
cally  to  offset  any  gastrointestinal 
side  effects.” — Dordick,  J.  R.  et  al.: 
N.  Y.  State  J.  Med.  57:2049  (June 
15)  1957. 


is  our  growing  convic- 
tion that  all  patients  receiving 
oral  steroids  should  take  each 
dose  after  food  or  with  ade- 
quate buffering  with  aluminum 
or  magnesium  hydroxide  prep- 
arations.”— Sigler,  J.  W.  and 
Ensign,  D.  C.:  J.  Kentucky 
State  M.  A.  54:771  (Sept.)  1956. 


si»“The  apparent  higls  in®i» 

dence  of  this  serious  |gastric| 
side  effect  in  patients  receiving 
prednisone  or  prednisolone 
suggests  the  advisability  of 
routine  co-administration  of  an 
aluminum  hydroxide  gel.”— 
Bollet,  A.  J.  and  Bunim,  J.  J.: 
J.  A.  M.  A.  158:459  (June  11) 
1955. 


One  way  to  make  sure  that  patients  receive 
full  benefits  of  "predni-steroid”  therapy  plus 
positive  protection  against  gastric  distress  is 
by  prescribing  CO-deltra  or  CO-hydeltra. 


PREDNISONE  BUFFERED 


multiple  compressed  tablets 


provide  all  the  benefits 
of  “Predni-steroid”  therapy- 
plus  positive  antacid  protection 
against  gastric  distress 


2.5  mg.  or  5.0  mg.  of  prednisone 
or  prednisolone,  plus  300  mg.  of 
dried  aluminum  hydroxide  gel 
and  50  mg.  magnesium  trisili- 
cate, in  bottles  of  30, 100,  500. 


(VIERCK  SHARP  & DOHME  Division  of  MERCK  & CO.,  INC.,  Philadelphia  1,  Pa. 
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NOW... A NEW  TREATMENT 


CARDILATE^ 


'Cardilate'  tablets  shaped  for  easy  retention 

in  the  buccal  pouch 

**. . . the  degree  of  increase  in  exercise  tolerance  which  sublingual  ery- 
throl  tetranitrate  permits,  approximates  that  of  nitroglycerin,  amyl 
nitrite  and  octyl  nitrite  more  closely  than  does  any  other  of  the  approxi- 
mately 100  preparations  tested  to  date  in  this  laboratory.” 

“Furthermore,  the  duration  of  this  beneficial  action  is  prolonged  suffi- 
ciently to  make  this  method  of  treatment  of  practical  clinical  value.” 

Riseman,  J.  E.  F.,  Altman,  G.  E.,  and  Koretsky,  S.; 
Nitroglycerin  and  Other  Nitrites  in  the  Treatment  of 
Angina  Pectoris,  Circulation  (Jan.)  1958, 

**CardiIate’  brand  Erythrol  Tetranitrate  SUBLINGUAL  TABLETS,  15  mg,  scored 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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AN  INTRODUCTION  TO  MEDICAL  MYCOLOGY 
by  George  M.  Lewis,  M.D.,  Mary  E.  Hopper,  J.  Walter  Wilson, 
A.  Plunkett.  4th  ed.  4.53  pages.  Illustrated. 
(1958)  Year  Book.  $15. 

Two  new  authors  are  added  to  a book  wdiicli 
started  18  years  ago  with  a small  and  rather 
amateurish  volume.  The  volume  has  grown  in 
scope,  organization,  and  maturity  and  the  au- 
thors feeling  that  the  subject  has  come  to  ma- 
turity in  part  reflects  its  status  in  their  own 
minds.  This  is  now  a solid  book  on  the  subject, 
good  for  basic  background  and  as  an  aid  in 
diagnosis.  Not  much  effort  is  spent  on  treatment, 
probably  a wise  choice.  Illustrations’  selected 
cases,  ecology  even  make  the  book  good  reading. 

Stacey’s  Medical  Books,  San  Francisco,  California. 

DRUGS  IN  CURRENT  USE  1958 

edited  by  Walter  Modell,  M.D.  151  pages.  (1958)  Springer.  $2. 

Stacey’s  Medical  Books,  San  Francisco,  California. 
CARDIOVASCULAR  COLLAPSE  IN  THE  OPERATING  ROOM 
by  Herbert  E.  Natof,  M.D.,  and  Max  S.  Sadove,  M.D.  197  naees 
Illustrated.  (1958)  Lippincott.  $6. 

An  excellent  presentation  of  the  essentials  of 
cardiovascular  collapse  in  surgery,  aided  by 
many  diagrams,  tables,  and  an  extensive  bibli- 
ography, discusses  thoroughly  pathologic  phy- 
siology, precipitating  factors,  predisposing  fac- 
tors, preventive  measures,  diagnosis,  and  treat- 
ment. The  protocols  of  33  cases  are  analyzed. 

Stacey’s  Medical  Books,  San  Francisco,  California. 


1957-58  YEAR  BOOK  OF  DRUG  THERAPY 

edited  by  Harry  Beckman,  M.D.  518  pages.  (1958  Year  Book. 

Stacey  s Medical  Books,  San  Francisco,  California. 

CLINICAL  INTERPRETATION  OF  LABORATORY  TESTS 
a9.5^TDrWs  $8  75®®'*“’®’  I’l^st^ated. 

An  experienced  pathologist,  Massachusetts, 
presents  the  normal  and  abnormal  in  a fourth 
edition  since  1949.  Giving  enough  of  the  labora- 
tory angle  to  establish  his  remarks,  the  speci- 
men and  the  interpretations  are  his  points  of 
interest.  A number  of  additions  have  been  made 
in  hematology  and  biochemistry.  Like  any  good 
laboratory  man,  the  author  forgets  his  purpose 
and  turns  to  the  microscope  rather  often,  but  he 
helps  keep  the  bridge  to  the  clinic  open. 

MEDICAL  SUPPLY  DIRECTORY 


Arizona  Medical  Supply  Co.,  Inc. 

Phone  MA  3-7581 

1027  E.  Broadway  — Tucson,  Arizona 
Verna  E.  Yocum,  Pres.  George  F.  Dyer,  V.  Pres. 
M.  O.  Kerfoot,  Sec. 


MEWj  flavor -timed”  dual-action 

CORONARY  VASODILATOR 


n 


TRADEMARK 


ORAL  (tablet  swallowed  whole) 

for  dependable  prophylaxis 

SUBUNGUAL-ORAL 

for  immediate  and 

sustained  relief 


NITROGLYCERIN - 

0.4  mg.  (1/150  grain)  — acts  quickly 

CITRUS  "FLAVOR-TIMER" - 

signals  patient  when  to  swallow 

PENTAERYTHRITOL  TETRANITRATE- 

15  mg.  (1/4  grain)  — prolongs  action 


of  ANGINA  PECTORIS 


For  continuing  prophylaxis  patient  swallows 
the  entire  Dilcoron  tablet. 

Average  prophylactic  dose: 

1 tablet  four  times  daily. 

Therapeutic  dose: 

1 tablet  held  under  the  tongue  until  citrus 
flavor  disappears,  then  swallowed. 

Bottles  of  100. 


^1^^  Wit/ll/tO|)  I A BOR  AT 


ORIES  NIW  YORK  II.  N V. 
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FREE  One-Hour  VALIDATED 
PARKING  For  Patients 


PROFESSIONAL 

BUILDING 


The  Southwest's  Foremost 
MEDICAL-DENTAL  CENTER 

A modern,  streamlined  structure  ...  in  the 
heart  of  the  downtown  shopping  district  . . . 
attracts  patients  from  every  point  of  the  com- 
pass . . . immediately  accessible  to  banks, 
stores,  legal  firms,  theaters  and  restaurants 
. . . adjacent  to  all  transportation  facilities  . . . 
one  of  the  best  known  landmarks  in  the  Valley 
of  the  Sun! 


MONROE  AT  CENTRAL 


Free  one-hour  validated  parking  at  VNB  Car-Park, 
First  St.  and  E.  Van  Buren,  for  patients. 


MEDICAL  EQUIPMENT  SERVICE 


THE  ARIZONA  MEDICAL  EQUIPMENT 
& SERVICE  CO. 

All  Types  And  Makes  Of  Medical  & Scientific  Apparatus 
Repaired 

Majority  of  all  repair  parts  in  stock  and  immediately  available. 

1005-B  N.  7th  Street,  Phoenix,  AL  3-9155  orCR  4-4171 


Serving  Arizona 
Health  Needs 
Since  1908 


Phoenix  - Tempe  - Globe  - Miami  - Superior 
Casa  Grande  - Glendale 
Wickenburg  - Tucson 
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OC-^aif  antf  Clihieai  Xahi-at^i-if 

507  Professional  Bldg. 

Phoenix,  Arizona 
Phone  ALpine  3-4105 

AND 

\HU4ical  CeHtef  OC-^a^  an4  ClMcat  Xah^atci-if 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

DIAGNOSTIC  X-RAY  X-RAY  THERAPY 

RADIUM  THERAPY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 


*7^  JC^irectoi-  ^^^^dartinjCL.j0.ist,<yl^.  ^^Y^acliologist 

Diplimate  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 


East  McDowell  Medical  Building  Telephone 

1130  E.  McDowell  Road  ALpine  8-1601 

PHOENIX,  ARIZONA 


A Complete  Analytical  and  Laboratory  Service  To  The  Medical  Profession  of  Arizona 


Protein  Bound  Iodine 

Blood  Cholinesterase 

17-Ketosteroids 

Corticosteroids 

Phosphatases 

Vitamin  Determinations 

Blood  Volume 

Blood  pH  Values 

Electrolytes 

Toxicology 

Autopsies 

Papanicolaou  Stains 
Liver  Function  Tests 
Porphyrins 
Streptolysin  Titers 


Rh  Antibody  Titers 
Quantitative  Serology 
Heterophile  Titers 
Autogenous  Vaccines 
Hematology 
Bacteriology 
Parasitology 
Gastric  Analysis 
Friedman  Tests 
Frog  Pregnancy  Tests 
Mycology 
Enzyme  Chemistry 
Spectroscopic  Analysis 


DIAGNOSTIC  X-RAY 

Pelvimetry 

Salpingography 

Bronchography 

Intravenous  Cholecystography 

Myelography 

RADIO  ISOTOPE 

DIAGNOSIS  & THERAPY 

Radio  Iodine 

Radio  Phosphorus 

Chromic  Radio  Phosphate 

Radio  Cobalt 

Radio  Strontium 

Vitamin  B-12,  Cobalt  60  for 

Pernicious  Anem’a  Diagnosis 

X-RAY  & RADIUM  THERAPY 


Maurice  Rosenthal,  M.D. 

Marcy  L.  Sussman,  M.D. 

Seymour  B.  Silverman,  M D. 

George  Scharf,  M.D. 

Diplomate,  American  9 

Diplomate,  American 

• 

Diplomate,  American  # 

Diplomate,  American 

Board  of  Pathology 

Board  of  Radiology 

Board  of  Pathology 

Board  of  Pathology 
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RADIOLOGY 

Douglas  D.  Gain,  M.D. 

John  W.  Kennedy,  M.D. 

Diplomate 

Diplomate 

American  Board  of 

American  Board  of 

Radiology 

Radiology 

ALpine  3-4131 

NORTH 

CENTRAL 

MEDICAL 

LABORATORY 

2021  North  Central  Avenue  • Phoenix,  Arizona 

COMPLETE  1 

RADIOLOGICAL  AND  PATHOLOGICAL  SERVICES 

PATHOLOGY 

Maurice  Rosenthal,  M.D. 

George  Scharf,  M.D. 

Seymour  B.  Silverman,  M.D. 

Diplomate 

Diplomate 

Diplomate 

, American  Board  of 

American  Board  of 

American  Board  of 

Pathology 

Pathology 

Pathology 

Professional  X-ray  and  Clinical  Laboratory 

Successor  To 

PATHOLOGICAL  LABORATORY 
507  Professional  Bldg. 

Phoenix,  Arizona 
Phone  ALpine  3-4105 

R.  LEE  FOSTER,  M.D.  MARTIN  L LIST,  M.D. 

doct^rTIdIi^^ 

DOCTORS'  CENTRAL  DIRECTORY 

Helen  M.  Barrasso,  R.N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  EA  5-1551 

At  Your  Service  24  Hours  Daily 
1321  East  Lee  Street  Tucson,  Arizona 

"Established  1932" 


NURSES'  DIRECTORY 


DISTRICT  NO.  1 

ARIZONA  STATE  NURSES  ASS'N 

MRS.  MARJORIE  E.  KASUN,  R.N. 

Registrar 

Nurses'  Professional  Registry 

703  Professional  Bldg.  — Phoenix  — ALpine  4-4151 


MEDICAL  CENTER  X-RAY  AND 
CLINICAL  LABORATORY 

1313  N.  Second  St. 

Phoenix,  Arizona 
Phone  ALpine  8-3484 

R.  LEE  FOSTER,  M.D.  MARTIN  L.  LIST,  M.D. 

ARiZONiTsOciifYOF 
MEDICAL  TECHNOLOGISTS 

Placement  service  for  all  physicians  and  hospitals 
requiring  registered  (ASPC)  medical  technologists 
Mrs.  Marian  Hannah,  M.T.  (ASCP),  Placement  Director 
507  Professional  Building,  Phoenix,  Arizona 

CLINIC  DIRECTORY 

J.  T.  O'NEIL,  M.D. 

R.  F.  SCHOEN,  M.D. 

H.  B.  LEHMBERG,  M.D. 

W.  H.  FORD,  M.D. 

R.  F.  LAMB,  M.D. 

Casa  Grande  Clinic  Phone  4495 

Casa  Grande,  Arizona 

THE  ORTHOPEDIC  CLINIC 
Orthopedic  Surgery 

W.  A.  Bishop,  Jr.,  M.D.,  F.A.C.S.  — A.L.  Swenson,  M.D.,  F.A.C.S. 
Ray  Fife,  M.D.  — Sidney  L.  Stovall,  M.D.,  F.A.C.S. 
Thomas  H.  Taber,  Jr.,  M.D. 

Diplomates  of  the  American  Board  of  Orthopedic  Surgery 

2620  N.  3rd  St.  — Al  8-1586  — Phoenix,  Arizona 
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THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

1 1 2 N.  Central 
Phone  Alpine  3-4317 
PHOENIX,  ARIZONA 

MODERN  RX  PHARMACY 

TELEPHONE  20 

NOGALES  ARIZONA 

LAIRD  & DINES 

The  REXALL  Store 
Reliable  Prescription  Service 
woodland  7-2922  Mill  Ave.  & 5th 

Tempe,  Arizona 

JOHNSON'S  DRUG  STORE 

PRESCRIPTIONS 
"Service  you  will  like" 

Corner  Speedway  and  Park  Avenue 
Phone  MA  2-8865  Tucson,  Arizona 

EVERYBODY'S  DRUG  COMPANY 

Prescription  Druggists 
Phones:  WO  4-4587  - WO  4-4588 
Mesa,  Arizona 

THIS  SPACE  FOR  SALE 

ARIZONA  MEDICINE 

1 12  N.  Central 
Phone  Alpine  3-4317 
PHOENIX,  ARIZONA 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

1 12  N.  Central 
PHOENIX,  ARIZONA 


Lute's  Scottsdale  Pharmacy 

For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1st  National  Bank 

Your  Prescription  Store 

DIERDORF  PHARMACY 

Phone  BR  5-5212 

2315  N.  24th  St.  Phoenix,  Arizona 

Milburn  F.  Dierdorf 


THIS  SPACE  FOR  SALE 

ARIZONA  MEDICINE 

112  N.  Central 
Phone  Alpine  3-4317 
PHOENIX,  ARIZONA 

PULLINS 

Prescriptions 
400  E.  Glendale 
Phone  YE  7-9848 
Glendale,  Arizona 


SRUTWA  PHARMACY 

4234  E.  Indian  School  Road 
PHOENIX,  ARIZONA 
Phone  CRestwood  7-7605 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

1 12  N.  Central 
PHOENIX,  ARIZONA 


BUTLERS  REST  HOME 

® Bed  Patients  and  Chronics 
• Excellent  Food 
® Television 
® State  Licensed 
® 24  Hour  Nursing  Care 

802  N.  7th  St.  Phoenix,  Arizona 

Telephone  AL  3-2592 

GLENDALE  NURSING  HOME 

Arizona's  newest,  modern  nursing  home. 

® Convalescent  ® 24  Hour  Nursing  Care 

® Custodial  ® Special  Diets.  Quiet. 

Lat.  163^  and  Glendale  Avenue 
Phones:  AMherst  6-7001  — YEllowstone  7-7064 
Glendale,  Arizona 
(Ray  and  Ruth  Eckel) 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

1 1 2 N.  Central 
Phone  Alpine  3-4317 
PHOENIX,  ARIZONA 


BETHANY  REST  HOME 

Effie  V.  Davis,  Owner-Operator 
CRestwood  4-4112  — 126  E.  Bethany  Home  Road,  Phoenix 
Bed  Patients,  Chronic  Conditions,  Senile  & Ambulatory 

HILLCREST  SANATORIUM 

Established  1921 

® General  Medical  ® Acute  or  Chronic 

® Orthopedic  ® Convalescent 

® Post-Operative  ® Geriatric 

® Medical  Doctor  of  your  choice 

24  hr.  Skilled  Nursing  — New,  Modern  Facilities 
Phones:  MA  4-1562  — MA  3-1391 
No.  3rd  Ave.  & Adams  Tucson,  Arizona 

Alberta  M.  Lovett 

Katharine  Schmid  Charles  Schmid 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

1 12  N.  Central 
Phone  Alpine  3-4317 
PHOENIX,  ARIZONA 
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AND  HOSPITAL 


SANATORIUM  AND  HOSPITAL  WITH  MODERN 
TREATMENT  EQUIPMENT  IN  THE  EXCLUSIVE  CAMELBACK  MOUNTAIN 
RESORT  AREA  ...  15  MINUTES  FROM  DOWNTOWN  PHOENIX. 


LANDSCAPING  AND  10  ACRES  OF  CITRUS  GROVES  ADD 
TO  THE  GUEST  RANCH  ATMOSPHERE  OF  CAMELBACK  SANATORIUM 
AND  HOSPITAL. 

air  conditioning  and  sound  proof 

UNITS  CREATE  RESTFUL  LIVING  CONDITIONS. 


AND  RECREATIONAL  THERAPY  PROGRAMS 
STAFFED  WITH  SPECIALIZED  PERSONNEL  HELP  COMPLETE  YOUR 
PATIENT’S  RECOVERY. 


PATIENT  IS  UNDER  CONTINUOUS  REGISTERED  NURSE 
SUPERVISION  TO  MAKE  SURE  YOUR  ORDERS  ARE  PROFESSIONALLY 
CARRIED  OUT. 


YOUR  INQUIRIES  ARE  WELCOME 


OTTO  L.  BENDHEIM,  M.D.,  F.A.P.A. 
Medical  Director 


AND  HOSPITAL 


5055  NORTH  THIRTY  FOURTH  STREET 
PHOENIX  . ARIZONA 
AAAherst  6-7238 
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EYE,  EAR,  NOSE  and  THROAT 


DOUGLAS  W.  FRERICHS,  M.D. 

Diplomate  American  Board  of  Otolaryngology 
EAR,  NOSE,  AND  THROAT 
RHINOPLASTIC  SURGERY  BRONCHOSCOPY 

1130  E.  McDowell  Rd.  — Phone  Alpine  4-5068 
Phoenix,  Arizona 


ROBERT  F.  LORENZEN,  M.D. 

B.Sc.,  M.Sc.  (Med.) 

Diplomate  American  Board  of  Ophthalmology 
Practice  limited  to  Ophthalmology 
Park  Central  Medical  Building 
550  W.  Thomas  Road  (139  Patio  D) 

Phone  AM  5-2701  Phoenix,  Arizona 


JOHN  J.  McLOONE,  M.D. 
F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Otolaryngology 
Park  Central  Medical  Building 
550  W.  Thomas  Rd.  - 124-Patio  C 
Telephone  CRestwood  4-3511 
Phoenix,  Arizona 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

1 12  N.  Central 
Phone  Alpine  3-4317 
PHOENIX,  ARIZONA 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

112  N.  Central 
Phone  Alpine  3-4317 
PHOENIX,  ARIZONA 


ROY  E.  BURGESS,  M.D. 

Ophthalmology 

Diplomate  American  Board  of  Ophthalmology 

822  Professional  Bldg.  — 15  E.  Monroe  St. 
Alpine  3-5604  — Phoenix,  Arizona 


DERMATOLOGY 


GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 
Phone  Alpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 

WILLIAM  SNYDER,  M.D. 

Diplomate  of  the  American  Board  of  Dermatology 
Diseases  of  the  Skin 
Skin  Cancer  — Cutaneous  Allergy 
2021  N.  Central  Ave.  — Alpine  3-8383 
PHOENIX,  ARIZONA 


SAM  M.  MACKOFF,  M.D. 

Diseases  of  the  Skin 

Room  808  - Professional  Building  — 15  E.  Monroe  St. 

Office:  AL  2-0379  — Phoenix,  Arizona 


PSYCHIATRY  and  NEUROLOGY 

OTTO  L.  BENDHEIM,  M.D. 

1515  North  Ninth  Street 
PHOENIX,  ARIZONA 
Diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology 
Phone  AL  8-2607 

RICHARD  E.  H.  DUISBERG,  M.D. 

Diplomate  American  Board  of  Neurology  and 
Psychiatry 

T.  RICHARD  GREGORY,  M.D. 

Neurology  and  Psychiatry 
AL  3-6701  - AL  2-4542 
1313  No.  2nd  St.  — Phoenix,  Arizona 

KENNETH  G.  REW,  M.D. 

550  W.  Thomas  Road  — 102  Patio  A 
Phoenix,  Arizona 

Diplomate  of  the  American  Board  of 
Psychiatry  and  Neurology 
Phone  CR  4-9596 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

1 12  N.  Central 
Phone  Alpine  3-4317 
PHOENIX,  ARIZONA 


NEUROSURGERY 


JOHN  R.  GREEN,  M.D. 
HARRY  F.  STEELMAN,  M.D. 

AND 

HAL  W.  PITTMAN,  M.D. 

ARE  PLEASED  TO  ANNOUNCE 
THE  ASSOCIATION  OF 

BETTY  G.  E.  CLEMENTS,  M.D. 

FOR  THE  PRACTICE  OF 

NEUROLOGY 

AND 

ELECTROENCEPHALOGRAPHY 

550  WEST  THOMAS  ROAD 
PHOENIX,  ARIZONA 


MALIGNANT  DISEASE 

JAMES  M.  OVENS,  M.D. 

F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Tumor  Surgery 
X-ray  and  Radium  Therapy 

608  Professional  Bldg.  Phone  Alpine  8-8074 

Phoenix,  Arizona 

pediXtrIcTl^ 

DANIEL  T.  CLOUD,  M.D. 

Pediatric  Surgery 

2021  N.  Central  Ave.  — Alpine  3-2933 
Phoenix,  Arizona 
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SURGERY 


EDWARD  L.  KETTENBACH,  M.D., 
F.A.C.S.,  F.I.C.S. 

SURGERY 

Diplomate  American  Board  of  Surgery 
2324  North  Tucson  Blvd.  Phone  EA  5-2605 

Tucson,  Arizona 

DONALD  A.  POLSON,  M.D.,  M.  Sc. 

GENERAL  SURGERY 

Certified  by  the  American  Board  of  Surgery 
550  W.  Thomas  Road 
Phone  CRestwood  4-2081 
Phoenix,  Arizona 

DELBERT  L.  SECRIST,  M.D.,  F.A.C.S. 

123  South  Stone  Avenue 
Tucson,  Arizona 

Office  Phone  AAA  2-3371  Home  Phone  EA  5-9433 

THOMAS  H.  BATE,  M.D. 

F.A.C.S.,  F.I.C.S.,  M.Sc.  (Surgery) 

PRACTICE  LIAAITED  TO  SURGERY 
Diplomate  American  Board  of  Surgery 
2021  N.  Central  — Office  Phone  ALpine  4-3326 
Phoenix,  Arizona 

H.  D.  KETCHERSIDE,  M.D. 

SURGERY  and  UROLOGY 
800  North  First  Avenue 
Phone  ALpine  4-7245 
Phoenix,  Arizona 

D.  W.  MELICK,  M.D. 

THORACIC  SURGERY 
The  Professional  Building 
Phoenix,  Arizona 

DALE  H.  STANNARD,  M.D. 

Diplomate  American  Board  of  Surgery 
General  Surgery  Vascular  Surgery 

1109  Professional  Building  AL  8-8074 

Phoenix,  Arizona 


ORTHOPEDIC  SURGERY 


GEORGE  L.  DIXON,  M.D.,  F.A.C.S. 

PHILIP  G.  DERICKSON,  M.D. 
CHRISTOPHER  A.  GUARINO,  M.D. 

ORTHOPAEDIC  SURGERY 
Diplomates  of  the  American  Board 
of  Orthopaedic  Surgery 

744  N.  Country  Club  Road  Telephone  EAst  5-1533 

TUCSON,  ARIZONA 

ROBERT  E.  HASTINGS,  M.D.,  F.A.C.S. 
ROBERT  W.  WEBER,  M.D. 

ORTHOPAEDIC  SURGERY 
Diplomate  American  Board  of  Orthopaedic 
Surgery 

1014  N.  Country  Club 
TUCSON,  ARIZONA 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

112  N.  Central  Phone  ALpine  3-4317 

PHOENIX,  ARIZONA 


OBSTETRICS  AND  GYNECOLOGY 

HAROLD  N.  GORDON,  M.D.,  F.A.C.S. 

OBSTETRICS  AND  GYNECOLOGY 
Diplomate  of  American  Board  of  Obstetrics  and  Gynecology 

MARTIN  COHEN,  M.D. 

Practice  Limited  to  Obstetrics  and  Gynecology 
1832  8th  Avenue  — Phone  SUnset  2-2559 
Yuma,  Arizona 


GYNECOLOGY  & ENDOCRINOLOGY 

JOSEPH  B.  RADDIN,  M.D. 

Practice  limited  to 

MEDICAL  GYNECOLOGY  & ENDOCRINOLOGY 
619  Professional  Building 
15  E.  Monroe  — Phoenix,  Arizona 
Phone  ALpine  2-3577 

UROLOGY 

ROBERT  H.  CUMMINGS,  M.D. 

Diplomate  of  the  American 
Board  of  Urology 
Park  Central  Medical  Bldg. 

Phone  CR  4-4912 

550  W.  Thomas  Road  — 230  Patio  C 
Phoenix,  Arizona 

PAUL  L.  SINGER,  M.D.,  F.A.C.S. 

Certified  American  Board  of 
UROLOGY 

1313  N.  Second  Street  Phone  ALpine  3-1739 

PHOENIX,  ARIZONA 

THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

1 12  N.  Central 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 


DONALD  B.  LEWIS,  M.D. 

UROLOGY 

Certified  by  the  American  Board  of  Urology 
123  So.  Stone  Ave.  Phone  MA  2-7081 

Tucson,  Arizona 


ALLERGY 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

112  N.  Central 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 


E.  A.  GATTERDAM,  M.D. 

ALLERGY 

15  E.  Monroe  St.,  Professional  Bldg. 
Office  Hours:  1 1 A.M.  to  5 P.M. 
Phoenix,  Arizona 


SAM  M.  MACKOFF,  M.D. 

Allergy 

Room  808  - Professional  Building  — 15  E.  Monroe  St. 

Office:  AL  2-0379  — Phoenix,  Arizona 
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RADIOLOGY 


R.  LEE  FOSTER,  M.D. 

MARTIN  L.  LIST,  M.D. 

Diplomates  of  American  Board  of  Radiology 
Diagnostic  Roentgenology 
X-Ray  and  Radium  Therapy 
507  Professional  Bldg.  1313  N.  Second  St. 

Phone  Alpine  3-4105  Phone  Alpine  8-3484 

Phoenix,  Arizona 

MARCY  L.  SUSSMAN,  M.D. 

Diplomate  of  American  Board  of  Radiology 
DIAGNOSTIC  RADIOLOGY 
THERAPEUTIC  RADIOLOGY 
RADIOISOTOPES 
1 130  E.  McDowell  Rd. 

Telephone  ALpine  8-1601 
Phoenix,  Arizona 

Plastic  and  Reconstructive  Surgery 

HOWARD  C.  LAWRENCE,  M.D. 

F.A.C.S. 

Diplomate  of  the 

American  Board  of  Plastic  Surgery 
2021  N.  Central  Ave.  — Phone  ALpine  8-4101 
Phoenix,  Arizona 

GENERALIST 

HUGH  DIERKER,  M.D. 

Member  American  Academy  of 
General  Practice 

505  N.  Beaver  Phone  1106 

Flagstaff,  Arizona 


DOUGLAS  D.  GAIN,  M.D. 
JOHN  W.  KENNEDY,  M.D. 

Diplomates  of  American  Board  of  Radiology 
X-Ray  Therapy  and  Diagnosis 
Radium  Therapy 


2021  N.  Central  Ave AL  3-4131 

Memorial  Hospital  AL  8-7531 

1130  N.  Central  Ave AL  8-8435 


THIS  SPACE  FOR  SALE 
FOR  INFORMATION  AND  RATES 
write  to 

ARIZONA  MEDICINE 

1 12  N.  Central 
Phone  ALpine  3-4317 
PHOENIX,  ARIZONA 


PROCTOLOGY 


WALLACE  M.  MEYER,  M.D. 

PROCTOLOGY 
Park  Central  Medical  Bldg. 

Phone  CR  4-5632 

550  W.  Thomas  Road  — 216  Patio  B 
Phoenix,  Arizona 

JAMES  T.  JENKINS,  M.D. 

Fellow  American  Proctologic  Society 
Fellow  American  College  of  Surgeons 
Fellow  International  College  of  Surgeons 
Practice  Limited  to  Diseases  of  the  Anus,  Rectum 
and  Colon 

2021  N.  Central  Ave. 

Phoenix,  Arizona  — Phone  AL  2-2822 


INTERNAL  MEDICINE 


ROBERT  S.  FLINN,  M.D. 

INTERNAL  MEDICINE 

CARDIOGRAPHY  and  ELECTROCARDIOGRAPHY 
Park  Central  Medical  Bldg. 

Phone  CR  4-1443 

550  W.  Thomas  Road  — 217  Patio  B 
Phoenix,  Arizona 

JOSEPH  BANK,  M.D. 

Diplomate  of 

American  Board  of  Internal  Medicine 
American  Board  of  Gastroenterology 
GASTROENTEROLOGY,  GASTROSCOPY 
800  North  First  Avenue  Phone:  ALpine  4-7245 

PHOENIX,  ARIZONA 

LESLIE  B.  SMITH,  M.D. 

Diplomate  American  Board  of  Internal  Medicine 
1 130  E.  McDowell  Rd.  Phone  AL  8-0044 

(Formerly  926  E.  McDowell  Rd.) 

Phoenix,  Arizona 
130  E.  Stetson  Drive  — Suite  104 
WH  5-3563  — Scottsdale,  Arizona 


FRANK  J.  MIL!  OY,  M.D. 

F.A.C.P. 

Diplomate  of  the  American  Board  of 
Internal  Medicine 
INTERNAL  MEDICINE 
907  Professional  Building 
Phone  ALpine  2-0142 
Phoenix,  Arizona 

JESSE  D.  HAMER,  M.D. 

F.A.C.P. 

INTERNAL  MEDICINE 
CARDIOLOGY 

Suite  910  Phoenix 

15  E.  Monroe  St.  Arizona 


DAVID  M.  MARCUS,  M.D. 

INTERNAL  MEDICINE 
1850  Laurel,  North  — ALpine  4-7970 
Phoenix,  Arizona 
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ARIZONA  STATE  CHIROPODISTS  ASSOCIATION 

PHOENIX 

Julius  Citron,  D.S.C.,  A.C.F.S. 

Howard  B.  Seyfert,  Jr.,  D.S.C. 

40  E.  Thomas  Rd. 

735  E.  McDowell  Rd. 

CR  7-5631 

At  4-4414 

Samuel  Mason,  Pod.  D. 

Irwin  D.  Shapiro,  Pod.  D. 

144  N.  1st 

2814  N.  7th  Ave. 

At  2-4646 

AM  5-9686 

TUCSON 

Felton  O.  Gamble,  D.S.C. 

T.  J.  Price,  Ph.G.,  S.C. 

1888  N.  Country  Club  Rd. 

927  E.  7th  Street 

Phone  EA  6-3212 

Phone  MA  4-1087 

Harold  E.  Mitton,  D.S.C. 

Martin  Snyder,  D.S.C. 

318  E.  Congress  St. 

2629  E.  Broadway 

Phone  MA  3-9151 

Phone  EA  5-6333 

PATHOLOGY 


This  is  to  announce  that  tissues  for  diagnosis  are  accepted  by  the  following 
physicians  who  practice  in  Arizona,  are  not  exclusively  governmentally  employed, 
and  are  qualified  as  pathologic  anatomists: 


J.  D.  BARGER,  M.D. 

338  E.  Camelback  Rd. 
Phoenix.  Arizona 

RALPH  H.  FULLER,  M.D. 

1641  N.  Tucson  Blvd. 
Tucson,  Arizona 

LOUIS  HIRSCH,  M.D. 

1641  N.  Tucson  Blvd. 
Tucson,  Arizona 

GEORGE  B.  KENT,  JR.,  M.D. 

Park  Central  Medical  Bldg. 

550  W.  Thomas  Road  — 101  Patio  A 
Phoenix,  Arizona 

JOSEPH  J.  LIKOS,  M.D. 

338  E.  Camelhack  Road 
Phoenix,  Arizona 


FRANK  DANIELS  MANN,  M.D. 

Park  Central  Medical  Bldg. 

.550  W.  Thomas  Road  — 101  Patio  A 
Phoenix,  Arizona 

MAURICE  ROSENTHAL,  M.D. 

Memorial  Hospital 
Phoenix,  Arizona 

GEORGE  SCHARF,  M.D. 

2021  N.  Central  Avenue 
Phoenix,  Arizona 

SEYMOUR  B.  SILVERMAN,  M.D. 

1130  E.  McDowell  Rd. 
Phoenix,  Arizona 

LOREL  A.  STAPLEY,  M.D. 

Park  Central  Medical  Bldg. 

550  W.  Thomas  Road  — 101  Patio  A 
Phoenix,  Arizona 


O.  O.  WILLIAMS,  M.D. 

Park  Central  Medical  Bldg. 

550  W.  Thomas  Road  — 101  Patio  A 
Phoenix,  Arizona 


RADIOTHERAPY  & ONCOLOGY 

A.  L.  LINDBERG,  M.D.  U.  V.  PORTMANN,  M.D. 

(Diplomates  of  American  Board  of  Radiology) 

THERAPEUTIC  RADIOLOGY  AND  TUMOR  PATHOLOGY 
TUCSON  TUMOR  CLINIC 

721  N.  4th  Avenue 

Phone  AAA  3-2531 


Tucson,  Arizona 


LOIS  GRUNOW  MEMORIAL  CLINIC 

McDowell  at  tenth  street  phoenix,  Arizona 


INTERNAL  MEDICINE 

Hilton  J.  McKeown,  M.D.,  F.A.C.P. 
C.  Selby  Mills,  M.D.,  F.A.C.P. 

S.  Kent  Conner,  M.D. 

Thomas  A.  Edwards,  M.D. 

John  F.  Westfall,  M.D. 


ORTHOPEDIC  SURGERY 

James  Lytton-Smith,  M.D.,  F.A.C.S. 
Ronald  S.  Haines,  M.D.,  F.A.C.S. 
John  E.  Ricker,  M.D. 

Warren  A.  Colton,  Jr.,  M.D.,  E.A.C.S. 


OPHTHALMOLOGY 

John  S.  Aiello,  M.D. 


GENERAL  SURGERY 

H.  C.  Williams,  M.D.,  F.A.C.S. 
David  C.  James,  M.D. 


PEDIATRICS 

Robert  W.  Ripley,  M.D. 


UROLOGY 

M.  L.  Day,  M.D.,  F.A.C.S. 


OTOLARYNGOLOGY 


D.  E.  Brinkerhoff,  M.D.,  E.A.C.S. 
V..  A.  Dunham,  Jr.,  M.D. 

NEUROSURGERY 


OBSTETRICS  and  GYNECOLOGY 

Clarence  B.  Warrenbnrg,  M.D. 

William  E.  Crisp,  M.D. 


John  A.  Eisenbeiss,  M.D.,  F.A.C.S. 

PSYCHIATRY  and  NEUROLOGY 

Maier  I.  Tnchler,  M.D. 


GENERAL  DENTISTRY 

George  F.  Busch,  D.D.S. 
Henry  A.  Wilky,  D.D.S. 


LABORATORIES 

Director— Thomas  A.  Hartgraves,  M.D.,  F.A.C.R. 
Associate  Radiologist— Don  E.  Matthiesen,  M.D. 
Associate  Pathologist— O.  O.  Williams,  M.D.,  F.A.C.P. 


tVv  * Med.  Center 

Librr.ry 

3*d  and  Parnassus 
San  Francisco  22, Calif . 


premenstrual  tension 

responds  very  well  to  Compazine* 


• agitation  and  apprehension  are  promptly  relieved 

• emotional  stability  is  considerably  improved 

• nervous  tension  and  fatigue  are  greatly  reduced 

• appetite  and  sleep  patterns  improve 

• depression  often  disappears 


For  prophylaxis:  ‘Compazine’  Spansulet  capsules  provide  all-day  or 
all-night  relief  of  anxiety  with  a single  oral  dose.  A/so  availa/)le:  Tablets, 
Ampuls,  Multiple  dose  vials.  Syrup  and  Suppositories. 


Smith  Kline  & French  Laboratories,  Philadelphia 
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*T.M.  Reg.  U.S.  Pat.  Off.  for  prochlorperazine,  S.K.F. 
tT.M.  Reg.  U.S.  Pat.  Off.  for  sustained  release  capsules,  S.K.F. 


UNIVERSITY  OF  CALIFORNIA 
Medical  Center  Library 

THIS  BOOK  IS  DUE  ON  THE  LAST  DATE  STAMPED  BELOW 

Books  not  returned  on  time  are  subject  to  fines  according  to  the  Library 
Lending  Code. 

Books  not  in  demand  may  be  renewed  if  application  is  made  before 
expiration  of  loan  period. 
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